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I.  VISION 

The mission of minority health and health equity in Taylor County is to improve the health of 

racial and ethnic minority populations through the development of health policies and programs 

that will help eliminate health disparities.  Our goal is to make your life better. To develop a 

diverse group of leaders, we must collaborate not only inside our agency but also with other 

state and county agencies, community organizations, and faith-based organizations. 

We are aware that structural barriers are the cause of health disparities, economic disparities, 

educational disparities, and housing disparities. These differences are difficult, and they have 

an effect on a person's capacity to live the fullest life that is possible given their circumstances. 

However, it is essential that every single person in the society maintains good health. 

 We identify the features of a healthy and equitable community, get an understanding of the 

socioeconomic factors that influence health, learn best practices for having crucial 

conversations, and learn best practices for making choices that prioritize advancing health 

equity. 
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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 Taylor County. To 

develop this plan, Taylor 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 Taylor 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 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. 

 
The Minority Health and Health Equity of Taylor County partnered with the Healthy Start 

Coalition of Taylor “Pinwheels for Prevention” during Child Abuse Awareness Month to bring 

awareness to child abuse prevention.  The community was given a chance to be educated via 

this outreach. According to research, children who were subjected to significant adversity as 

children – such as being abused verbally, physically, or emotionally, or living with drug or 
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alcohol addicts – had a risk that was fifty percent higher of developing cardiovascular disease 

as adults. 

In 1993, Healthy Start of Jefferson, Madison, and Taylor Counties was established in order to 

meet the needs of a population that was mostly rural throughout all three counties. The major 

goals of the Coalition are to improve the health of pregnant women and their kids, as well as to 

lower the death rate of infants. 

The Coalition has formed partnerships with more than 30 community organizations in order to 

determine and meet a wide range of community-based needs, all of which ultimately have an 

impact on the lives of pregnant women and the children they will have. The services provided 

by Healthy Start consisting of a number of different support services that work together to 

achieve favorable birth outcomes. The following types of education and assistance are 

provided: breastfeeding education and support, parenting education, nutritional education, 

birthing education, and psychological counseling. Services include care coordination, home 

visits, smoking cessation, and car seat lessons. 

The provision of these services is handled via contracts between the Coalition and the 

respective county health departments in each county. County health departments are also the 

major providers of prenatal care. Additionally, the Coalition is ecstatic to be a part of the 

implementation of group prenatal programs in all three counties as well as activities pertaining 

to women's health in all three counties. 

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: Wanda Tucker 

Minority Health Liaison Backup: Martine Young 
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B. Health Equity Team 
The Health Equity Team includes individuals that each represent a different program within the 

CHD.  The Health Equity Team explores 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 Taylor 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. 

 
Name Title Program 
Martine Young Operations Manager Health Equity/Minority Health 
Wanda Tucker Health Educator Health Equity/Minority Health 
Kristie Lutz Community Health 

Supervisor 
Community Health Educator 

Cathy Love Dept. Of Health Nurse Medical Services Family Planning 
Kohatha Vaughn SWAT Coordinator Tobacco Free Taylor 
Hannah Smyrnios Tobacco Prevention 

Specialist 
Tobacco Free Taylor 

Tracy Walker Public Health Preparedness 
Planner 

Emergency Preparedness 

Beatriz Sclavakis School Health Assistant School Health 
   
   

The Health Equity Team met on the below dates 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 
June 22, 2022 Introduction to Health Equity and Expectations Relating 

to Health Equity Work 
July 20, 2022 Relating Health Equity to Your Work 
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C. Health Equity Taskforce 
Members of the CHD staff as well as representatives from a variety of organizations that offer 

services to address different SDOH are included on the Health Equity Task Force. The 

members of the task force are also serving as members of the Leadership Team for the 2022 

Community Health Assessment (CHA). Members of the CHA Leadership Team are recognized 

below as performing the duty of the Health Equity Task Force.   The members of this task 

group contributed their expertise about the requirements of the community and the SDOH. 

Through collaborative efforts within this group, primary issues may be addressed to realize 

health equality. The Health Equity Task Force was helpful in prioritizing health inequalities in 

our county as well as the local SDOH that have an effect on those disparities. They offered the 

professional knowledge, expertise, and direction based on which the Health Equity Plan and 

the programs that would strive to solve the priority SDOH were developed. The following is a 

listing of the members of the Health Equity Task Force.  

