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I. VISION 

Health equity is achieved when every person has the opportunity to “attain his or her full health 

potential” and no one is “disadvantaged from achieving this potential because of social position 

or other socially determined circumstances.” Health inequities are reflected in differences in 

length of life; quality of life; rates of disease, disability, and death; severity of disease; and 

access to treatment.1  

 

The Health Equity Coalition is comprised of the Health Leadership Council, the Health Equity 

Team, and the Health Equity Taskforce. The Health Leadership Council is a collection 

community partners dedicated to the residents of Osceola County. During the development 

process of Osceola County’s Community Health Improvement Plan (CHIP), social 

determinants of health components were included in the plan to address systemic barriers. To 

reduce health inequalities requires action to reduce socioeconomic and other inequalities. 

There are other factors that influence health, but these are outweighed by the overwhelming 

impact of social and economic factors—the material, social, political, and cultural conditions 

that shape our lives and our behaviors. 2    

 

The Florida Department of Health in Osceola County (FDOH-Osceola) Health Equity Taskforce 

took the opportunity to envision health equity for Osceola County. During numerous meetings 

taskforce members discussed the health equity vision possibilities. A vision statement was 

created and presented to the taskforce for insight and to gain group consensus.    

 

 

 

 

 

 

 

 

1 Centers For Disease Control. (2022). Health equity. Centers for Disease Control and Prevention. Retrieved from 
https://www.cdc.gov/chronicdisease/healthequity/index.htm  
2 Marmot, M., & Allen, J. J. (2014). Social determinants of health equity. American journal of public health, 104 
Suppl 4(Suppl 4), S517–S519. https://doi.org/10.2105/AJPH.2014.302200 

https://www.cdc.gov/chronicdisease/healthequity/index.htm
https://doi.org/10.2105/AJPH.2014.302200
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Vision: Our vision for Osceola County is a thriving community empowered to achieve their full 

health potential regardless of age, gender, race, religions, sexual orientation, national or ethnic 

origin, immigration status, class, age, disability, veteran status.  
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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-

117 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 vulnerable 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, and 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 Osceola 

County. To develop this plan, FDOH-Osceola 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 Osceola 

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 Task Force, 

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 opportunity’s 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. 
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FDOH-Osceola believes in the importance of community partnerships and takes 

pride in engaging a diverse group of organizations representative of the diverse 

population of the county. 

 

FDOH-Osceola attended the 

Lupus Awareness Event on 

Saturday, May 14, 2022, hosted 

by SCARF (Serving Children 

and Reaching Families). FDOH-

Osceola joined other local 

community organizations for this 

event and provided information 

about the health department's 

programs and services as well 

as educational materials with 

information about health equity. 

In addition, Help Against 

Hunger East Osceola provided 

a food demonstration and 

complimentary lunch to all who 

attended this very special 

community event. 

 

 

 

 

 

 

 

 



P a g e  | 10 

 

 

 

FDOH-Osceola had 

the pleasure of hosting 

Leslie Ahonkhai, 

Regional Health Equity 

Coordinator for our 

Central Region.  The 

health department's 

Health Equity team 

took her on a tour of 

our community with 

stops at the Osceola 

Council on Aging food 

pantry and Hopkins 

Park Community 

Center in St. Cloud. 

FDOH-Osceola's 

Health Equity team, 

guided by our Senior 

Health Operations 

Manager, Ana Lynette 

McDougall, will 

continue to work with 

our community 

partners to eliminate socioeconomic and racial and ethnic health disparities as an 

integral part of our chronic disease prevention and health promotion efforts. 
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 FDOH-Osceola was proud to 

join Osceola County Fire 

Rescue and EMS for a free fire 

station open house. Residents 

visited Fire Station 64 in 

Poinciana, for an opportunity to 

explore the fire station, and 

learn about all the services 

provided by the fire department. 

The Osceola County 

Department of Housing and 

Community Services was 

present during the open house 

event to provide residents with 

information on services and 

programs related to housing.  

FDOH-Osceola was also 

present throughout the open 

house event to provide 

attending residents with 

information about the health 

department's programs and services, share education materials on the 

importance of health equity in our community, and offer fun promotional 

giveaways. This was the second time that FDOH-Osceola partnered with 

Osceola County Fire Rescue and EMS on a fire station open house, 

 In the beginning of 2022, The Central Florida Collaborative launched the 2022 

Community Health Needs Assessment (CHNA). Multiple agencies in the Central 

Florida region, including FDOH-Osceola, engaged community partners to help 

identify our region’s current needs and issues. As part of the CHNA, and with the 

assistance of our community partners, FDOH-Osceola collected 1,729 paper and 

digital surveys from residents which provided their vitally important input about 

access to healthcare, food insecurity, housing, transportation and much more.  

This information will be combined with focus group data and compiled into a 
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county level report that will aid FDOH-Osceola and our community partners in 

creating our next Community Health Improvement Plan. 

FDOH-Osceola 

joined 

representatives 

from County 

Health 

Departments in 

Lake, Orange, 

and Seminole, 

Orlando Health, 

AdventHealth, 

and other health 

agencies and 

community 

organizations 

throughout 

Central Florida 

for CHNA priority 

review meeting in 

Winter Park, 

Florida.  FDOH-

Osceola 

Administrator, Vianca McCluskey, and FDOH-Osceola PIO, Jeremy Thomas 

Lanier, accepted the 2022 MVP award on behalf of the health department for 

exemplary effort and contributions to the Central Florida Collaborative's 2022 

Community Health Needs Assessment.   

 

 

 

Using recent data and with the guidance of FDOH-Osceola staff, the Health 

Leadership Council, a group of community partners from the healthcare, 
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community based organization and government entities and owner of the CHIP, 

revised areas of the plan to be inclusive of Health Equity.  Revisions include 

updated objectives and activities dedicated to social determinants of health.  

 

Data Source: Osceola County Community Health Improvement Plan (2021) 

 

Existing groups and resources were pooled together to support advancing health 

equity in Osceola County. The Health Equity Coalition of Osceola County is 

comprised of the Health Leadership Council, Health Equity Team, and the Health 

Equity Taskforce. The Health Leadership Council is comprised of over 15 

agencies collaborating to create the community health improvement plan. During 

the recruitment phase, FDOH-Osceola staff took steps to engage a diverse 

selection of community partners and resources. The Health Equity Team is a 

collective of staff from multiple departments at FDOH-Osceola. FDOH-Osceola 

utilized training and outreach opportunities to recruit members for the Health 

Equity Team and the Health Equity Taskforce. Using cross-sector collaborations, 

Commented [A1]: Is a picture  
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the Minority Health Liaison took steps to recruit members reflective of diverse 

population of Osceola County. Taskforce members include a parent advocate, 

Hopkins Park Community Center Supervisor, Advent Health Kissimmee Chief 

Medical Officer, Help Against Hunger East Osceola CEO, Osceola County 

School District Deputy Superintendent, Assistant Housing & Community Services 

Director, community activist, Osceola County Sustainability Director, FDOH-

Osceola Public Information Officer, and City of St. Cloud Community 

Redevelopment Agency (CRA) Specialist. Members of the taskforce collaborated 

to develop a Health Equity vision for Osceola County. Taskforce members 

identified opportunities for action during multiple meetings. Also, members 

discussed the barriers within Osceola County influencing the health outcomes of 

the residents.  

During the June Health Leadership Council meeting, the Osceola County vision 

for health equity was presented to and discussed with partners. In addition, 

leadership provided feedback and insight to be considered for the Health Equity 

Plan.  

The Health Equity Coalition of 

Osceola County is comprised 

of the Health Leadership 

Council, Health Equity Team, 

and the Health Equity 

Taskforce.  
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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: Alexandria Middleton 
Minority Health Liaison Backup: Jeremy Lanier  

B. Health Equity Team 
The Health Equity Team includes individuals that each represent a different 

program within the CHD. The Health Equity Team is a collective of staff from 

multiple departments at FDOH-Osceola including Epidemiology, Environmental 

Health, Breast and Cervical, Nursing, Information Technology, and Health 

Promotions. During the development phase of the Health Equity Plan, members 

from the health equity team met on multiple occasions to discuss possible health 

disparities in Osceola County. Through research and executive guidance, the 

Health Equity Team chose the health disparity of diabetes. In addition, the health 

equity team identified priority populations impacted by diabetes in Osceola 

County. Furthermore, health equity team members completed a literature review 

of the social determinates impacting the onset of diabetes.      

The Health Equity Team explores opportunities to improve health equity efforts 

within the CHD. 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 Osceola County to the Health Equity Task 

Force.  

The Minority Health Liaison guides these discussions and the implementation of 

initiatives. The membership of the Health Equity Team is listed below. 
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Name Title Program 

Ana L McDougall Senior Health 
Operations Manager 

Health Equity  
 

Alexandria Middleton  Health Equity Liaison/ 
Health Educator  

Health Promotion, Education  

Carlos Cruz Environmental 
Specialist II 

Environmental Health  

Helen Olivares Purchasing Agent II-
WIC 

WIC  

Jeremy T Lanier Public Information 
Officer and Quality 
Improvement Liaison 

Communications and Quality 
Improvement 

Leonor Marrero Human Services 
Program Specialist 

Florida Breast & Cervical 
Cancer Early Detection 
Program 

Yvelle Maurice Distributed Computer 
Systems Specialist 

IT 

 

The Health Equity Team is comprised of a diverse group of dedicated FDOH- 

Osceola staff. In the development of the Health Equity Team, several steps were 

taken to ensure a diverse group of professionals. The various department leads 

received a synopsis of the upcoming Health Equity Plan. They recommended 

staff from their department to join the Health Equity Team. Once the potential 

team members were identified the Health Equity Liaison sent out team invites for 

confirmation. Team roles and expectations were discussed during initial and 

subsequent Health Equity Team Meetings. 

 

 The Health Equity Team met on the dates below during the health equity 

planning process. Since the Health Equity Plan was completed, the Health Equity 

Team has met at least quarterly to track progress. 

 

Meeting Date Topic/Purpose 

02/18/2022 The purpose of this meeting was to welcome the 

identified members of the Health Equity Team and 

discuss team roles and expectations. In addition to 
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discussing the Health Disparities, Social Determines of 

Health and populations to consider for data research. 

02/07/2022 The purpose of this meeting was to share updates on 

health disparity research, prioritize a health disparity to 

work on in the Health Equity Plan and discuss possible 

SDOH that impact the chosen health disparity.     

02/08/2002 The purpose of this meeting was to review health 

disparities data aligned with Osceola County CHIP and 

decide on health disparity to prioritize. In addition to 

deciding on a health quote for the Health Equity Plan 

03/23/2022 The purpose of this meeting was to discuss possible 

SDOH that impact the chosen health disparity and 

determine prioritized populations.    

03/31/2022 The purpose of this meeting was discussing the social 

determinates of health that impact diabetes and prioritize 

marginalized populations impacted. 

04/14/2022 The purpose of this meeting was to discuss possible 

SDOH that impact the chosen health disparity and 

determine prioritized populations 

05/04/2022 The purpose of this meeting was to share Health Equity 

Plan updates and discuss opportunities for synergy.  

 

C. Health Equity Task Force 
The Health Equity Task Force includes CHD staff and representatives from 

various organizations that provide services to address various SDOH. Members 

of this task force brought their knowledge about community needs and SDOH. 

Collaboration within this group addresses upstream factors to achieve health 

equity. The Health Equity Task Force wrote the FDOH-Osceola Health Equity 

Plan and oversaw the design and implementation of projects. Health Equity Task 

Force members are listed below. 

Name Title Organization 
Social Determinant 
of Health 

Christina Saint Louis Educational 
Program 
Supervisor  

St. Cloud Parks 
and Recreation  

Education Access & 
Quality 



P a g e  | 18 

 

Danicka Ransom  Assistant Housing 
& Community 
Services Director 
 

Osceola County 
Government 
(Housing and 
Community 
Services 
Department) 

Neighborhood & Built 
Environment 

Jeremy Lanier  Public Information 
Officer  

Florida Department 
of Health in 
Osceola County  

Health Care Access & 
Quality 

Dennis Deleon Chief Medical 
Officer 

Advent Health 
Kissimmee 

Health Care Access & 
Quality 

Pastor Matthew 
Quainoo 

Pastor  Solid Rock 
Community Church 

Social & Community 
Context 

Susan Caswell Osceola County 
Sustainability 
Director 

Osceola County 
Government 
(Office of 
Sustainability)  

Economic Stability 

Thomas Phelps Deputy 
Superintendent 
Human Service 

Osceola County 
District Schools 

Education Access & 
Quality 

Umecika L Williams Community 
Member  

Hopkins Park 
Community  

Social & Community 
Context 

Shania Shelton   Hopkins Park 
Community Center  

Education Access & 
Quality 

Brian Rudolph  Non- Profit CEO  Help against 
Hunger East 
Osceola  

Social & Community 
Context 

Deidre Shaw  Community 
Redevelopment 
Agency (CRA 
Specialist)  

City of St. Cloud  Economic Stability 

 

The Health Equity Task Force met on the dates below during the health equity 

planning process. Since the Health Equity Plan was completed, the Health Equity 

Task Force has continued to meet at least quarterly to track progress. 

 

Meeting Date Organizations Topic/Purpose 

02/10/22 
• St. Cloud Parks 

and Recreation 

• Osceola County 

Government 

• Health Equity Task Force  

• Introduction and expectations 

• Social Determinates of Health 

task force member selection 
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• Advent Health 

• Solid Rock 

Community Church 

• Osceola County 

District Schools 

• Health Equity Vision 

Statement Development 

 

03/10/2022 
• St. Cloud Parks 

and Recreation 

• Osceola County 

Government 

• Advent Health 

• Solid Rock 

Community Church 

• Osceola County 

District Schools 

The purpose of this meeting was to 

share updates on the health 

disparity priority (Diabetes) to the 

Health Equity Task Force. In 

addition, discuss and determine 

Health Disparity Workplan objectives 

mentioned in the first Health Task 

Force meeting. 

 

03/14/2022 
• St. Cloud Parks 

and Recreation 

• Osceola County 

Government 

• Advent Health 

• Solid Rock 

Community Church 

• Osceola County 

District Schools 

The purpose of this meeting was to 

share updates on the health 

disparity priority (Diabetes) to the 

Health Equity Task Force. In 

addition, discuss and determine 

Health Disparity Workplan objectives 

mentioned in the first Health Task 

Force meeting. 

03/16/2022 
• St. Cloud Parks 

and Recreation 

• Osceola County 

Government 

• Advent Health 

• Solid Rock 

Community Church 

• Osceola County 

District Schools 

The purpose of this meeting was to 

discuss and determine Health 

Disparity Workplan objectives 

mentioned in the first Health Task 

Force meeting. 

04/15/2022 
• St. Cloud Parks 

and Recreation 

The purpose of this meeting was to 

discuss possible health equity vision 

statements.  In addition, review 
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• Osceola County 

Government 

• Advent Health 

• Solid Rock 

Community Church 

• Osceola County 

District Schools 

social determinates of health and 

possible barriers in community 

organizations.    

05/12  
• St. Cloud Parks 

and Recreation 

• Osceola County 

Government 

• Advent Health 

• Solid Rock 

Community Church 

• Osceola County 

District Schools 

The purpose of this meeting was to 

share updates on the health 

disparity priority (Diabetes) to the 

Health Equity Task Force. Identify 

and discuss systemic barriers in the 

community. In addition, discuss 

SDOH project opportunities for the 

5-year Health Equity Plan.   

06/01  
• St. Cloud Parks 

and Recreation 

• Osceola County 

Government 

• Advent Health 

• Solid Rock 

Community Church 

• Osceola County 

District Schools 

The purpose of this meeting was to 

discuss and develop community 

projects to address systemic 

community barriers.    

 
 
 
 
 
 

D. Health Equity Coalition 
The Health Equity Coalition discussed strategies to improve the health of the 

community. The strategies focused on the following social determinants of 

health: education access and quality, health care access and quality, economic 
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stability, social and community context, and neighborhood and built environment. 

Membership includes community leaders working to address each SDOH, as 

well as any relevant sub-SDOHs. The Health Equity Coalition assisted the Health 

Equity Task Force by reviewing their Health Equity Plan for feasibility. See 

addendum for a list of coalition members. 

 

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 Task 

Force with technical assistance, training, and project coordination. 

 

Name Region Expertise 
Carrie Rickman 
Carrie.Rickman@flhealth.gov 
(850) 526-2412 
 

 
 
Emerald Coast - Jackson 

 

Technical assistance, training, 
and project coordination 

Quincy Wimberly 
Quincy.Wimberly@flhealth.gov 
(850) 888-6076 
 

 
 
Capitol - Wakulla 

 

Technical assistance, training, 
and project coordination 

Diane Padilla 
Diane.Padilla@flhealth.gov 
(352) 225-4354 
 

 
 
North Central - Alachua 

 

Technical assistance, training, 
and project coordination 

Ida Wright 
Ida.Wright@flhealth.gov 
(386) 956-7813 
 

 
 
Northeast - Volusia 

 

Technical assistance, training, 
and project coordination 

Rafik Brooks 
Rafik.Brooks@flhealth.gov 
(727) 568-8091 
 

 
 
West - Pinellas 

 

Technical assistance, training, 
and project coordination 

Lesli Ahonkhai 
Lesli.Ahonkhai@flhealth.gov 
(407) 665-3276 
 

 
 
Central - Seminole 

 

Technical assistance, training, 
and project coordination; Faith-
Based Engagement 

Frank Diaz 
Frank.Diaz@flhealth.gov 
(239) 332-9519 

 
 
Southwest - Lee 

 

mailto:Carrie.Rickman@flhealth.gov
mailto:Quincy.Wimberly@flhealth.gov
mailto:Diane.Padilla@flhealth.gov
mailto:Ida.Wright@flhealth.gov
mailto:Rafik.Brooks@flhealth.gov
mailto:Lesli.Ahonkhai@flhealth.gov
mailto:Frank.Diaz@flhealth.gov
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 Technical assistance, training, 
and project coordination 

Natasha McCoy (interim) 
Natasha.McCoy@flhealth.gov 
(225) 803-0709 

 
 
Southeast - Broward 

 

Technical assistance, training, 
and project coordination 

 

 
 

mailto:Natasha.McCoy@flhealth.gov
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V. HEALTH EQUITY ASSESSMENT, 

TRAINING, AND PROMOTION 

A. County Health Department Health Equity Training 
FDOH-Osceola recognizes that ongoing training in health equity and cultural 

competency are critical for creating a sustainable health equity focus. At a 

minimum, all FDOH-Osceola staff receive the Cultural Awareness: Introduction to 

Cultural Competency and Addressing Health Equity: A Public Health Essential 

training. In addition, the Health Equity Team provides regular training to staff on 

health equity and cultural competency. The training is recorded below. 

 

Date Topics 
Number of Staff in 

Attendance 

 03/07/2022  Introduction to Social determinates of 

Health  

 7 

 04/13/2022 Implementing Upstream Strategies to 

Advance Health Equity in Public Health 

Practice 

 3 

 

 

B. 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. 
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Date  Topics 

11/30/2021 Introduction to HE Team and Regional Coordinator 

12/16/2021 Monthly Minority Health Liaison Meeting 

 1/19/2022 Health Equity planning process & goals, facilitation & prioritization 

techniques, systems approach to address health disparities 

1/20/2022 Monthly Minority Health Liaison Meeting 

 2/16/22 Central Region Health Equity Monthly Meeting  

 3/10/22 Planning process & goals, prioritization techniques, systems approach 

to health disparity data collection with Kelly Grove 

 3/16/2022 Central Region Health Equity Monthly Meeting  

 3/18/2022 ClearPoint Training 

3/29/2022 – 

3/30/2022 

OMHHE Team, health equity strategic process planning tools and 

resources 

4/20/22 Central Region Health Equity Monthly Meeting  

4/21/2022 Monthly Minority Health Liaison Meeting 

4/27/2022 –  

4/28/2022 

Technology of Participation Facilitation Training 
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C. National Minority Health Month Promotion 
Some examples of outreach activities conducted by FDOH-Osceola during 

National Minority Health Month are below. 

 

In preparation for the Health Expo, FDOH-

Osceola's Health Promotions team created event 

flyers in English and Spanish which were 

distributed to community partners and the 

Communications team issued a bilingual event 

press release that was sent to local media.  And 

on Thursday, March 31, 2022, FDOH-Osceola 

Health Equity Liaison, Alexandria Middleton, 

joined the health department's PIO, Jeremy 

Thomas Lanier, Dr. Eugenia Agard, Health Chair 

for the Osceola Branch 5121 of the NAACP, and 

Keith Ronan from Positively Osceola to share 

information about the upcoming Health Expo with 

thousands of social media viewers during a 

Facebook livestream.  Other health department activities taking place throughout 

the month of April were shared with viewers 
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In celebration of Minority Health Month, FDOH-Osceola, in collaboration with the 

local chapter 5121 of the NAACP, hosted a Health Expo at Chambers Park 

Community Center on Saturday, April 2, 2022, from 9:00 a.m. to 1:00 p.m. The 

event helped to spread awareness on minority health and empower the 

community to invest in their health. Attendees were able to participate in minority 

health panel discussion, free health screenings, and much more. 
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 FDOH-Osceola joined Osceola County 

Fire Rescue and EMS on Saturday, April 

16, 2022, from 10:00 a.m. to 12:00 p.m. for 

their informative and fun open house at 

Fire Station 72 in Celebration, Florida. This 

free event featured safety and equipment 

demonstrations, activities for children, and 

food – while supplies lasted. FDOH-

Osceola was invited to share information 

about our programs and services as well 

as educational materials about National 

Minority Health Month which is 

commemorated throughout the month of 

April. 

 

  

 

 

 

 

 

FDOH-Osceola participated in the 

Caribbean Fusion Festival, which was held 

on Sunday, April 24, 2022, from 12:00 p.m. 

to 7:00 p.m. and hosted by the Caribbean 

and Floridian Association Inc. (CAFA).  
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In continued commemoration of 

National Minority Health Month, 

the FDOH-Osceola Health 

Promotions team was joined by 

representatives from our WIC staff 

to share information on programs 

and services, provide minority 

health materials, offer promotional 

items , and promote public health 

as an integral part of our 

community.  Thousands of 

residents attended this event, 

which was held at the Kissimmee 

Lakefront Park and also included a 

wide range of musical 

performances and food vendors.  
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FDOH-Osceola collaborated with the City of St. Cloud to bring awareness about 

violence against women at the “In Her Shoes” event held on Wednesday, April 

27, 2022. The event highlighted domestic violence and Victim Service Center of 

Central Florida joined us at our FDOH-Osceola tent.  
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VI. PRIORITIZING A HEALTH DISPARITY 

FDOH-Osceola used the multi-voting technique to prioritize a health disparity for 

the Health Equity Plan. During Health Equity Team meeting members discussed 

the research findings and began to prioritize health disparities. Initially, a list of 

seven health indicators were identified with disparate indicator values. The 

following health indicators were evaluated for Osceola County: Coronary Heart 

Disease, Prostate Cancer, HIV/AIDS, Breast Cancer, Health Insurance and 

Hospitalizations for mental disorders. In addition, health indicators identified in 

the CHIP, where considered as well. Utilizing the multi-voting methodology, 

Health Equity Team members selected diabetes as the health disparity of focus.  

  

Health Indicator   Round 1 Vote   Round 2 Vote   Round 3 Vote   

Civilian non-
institutionalized 
population with health 
insurance  

      

Prostate cancer age-
adjusted incidence rate  

√      

Breast cancer age-
adjusted incidence rate  

√√  √√  √  

  
   Emergency room visits 
       due to diabetes  
  

√√  √√√  √√√√  

Persons with HIV (PWH)  √√  √√√  √√√  

Hospitalizations for 
mental disorders  

      

Coronary heart disease 
age-adjusted 
hospitalization rate  

√      

  

The Health Equity Team identified and reviewed health disparities data in 

Osceola County. Data was pulled from multiple sources including Florida Bureau 

of Vital Statistics, FLCHARTS, and the Osceola County 2019-2022 Community 

Health Needs Assessment. Upon reviewing and comparing data concerning 

health indicators, members of the health equity team choose to focus on the 
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health disparity of diabetes. The populations evaluated and considered include 

Hispanic/Latino, Black and African American, American Indian and Alaskan 

Native, Asian, Native Hawaiian and Other Pacific Islander, Elders (65+), Infants 

and Toddlers (0-5yrs), People Living with Disabilities, Veterans, LGBTQ+, 

Immigrants, and Incarcerated. For both men and women, prevalence of 

diagnosed diabetes was highest among American Indians and Alaska Natives 

(14.5%), followed by non-Hispanic Blacks (12.1%), people of Hispanic origin 

(11.8%), non-Hispanic Asians (9.5%) and non-Hispanic Whites (7.4%), (Centers 

for Disease Control, 2021). 

 

Age-adjusted estimated prevalence of diagnosed diabetes by race/ethnicity group and 

sex for adults aged 18 years or older, United States, 2018–2019 

 

Data sources: 2018–2019 National Health Interview Survey; 2019 Indian Health Service 

National Data Warehouse (for American Indian/Alaska Native group only) 

National data shows the incidence rate for diabetes for veterans aged 65 years 

or older was 27.0% compared to the rate of 20.8% for veterans aged 45-64. 

Despite the disparate indicators the veteran population would not be identified as 

a priority population for the chosen health disparity of Diabetes. Currently there is 

not a sufficient level of data available to explore on the county level.  
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Data Source: National Health and Nutrition Examination Survey, 2013–2014  

County level date reflected increased rates of diabetes for individuals 65 years or 

older. The rate for adults who ever been told they had diabetes for individuals 65 

years or older was 40.6% compared to the reference rate 23.5% for the state of 

Florida. On a county level, there is enough data to identify this population as a 

priority for diabetes.    
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Data Source: Florida Behavioral Risk Factor Surveillance System telephone survey conducted 

by the Centers for Disease Control and Prevention (CDC) and Florida Department of Health 

Division of Community Health Promotion. 

 

On a state level, data obtained from the Behavioral Risk Factor Surveillance 

System for 2019 indicated the weighted percent of LGBTQ residents who ever 

been told they had diabetes was 8.1 % (2019) in comparison to 

straight/cisgender rate of 12.7% (2019). Sexual minorities may be at increased 

risk for diabetes than their heterosexual peers. This may be due partly to the 

chronic stressors associated with being a member of a marginalized population 

(Beach, Elasy, & Gonzales,2018). On a county level there is enough data to 

identify this population as a priority for diabetes. 

 

 

Data Source: Florida Behavioral Risk Factor Surveillance System 

 

Data for the United States indicates the Asian age-adjusted percentage of 

persons of 18 year of age and over with diabetes was 11.4 %, compared to the 

Non-Hispanic White rate of 8.0%. On a county level there isn’t enough data 

available regarding this population.  

 

Source: CDC 2021. Summary Health Statistics: National Health Interview Survey: 2018. Table 

A-4a.http://www.cdc.gov/nchs/nhis/shs/tables.htm 

 

National data from the Centers for disease control displays the American 

Indians/Alaska Natives, age-adjusted percentage of persons of 18 year of age 



P a g e  | 34 

 

and over with diabetes was 23.5% compared to the Non-Hispanic White rate of 

8.0%.  

 

Source: CDC 2021. Summary Health Statistics: National Health Interview Survey: 2018. Table 

A-4a. http://www.cdc.gov/nchs/nhis/shs/tables.htm 

For the state of Florida, the American Indian Rate for adults diagnosed with 

diabetes was 11.8% compared to the state rate of 12.6%. Currently there is not a 

sufficient level of data available to explore on the county level. 

   

 

Data Source: Florida CHARTS 

 

 

 

National data indicates the Hispanic age-adjusted percentage of persons of 18 

year of age and over with diabetes was 12.4 compared to the Non-Hispanic 

White rate of 7.8% in 2018.  

 

Data Source: CDC 2021. National Diabetes Surveillance System. 

https://gis.cdc.gov/grasp/diabetes/DiabetesAtlas.html 

http://www.cdc.gov/nchs/nhis/shs/tables.htm
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State data illustrates the rate of Hispanic adults who have ever been told they 

had diabetes was 10.6% compared to the reference (Florida Non- Hispanic 

White) rate of 11.5% in 2019. 

 

Data Source: Florida Behavioral Risk Factor Surveillance System telephone survey conducted 

by the Centers for Disease Control and Prevention (CDC) and Florida Department of Health 

Division of Community Health Promotion. 

 

On a county level, there is enough data to identify this population as a priority for 

diabetes. Hispanic adults who have ever been told they had diabetes was 18.3% 

compared to the reference (Osceola Non-Hispanic White) rate of 14.4% in 2019.  
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Data Source: Florida Behavioral Risk Factor Surveillance System telephone survey conducted 

by the Centers for Disease Control and Prevention (CDC) and Florida Department of Health 

Division of Community Health Promotion. 
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Data for the United States indicates the African American, age-adjusted 

percentage of persons of 18 year of age and over with diabetes was 13.0% 

compared to the Non- Hispanic White rate of 8.0 % in 2018  

 

Source: CDC 2021. Summary Health Statistics: National Health Interview Survey: 2018. Table 

A-4a.http://www.cdc.gov/nchs/nhis/shs/tables.htm 

 

On a state level, the trend of increased diabetes incidence rates for African 

American is demonstrated through data. The black age-adjusted death from 

diabetes rate from diabetes was 47.2% compared to the reference (Florida 

White) rate of 20.0% in 2020.  

Age-adjusted Deaths from Diabetes, Single Year 

 

Data Source: Florida Department of Health, Bureau of Vital Statistics 
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On a county level, there is enough data to identify this population as a priority for 

diabetes. The black age-adjusted Death from diabetes rate from diabetes was 

36.4% compared to the reference (Osceola White) rate of 21.4% in 2020.      

Age-adjusted Deaths from Diabetes, Single Year 

 

Data Source: Florida Department of Health, Bureau of Vital Statistics 
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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 the prioritized health 

disparity. They are listed below.  
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A. Education Access and Quality  
 

 

 

 

Education Access and Quality data for Osceola County  

The 2015-2019, American Community Survey demonstrates the rate of 

individuals in Osceola County not completing high school was 13.3% compared 

to the state rate of 11.8 %.  

Highest Level of education attainment: Not Completing High School  

 

Sources: U.S. Census Bureau, 1970, 1980, 1990, 2000 Censuses of Population, and the 2015-2019 

American Community Survey. 
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The 2020 American Community Survey 5-Year Estimates for Osceola County 
estimated 15.9% of the population would achieve a bachelor’s degree of higher 
in Osceola County. The following graph shows the change over time. Education 
attainment level can have an essential impact on the health of the population. 
Adults with higher educational attainment live healthier and longer lives 
compared to their less educated peers. The disparities are large and widening.3   

 

  

Data Source: U.S. Census Bureau, 2016-2020 American Community Survey 5-Year Estimates 

 

 

 

 

 

 

 

 

 

 

 

 

3 Zajacova, A., & Lawrence, E. M. (2018). The Relationship Between Education and Health: Reducing Disparities 
Through a Contextual Approach. Annual review of public health, 39, 273–289. https://doi.org/10.1146/annurev-
publhealth-031816-044628  

https://doi.org/10.1146/annurev-publhealth-031816-044628
https://doi.org/10.1146/annurev-publhealth-031816-044628
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In 2019, the percent of adults with diabetes who ever had diabetes self- 

management education was 39.4% in comparison to the statewide rate of 66.3%. 

Lack of access to health education on chronic disease prevention and 

management will have an impact of the quality of life of persons living with 

diabetes.  

 

Data Source: Florida Behavioral Risk Factor Surveillance System telephone survey conducted by the 

Centers for Disease Control and Prevention (CDC) and Florida Department of Health Division of 

Community Health Promotion. 
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In 2021, the high school graduation rate in Osceola County was 89.7% in 

comparison to the Florida rate of 90%. The following line graph shows the 

change over time. The odds of having diabetes among those with less than a 

high-school diploma was 1.6 (95% CI = 1.4, 1.8) times higher than that of their 

counterparts with at least a bachelor’s degree. Those with a high-school diploma 

or GED (OR = 1.3; 95% CI = 1.2, 1.4) or with some college (OR = 1.3; 95% CI 

=1.1, 1.4) had similar odds of having diabetes as their counterparts with at least a 

bachelor’s degree (Borrell, Dallo, & White, 2006). 

 

Data Source: Florida Department of Education, Education Information and Accountability Services 

(EIAS) 
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In 2021, the high school graduation rate for black individuals was 88.6% in 

Osceola County, compared to white individuals at 90.9%. Typically, high school 

graduates have access to higher salaries in addition to enabling persons to 

pursue higher education, increasing their access to greater career opportunities. 

Thus, increasing their socioeconomic status, living options, and access to 

resources. Increased educational attainment provides individuals with the 

opportunity to earn a higher income and gain access to better living conditions, 

healthier foods, and health care services. Overall, high school graduation has the 

potential to improve population health (HealthyPeople 2020, n.d.). The following 

line graph shows the change over time. 

 

 

Data Source: Florida Department of Education, Education Information and Accountability Services 

(EIAS) 
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In 2021, the high school graduation rate for Hispanic females was 91.5% in 

Osceola County, compared to Hispanic males at 86.4%. Obtaining a high school 

degree is very important for lowering the yearly odds of mortality among U.S. 

adults; moreover, the declines in mortality above the high school degree level are 

even steeper, (Hummer, & Hernandez, 2013). The following line graph shows the 

change over time. 

 

Data Source: Florida Department of Education, Education Information and Accountability Services 

(EIAS) 
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In 2021, the high school graduation rate in on Osceola County for disabled 

persons was 82.9 % in comparison to the Florida rate of 82.3%. In 2021, the high 

school graduation rate for disabled individuals was 82.9% in Osceola County, 

compared to non-disabled individuals at 90.4%. Adults with disabilities are four 

times more likely to report their health to be fair or poor than people with no 

disabilities (40.3% vs 9.9%), (Krahn, Walker, & Correa-De-Araujo, 2015). The 

following line graph shows the change over time. 

 

 

Data Source: Florida Department of Education, Education Information and Accountability Services 

(EIAS) 
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• The impact of education access and quality on Diabetes  

 

Education Access and Quality 

SDOH Priority 
Populations 

Impacted 

How the SDOH Impacts (Health Disparity) 

Education 
Attainment 
Level   

- Black and 
African 
American 
- Hispanic and 
Latino 
- People Living 
with Disabilities 
 

Lack of access to health education on chronic disease 
prevention and management will have an impact of the 
quality of life of persons living with diabetes. 
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B. Economic Stability 

 
• Economic stability data for Osceola County 

In 2019, the percentage of individuals below poverty level in Osceola County was 

14.8% compared to Florida at 14%. The following graph shows the progression 

of poverty rates over time. Poverty and decreased health outcomes are intricately 

connected. In Western economies, low-income populations have been found to 

be more likely to develop diabetes (Hsu & et al, 2012).  

 

 
Data Source: US Bureau of the Census, American Community Survey, Table B17001. 
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In 2019, the percentage of black individuals below the poverty level in Osceola 

County was 15.9% compared to white individuals at 12.1%. The following line 

group shows the change over time. Living below the poverty level may increase 

the risk of developing chronic illness including diabetes. Due to deficient 

economic stability and access to resources healthcare could be limited.  

 

 
 

Data Source: US Bureau of the Census, American Community Survey, Table B17001. 

 

 

 

 

 



P a g e  | 52 

 

In 2019, the percentage of Hispanic persons below the poverty level in Osceola 

County was 18.1% compared to non-Hispanic persons at 9.3%. The following 

line group shows the change over time. Marginalized populations often 

experience lack of access to education, nutrient dense foods, health care, 

adequate housing, and proper sanitations. According to Aguayo-Mazzucato & 

et.al, the prevalence and incidence of type 2 diabetes (T2D) among the Hispanic 

population in the United States are higher than the national average. This is 

partly due to sociocultural factors, such as lower income and decreased access 

to education and health care, as well as a genetic susceptibility to obesity and 

higher insulin resistance. (Aguayo-Mazzucato & et.al, 2019)  

 

 
Data Source: US Bureau of the Census, American Community Survey, Table B17001. 
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 The impact of economic stability on (Diabetes) 

 

 

Economic Stability 

SDOH 
Vulnerable 

Populations 
Impacted 

How the SDOH Impacts (Diabetes) 

Poverty - Black and 
African American 
- American 
Indian and 
Alaskan Native 
- Asian  
- Native 
Hawaiian and 
Other Pacific 
Islander 
- Hispanic and 
Latino 
- Elders (65+)  
- People Living 
with Disabilities 
- Veterans 
- LGBTQ+ 
- Immigrants 

Living below the poverty level may increase the risk of 
developing chronic illness including diabetes. Due to 
deficient economic stability, access to resources and 
healthcare could be limited. 
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C. Neighborhood and Built Environment 
 

 

• Neighborhood and built environment data for Osceola County 

 

In 2019, the food insecurity 

rate for Osceola County was 

11.1 compared to Florida at 

12. Individuals experiencing 

food insecurity frequently 

encounter challenges to 

consume a nutrient dense 

diet that could contribute to 

the development of diabetes 

and other chronic diseases.  

According to Seligman, 

Laraia, & Kushel, there was 

clinical evidence of diabetes 

among 7.4% of adults living in 

food-secure households and 

10.2% of adults living in food-

insecure households. The risk 

of clinical diabetes was ∼50% higher among adults living in food-insecure 

households compared with adults living in food-secure households (Seligman, 

Laraia, & Kushel, 2010). 
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In 2019 the food insecurity value for Osceola County was 11% compared to the 

reference (Florida) rate of 12%.  

 

 

 

Data Source: Gundersen, Strayer, Dewey, Hake, & Engelhard, (2021). Map the Meal Gap 

2021: An Analysis of County and Congressional District Food Insecurity and County Food Cost 

in the United States in 2019. Feeding America. 

In 2019, the percentage of the population living within ½ mile of healthy food 

source in Osceola County was 17.4% in comparison the state percentage of 

27.7%. The line graph shows change over time.  Access to nutrient dense 

resources is essential in establishing and supporting a healthy lifestyle. Lack of a 

nutrient dense foods in a diet increase the risk of the onset of chronic disease 

including diabetes.  

 

Data Source: Florida Environmental Public Health Tracking 
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In 2019, the percentage of the population living within ½ mile of fast-food 

restaurant in Osceola County was 21.1% in comparison the state percentage of 

27.7. The line graph shows change over time. Lack of a nutrient dense foods in a 

diet increase the risk of the onset of chronic disease including diabetes. 

According to Phillips & Rodriguez, food swamps are significantly associated with 

higher hospitalization rates among adults with diabetes. Improving the local food 

environment may help reduce this disparity (Phillips & Rodriguez, 2019). 

 

 

 

Specific geographic areas within the county have lower health outcomes in comparison to 

surrounding areas. Research has indicated ZIP- Code location can have an impact on the 

health outcomes of residents in the area. For Osceola County the Zip Code Table indicates 

multiple zip code areas with increased incidence rates for diabetes deaths. Studies have 

shown that community and neighborhood characteristics can impact health outcomes of those 
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with chronic illness, including T2DM . Factors, such as crime, violence, and lack of resources 

have been shown to be barriers to optimal health outcomes in diabetes (Smalls, Gregory, 

Zoller and Egede , 2015).   

  

 

 

 

 



P a g e  | 58 

 

• The impact of neighborhood and built environment on Diabetes  

 

Neighborhood and Built Environment 

SDOH 
Priority  

Populations 
Impacted 

How the SDOH Impacts Diabetes 

Housing -Black and 
African 
American 
- Hispanic and 
Latino 
- Elders (65+)  
 
 

Increased housing cost can increase the financial 
burden on marginalized communities impacting 
economic stability.   

Food 
Insecurity  

- Black and 
African 
American 
- Hispanic and 
Latino 
- Elders (65+) 

Individuals experiencing food insecurity frequently 
encounter challenges to consume a nutrient dense diet 
that could contribute to the development of diabetes 
and other chronic diseases. 

Access to 
nutritional food   

-Black and 
African 
American 
- Hispanic and 
Latino 
- Elders (65+)  
 

Lack of access to fresh food sources has an impact on 
person’s nutritious diet. A poor unbalanced diet can be 
linked to the onset of diabetes and other chronic 
diseases.  

Transportation -Black and 
African 
American 
- Hispanic and 
Latino 
- Elders (65+)  
 

Lack of access to healthy food sources, social support, 
and healthy food resources.  
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D. Social and Community Context 
 

 

• Social and community context data for Diabetes  

 

Mental illness is common in the United States. Nearly one in five U.S. adults live 
with a mental illness (52.9 million in 2020), (National Institute of Mental Health, 
2022). With the increased incidence of mental illness, the nation is experiencing 
a mental health crisis. The trend of increased mental illness can be seen at state 
and local levels. Research has shown an increasingly clear relationship between 
diabetes and a variety of mental health issues. These include diagnosable 
psychiatric disorders, and other problems that are specific to the experience of 
living with diabetes. “Diabetes distress” refers to the negative emotions and 
burden of self-management related to living with diabetes, (Robinson et. al, 
2018).  

Mental health affects a variety of factors in daily living. Undiagnosed and 
untreated mental illness can negatively influence the health outcomes of 
individuals.  People with diabetes are 2 to 3 times more likely to have depression 
than people without diabetes. Only 25% to 50% of people with diabetes who 
have depression get diagnosed and treated. But treatment—therapy, medicine, 
or both—is usually very effective. And without treatment, depression often gets 
worse, not better (CDC, 2021).  
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Data Source: Canadian Journal of Diabetes 2018 42S130-S141DOI: 
(10.1016/j.jcjd.2017.10.031 
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In 2019, the rate of Black adults who have ever been told they had a depressive 
disorder was 22.8% in comparison to the reference (Osceola Non- Hispanic 
White) rate of 14.7%. 

 

 

Data Source: Florida Behavioral Risk Factor Surveillance System telephone survey conducted 

by the Centers for Disease Control and Prevention (CDC) and Florida Department of Health 

Division of Community Health Promotion. 
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In 2019, the rate of Hispanic adults who have ever been told they had a 

depressive disorder was 13.7% in comparison to the reference (Osceola Non- 

Hispanic White) rate of 14.7%. 

 

 
Data Source: Florida Behavioral Risk Factor Surveillance System telephone survey conducted 

by the Centers for Disease Control and Prevention (CDC) and Florida Department of Health 

Division of Community Health Promotion. 

 

In 2019, the rate of adults, 65 years or older who have ever been told they had a 

depressive disorder was 14.1% in comparison to the reference (Florida) rate of 

14.5%. 
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• The impact of social and community context on Diabetes 

 

Social and Community Context 

SDOH 
Priority 

Populations 
Impacted 

How the SDOH Impacts (Health Disparity) 

Social 
Integration/Stress 

- Black and 
African 
American 
- American 
Indian and 
Alaskan Native 
- Asian  
- Native 
Hawaiian and 
Other Pacific 
Islander 
- Hispanic and 
Latino 
- Elders (65+)  
- People Living 
with Disabilities 
- Veterans 
- LGBTQ+ 
- Immigrants  

Mental health affects a variety of factors in daily 
living. Undiagnosed and untreated mental illness can 
negatively influence the health outcomes of 
individuals. 
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E. Health Care Access and Quality 
 

 

• Health care access and quality data for Osceola County 

 

In 2019, the percent of adults with any type of health care coverage was 81.3% 

in comparison to the statewide percentage of 84.2%. The line graph shows 

change over time. Access to healthcare is essential for preventive care.  Lack of 

health care increases the risk of chronic disease.  

 

 
 

Data Source: Florida Behavioral Risk Factor Surveillance System telephone survey conducted 

by the Centers for Disease Control and Prevention (CDC) and Florida Department of Health 

Division of Community Health Promotion 
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In 2019, the rate of Hispanic adults with any type of health care coverage was 

76.0% in comparison to the reference Osceola Non-Hispanic White rate of 

89.6%. The line graph shows change over time. 
 

 
 

Data Source: Florida Behavioral Risk Factor Surveillance System telephone survey conducted by the 

Centers for Disease Control and Prevention (CDC) and Florida Department of Health Division of 

Community Health Promotion. 
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In 2019, the rate of Non- Hispanic Black adults with any type of health care 

coverage was 81.2% in comparison to the reference (Osceola Non- Hispanic 

White) rate of 89.6%. The line graph shows change over time. 

 

 
 

Data Source: Florida Behavioral Risk Factor Surveillance System telephone survey conducted by the 

Centers for Disease Control and Prevention (CDC) and Florida Department of Health Division of 

Community Health Promotion. 
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• The impact of health care access and quality on Diabetes 

 

Health Care Access and Quality 

SDOH 
Priority 

Populations 
Impacted 

How the SDOH Impacts (Health Disparity) 

Health 
Coverage 

 - Black and 
African 
American 
- American 
Indian and 
Alaskan Native 
- Asian  
- Native 
Hawaiian and 
Other Pacific 
Islander 
- Hispanic and 
Latino 
- Elders (65+)  
- People Living 
with Disabilities 
- Veterans 
- LGBTQ+ 
- Immigrants 

Access to healthcare is essential for preventive care.  
Lack of health care increases the risk of chronic 
disease. 
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VIII. SDOH PROJECTS 

The Minority Health Liaison recruited and engaged members across the county 

including government agencies, nonprofits, private businesses, and community 

organizations to join the Health Equity Task Force. The Minority Health Liaison 

took into consideration the prioritized health disparity and the impactful SDOHs 

identified by the Health Equity Team during recruitment. 

A. Data Review 
The Health Equity Task Force reviewed data, including health disparities and 

SDOHs provided by the Health Equity Team. The Health Equity Task Force also 

researched evidence-based and promising approaches to improve the identified 

SDOHs. The Health Equity Task Force considered the policies, systems and 

environments that lead to inequities. 

Social determinates of health have a major impact on the lives of county 

residents. During the research phase of the Health Equity Plan development, the 

health equity team and task force identified barriers adversely affecting certain 

groups. Certain groups had a higher incidence rate of chronic disease including 

diabetes. Specific geographic areas within the county have lower health 

outcomes in comparison to surrounding areas.  In response to recent 

discoveries, the team plans to implement a Social Determinates of Health 

Screening campaign. The goal is to encourage partnering agencies serving the 

community to screen clients to gain data on a county level. The SDOH Screening 

Project will provide insight on the barriers in the community adversely impacting 

prioritized groups. The data obtained will be utilized to determine systemic 

interventions for the community. 

B. Barrier Identification 
Members of the Health Equity Task Force worked collaboratively to identify their 

organization’s barriers to fully addressing the SDOHs relevant to their 

organization’s mission. Common themes were explored as well as collaborative 

strategies to overcome barriers. With collaborative efforts the Health Equity 
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Taskforce detected reoccurring themes associated with community barriers. The 

group came to a consensus to collaborate with community partners to overcome 

barriers related to the following themes: limited access to nutritious food sources, 

limited access to education, transportation, health bias, chronic mental illness, 

behavioral and cultural customs. An upcoming strategy includes looking for 

opportunities of synergy with established partners. In addition, identifying and 

recruiting organization with corresponding efforts.    

 

  

Partners SDOH Partner Barriers Collaborative Strategies 

Hopkins 

Park 

Community 

Center 

Education 

Access   

Limited access to 

education  

Lack of completion 

of high school 

diploma 

Limited resources 

available for 

education 

programs for 

families   

 

Coordinate with education 

agencies offering services to 

the community.  

Provide education 

attainment services at the 

center 

Promote higher education 

attainment  

 

Chambers 

Park 

Community 

Center  

 Education 

Access 

Limited access to 

education  

Lack of completion 

of high school 

diploma 

Limited resources 

available for 

education 

programs for 

families   

Coordinate with education 

agencies offering services to 

the community.  

Provide education 

attainment services at the 

center 

Promote higher education 

attainment 

Offer educational materials 

in diverse languages   
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Lack of information 

available for 

residents who 

speak a different 

language  

Limited access to 

nutritious food  

 

Provide services in multiple 

languages  

Recruit staff and volunteers 

from diverse backgrounds  

 

 

 

 Florida 

Department 

of Health  

 Health 

Care 

Access 

Limited 

transportation 

resources  

Lack of staff who 

use American Sign 

Language  

 

Collaborate with community 

agencies related to 

transportation services.  

Recruit bilingual staff 

Offer educational materials 

in diverse languages   

Provide services in multiple 

languages  

Recruit staff and volunteers 

from diverse backgrounds 

 

Advent 

Health 

Kissimmee  

Health Care 

Access and 

Quality  

Chronic Mental 

illness  

Lack of resources 

to address health 

outcomes in the 

county  

Transportation  

Bias  

Behavioral and 

cultural norms    

Collaborate with community 

partners focused on mental 

health  

Identify transportation 

opportunities in the 

community  

Coordinate with 

transportation services to 

provide transportation at low 

or reduced cost  

Ensure residents in rural 

areas have access to 

affordable transportation.  
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Partner with local churches 

and group that empower the 

community.  

 

 

 Help 

Against 

Hunger East 

Osceola  

 Social And 

Community 

Context 

 Community 

Engagement  

Income  

 

Partner with community 

stakeholders for community 

events. 

Update community resource 

guide to include resources in 

Osceola County  

Identify funding resources 

for non-profits 

  

 

C. Community Projects 
The Health Equity Task Force researched evidence-based strategies to 

overcome the identified barriers and improve the SDOH that impact the 

prioritized health disparity. The Health Equity Task Force 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.  

Osceola County is a diverse community comprised of induvial from a variety of 

cultures. As the community continues to expand in population it is important to 

ensure all components of society expand with the increasing needs of the 

community. Using the data retrieved by the Health Equity Team, the Health 

Equity Taskforce collaboratively identified and designed a community project to 

address the SDOH barriers in Osceola County. Protocol for assessing 

Community Excellence in Environmental Health (PACE-EH) methodology will be 
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used to develop and solutions related to access to address food insecurity. As 

mentioned before Taskforce members classified barriers in the community 

related to the Social Determinates of Health. Utilizing the trend analysis tool, the 

team determined objectives for the disparity and project objectives.  

Food insecurity is a national, state, and local problem requiring interventions on 

systemic levels to address the issue. For Osceola County food insecurity is an 

identified issue for the community and the members of the Health Equity 

Coalition plan to identify, create and implement systemic interventions in 

response to systemic barriers in the community. In 2019, the food insecurity rate 

for Osceola was 11.1 compared to the Florida rate of 12 (Feeding America, Map 

the Meal Gap). The increase of food insecurity can be related to the increasing 

diabetes rates in the county. Access to sufficient, safe, and nutritious food not 

only affects the health of people who experience food insecurity, but also their 

ability to manage health conditions, such as diabetes. When people find it difficult 

to access sufficient food, tailoring their food selection to a diabetes regimen is 

even more difficult. Food insecurity in North America is consistently more 

prevalent among households with a person living with diabetes, and similarly, 

diabetes is also more prevalent in food-insecure households (Gucciardi, Vahabi, 

Norris, Del Monte, & Farnum, 2014).  

Currently, Osceola County has a limited number of resources able to provide 

nutrient dense food options for all residents. Priority populations experience food 

insecurity and diabetes at higher rates compared to other groups in the county. 

Osceola county currently have several food pantries available for residents. The 

pantries are in various areas including Kissimmee, Poinciana, Buenaventura 

Lakes, St. Cloud, and other surrounding areas. Certain areas, including St. 

Cloud, experienced a change with one the major food pantries serving many 

families in the community. The lack of a food pantry in the area presents a barrier 

for families needing food resources. In response to the limited resources, the 

Health Equity Coalition aims to utilize partnerships to address food insecurity in 

the county, one being the development of the Osceola County Garden Project. 

The goal of the project is to provide fresh sustainable food options to residents in 

the county. With a focus on identified priority populations including Black, 

Hispanic, and 65 and over residents.  In coordination the UF/ IFAS, Hopkins Park 



P a g e  | 73 

 

Community Center and Chambers Park Community Center will maintain 

community gardens for residents. Currently the Health Taskforce is collaborating 

with community partners to increase the number of community gardens 

throughout the span of the Health Equity Plan.    

 

 

 

IX. HEALTH EQUITY PLAN OBJECTIVES  

A. Diabetes   

• Health Disparity Objective: By December 31, 2025, decrease diabetes 
hospitalization rates for Hispanic residents from 297.3 to 280  

Data Source: Florida Agency for Health Care Administration (AHCA) 

• Health Disparity Objective: By December 31, 2025, decrease diabetes 
related emergency department visit rates for Black residents from 
221.2 to 200.0  

Data Source: Florida Agency for Health Care Administration 
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Health Disparity Objective Table  

 

 

Lead 

Entity 

and Unit 

Lead 

Point 

Person 

Data 

Source 

Baseline 

Value 

Target 

Value 

Plan 

Alignment 

Long-Term SDOH Goal: Improve Health care access and quality  

Objective: By June 

30,2027, decrease 

the black age 

adjusted 

emergency 

department visits 

from diabetes rate 

from 221.2 (2020) 

to 113.9. 

 FDOH- 

Osceola  

TBD Florida 

Agency for 

Health 

Care 

Administrat

ion 

 221  113 Objective 

HE2.0 

Medium-Term SDOH Goal: Improve Health Care Access and Quality 

Objective: By 

December 2025, 

decrease the 

Hispanic Age- 

adjusted rate per 

100,000 from 

diabetes in Florida 

from 297.3 (2020) 

to 287. 

  

 FDOH- 

Osceola 

TBD Florida 

Agency for 

Health 

Care 

Administrat

ion 

 297.3  287 Objective 

HE2.0 

Short-Term SDOH Goal: Improve Health Care Access and Quality  

Objective: By 

December 

30,2024, decrease 

the rate of 

Hispanic adults 

who ever been 

FDOH- 

Osceola  

TBD Florida 

Behavioral 

Risk Factor 

Surveillance 

System 

telephone 

survey 

conducted by 

 18.3% 17%  Objective 

HE2.0 
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told they had 

diabetes from 

18.3%(2019) to 

17%. 

  

the Centers for 

Disease 

Control and 

Prevention 

(CDC) and 

Florida 

Department of 

Health Division 

of Community 

Health 

Promotion. 

 

In response to the identification of community obstacles related to access to 

nutrient dense food sources the Health Equity Task Force will implement the 

Community Garden project. The goal is to empower the community and 

partnering organization to sustain community gardens in areas experiencing food 

insecurity. Access to sufficient, safe, and nutritious food not only affects the 

health of people who experience food insecurity, but also their ability to manage 

health conditions, such as diabetes. When people find it difficult to access 

sufficient food, tailoring their food selection to a diabetes regimen is even more 

difficult. Food insecurity in North America is consistently more prevalent among 

households with a person living with diabetes, and similarly, diabetes is also 

more prevalent in food-insecure households (Gucciardi, Vahabi, Norris, Del 

Monte, & Farnum, 2014).  

The Osceola Community Garden project will empower organization to maintain 

community gardens, the project will facilitate the increase of community gardens 

throughout of Osceola County. Currently the Health Taskforce is collaborating 

with two community centers and plan to increase the number of community 

gardens throughout the span of the Health Equity Plan.    

 

 

 

 

• Project 1: Community Garden Project Table 
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Lead 

Entity 

and Unit 

Lead 

Point 

Person 

Data 

Source 

Baseline 

Value 

Target 

Value 

Plan 

Alignment 

Long-Term SDOH Goal: Improve health care access and quality and culturally 

appropriate services through increased accessibility of nutrition education and 

through collaborations with community stakeholders and partners 

Objective: By June 

30,2027, decrease 

the food insecurity 

rate from 11.1% to 

10%. 

Health 

Equity 

Coalition  

Alexandri

a 

Middleton  

Florida 

Environmen

tal Public 

Health 

Tracking 

 11.1  10 Objective 

SD 3.0 

Activity 1: Build community partnership to identify and implement services that reduce food 

insecurity.  

Activity 2: Expand community gardens to additional agencies: schools, nonprofits, Health 

Department, and government agencies.  

Activity 3: Increase the amount of fresh food delivered to food banks for distribution.   

Medium-Term SDOH Goal: Improve health care access and quality through 

strengthened collaboration with community partners to improve disease prevention 

and management.   

Objective: By 

2024, increase the 

rate of adults who 

ever had diabetes 

self- management 

education from 

39.4% to 44.2%.   

  

Health 

Equity 

Coalition  

Alexandri

a 

Middleton  

Florida 

Behavioral Risk 

Factor 

Surveillance 

System 

telephone 

survey 

conducted by 

the Centers for 

Disease Control 

and Prevention 

(CDC) and 

Florida 

Department of 

Health Division 

of Community 

Health 

Promotion. 

 39.4  45 Objective 

HE2.0 
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Activity 1: Promote Know Your Numbers Campaign to grow the number of 

residents taking steps to mitigate any risk factors identified by their BP, A1C, BMI 

or cholesterol test results. 

Activity 2: Raise community awareness of diabetes signs and symptoms       

Short-Term SDOH Goal: Improve the neighborhood and built environment through 

increased access to food and promotion of physical activity. 

Objective: By June 

30,2023, increase 

the percent of 

adults who 

consumed five or 

more servings of 

fruit or vegetables 

from 14.6% to 

15.1%. 

  

 TBD TBD Florida 

Behavioral Risk 

Factor 

Surveillance 

System 

telephone 

survey 

conducted by 

the Centers for 

Disease Control 

and Prevention 

(CDC) and 

Florida 

Department of 

Health Division 

of Community 

Health 

Promotion. 

 14.6%  16.1% Objective 

HE2.0 

Objective 

SD 3.0 

 

Activity 1: Raise community awareness of nutrient rich food opportunities   

Activity 2: In connection with food pantries, promote and provide fresh food options  
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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 and monitoring and reporting progress achieved on the goals and objectives 

of the Health Equity Plan. At least quarterly, the Minority Health Liaison meets 

with the Health Equity Task Force 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 Task Force from these annual 

reports. The Minority Health Liaison then submits the completed report to 

OMHHE by July 15th annually. In addition, the Health Equity Team will 

collaborate with FDOH-Osceola Office of Performance Quality improvement to 

monitor the success throughout the span of each project.  
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XI. REVISIONS 

Annually, the Health Equity Task Force 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 
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XII. ADDENDUMS 

Coalition Members 

Name  Agency  

David Barnett Osceola County Human Services 

Kelly Bender Osceola COA HAPPI/St. Thomas 

Libby Bickers Alliant Health Solutions 

Robert Brandon Advent Health 

Karen Broussard Second Harvest Food Bank 

Ohme Entin  Orlando Health St. Cloud Hospital 

Oriana Cardin American Heart Association 

Jacob Cook Advent Health 

Will Cooper Hope Partnership 

Gina Delgado Humana 

Rebecca Desir Advent Health 

Mary Downey Hope Partnership 

Therry Feroldi Health Council East Central Florida 

Yasmin Flasterstein Peer Support Space 

JoVonn Givens Alliant Health Solutions 

Joel George  Advent Health 

Dr. Jaymes Gonzales The Transition House 

Nicole Haas Alliant Health Solutions 

Chris Hougland Osceola Council on Aging 

Warren Hougland Osceola Council on Aging 
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Lisa Howell Nemours Children's Health System 

Stacy Hull Alliant Health Solutions 

Belinda Johnson-Cornett Osceola Community Health Services 

Carolyn Kazdan Alliant Health Solutions 

Amanda Kraft Osceola County District Schools 

Sarah Larsen Metroplan Orlando 

Eric Larson Prescriptions Unlimited 

Nick Lepp Metroplan Orlando 

Cheryl Love Florida Hospital Association 

Sean MacNeill Florida Hospital Association 

Cliff Marvin CareerSource Central FL 

Elizabeth Massiah Alliant Health Solutions 

Vianca McCluskey Florida Dept. of Health - Osceola 

Patty McWhirter Healthy Start of Osceola 

Natalie Mullet Park Place Behavioral Health Care 

John Newstreet Kissimmee Chamber of Commerce 

Anne Packham Primary Care Access Network 

Ken Peach Health Council East Central Florida 

Jenny Peaks Osceola Regional Medical Center 

Deborah Randall Deborah Randall Consulting 

JoEllen Revell Victim Services Center 

Sue Ring Kissimmee Chamber of Commerce 

Wendy Roman Humana 

Victor Rosenbaum Orlando Health   
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Gloria San Miguel Florida Blue 

Vicky Santamaria Advent Health 

Martha Santoni Nemours Children's Health System 

Jim Shanks Park Place Behavioral Health Care 

Jennifer Stephenson Catholic Charities of Central Florida 

Kim Streit Florida Hospital Association 

Claudia Swonger Osceola Regional Medical Center 

Yvette Vasquez Consulate Healthcare 

 