Name Title Organization Social Determinant 
of Health 

Melanie Southerland Community Health 
Educator 

4-H Social and Community 
Context 

Shaminal Gaddy Healthy Start 
Coordinator 

Healthy Start 
 

Economic Stability 

Ambreia Young Health Educator Big Bend AHEC Neighborhood and Built 
Environment 

Maria Legree Probation & Parole 
Officer 

Florida Dept of 
Corrections 

Neighborhood and Built 
Environment 

Tonya Love Community Health 
Educator 

Healthy Start-
Jefferson, Madison, 
Taylor 

Education Access and 
Quality 

Lori Wiggins Community Health 
Educator  

UFL Extension 
Office 

Education Access and 
Quality 

Emily Kohler Tobacco Program 
Manager 

Big Bend AHEC Healthcare Access and 
Quality 

Willie Anderson Community Activist Temple of God 
COCIC 

Neighborhood and Built 
Environment 

 
The Health Equity Taskforce met on the below dates during the health equity planning 

process. Since the Health Equity Plan was completed, the Health Equity Taskforce has 

continued to meet at least quarterly to track progress. 
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Meeting Date Organizations Topic/Purpose 
May 24, 2022 Community Taskforce To build the task force and identify 

health disparities to implement in the 
community 

June 08, 2022 Community Taskforce To build the task force and identify 
health disparities to implement in the 
community 

June 22, 2022 Community Taskforce To build the task force and identify 
health disparities to implement in the 
community 

July 6, 2022 
 

Community Taskforce To build the task force and identify 
health disparities to implement in the 
community 

TBA 
 

Community Taskforce To build the task force and identify 
health disparities to implement in the 
community 

TBA 
 

Community Taskforce To build the task force and identify 
health disparities to implement in the 
community 

TBA 
 

Community Taskforce To build the task force and identify 
health disparities to implement in the 
community 

TBA 
 

Community Taskforce To build the task force and identify 
health disparities to implement in the 
community 

TBA Community Taskforce To build the task force and identify 
health disparities to implement in the 
community 

 
 
 

C. Coalition 
The DOH- Taylor will establish a Health Equity Coalition. The coalition will consist of 

community partners that are actively working to address each SDOH in the community, in 

addition to any additional SDOH that may be relevant in the community. During the meetings 

that bring together members of the DOH-Taylor Health Equity Team and the DOH-Taylor 

Health Equity Taskforce, members of the coalition will get together to discuss issues pertaining 
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to health equity. Members will examine various solutions centered on the social determinants 

of health, including the following: access to and quality of education, access to and quality of 

health care, economic stability, social and community context, and neighborhood and built 

environment. They will also provide direction and help in the process of putting the SDOH 

initiatives into action and bringing them to a successful conclusion. The first meeting of the 

Health Equity Coalition is scheduled to take place in July of 2022. When a complete 

membership roster has been compiled, the names of those members will be included in a 

subsequent amendment to this plan. 

D. 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 ASSESSMENT, TRAINING, 
AND PROMOTION 

A. County Health Equity Training 
Assessing the capacity and knowledge of health equity, through the CHIP, helped 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 attended training. 

Date Topics Organization(s) receiving trainings 

April 13, 2022 Health Equity Data  Boys and Girls Club, Georgia Pacific, 
Healthy Start Coalition, Big Bend AHEC, Doctors’ 
Memorial Hospital,  
Taylor County Sheriff Office, North Florida Medical 
Center, Taylor County BOCC, Taylor County School 
Dist. 

 April 28, 2022 Social Determinants 
of Health 

The American Dream, UF/IFAS Extension Office, 
Doctors’ Memorial Hospital, Barnyard CrossFit Gym, 
Taylor County BOCC, Head Start, New Brooklyn 
Church, City of Perry – Gov Office, Premier Medical 
Clinic, First Baptist Church, Retired Community 
members 

April 29, 2022 Social Determinants 
of Health 

 Big Bend AHEC, Healthy Start Coalition, Georgia 
Pacific, North Florida Medical Center, DISC Village, 
Retired Community Members 

 
B. County Health Department Health Equity Training 

DOH-Taylor 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-Taylor staff 

received 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 trainings are recorded below. 
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Date Topics Number of Staff in 
Attendance 

May 23, 2021 Addressing Health Equity: A Public Health 
Essential 

 23 

April 11, 2021 Cultural Awareness: Introduction to 
Organizational Cultural Competence  

 24 

      

 
 

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 

 January 25, 2022  Cultural Competency Training 

 April 12–13, 2022  Roles, Responsibilities and Expectations of MHL 
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D. National Minority Health Month Promotion 

  
 
As part of its celebration of Minority Health Month in April, the Big Bend Area Health 

Education Center teamed together with Taylor County. The Taylor Senior Center hosted 

this health equity program on April 8, 2022, from 9 a.m. to 2 p.m. 

The event was free to attend and open to the public. Activities included food, workout 

demonstrations, and health screenings. In addition, the community was given information 

on their heart health and strategies to enhance their quality of life. This program was well-
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received by the neighborhood, and we're eager to perform another successful community 

outreach in the future. 

The Big Bend Area Health Education Center (BBAHEC) was founded in 1995 by a board of 

local health care professionals, educators, and community leaders who represent the 

health needs of the communities we serve and is now a nationally recognized not-for-profit 

organization. BBAHEC is one branch of an extensive state-wide network known as the 

"Florida AHEC Network." In addition, there are five AHEC programs at each of the state's 

five medical schools and ten centers covering all 67 counties in the state. 

DOH-Taylor and Big Bend AHEC have been working together for more than 16 years. This 

program is promoted in conjunction with the Tobacco Free Florida AHEC Program and the 

Tobacco Free Taylor initiative. Free support groups are available to help people kick the 

habit for good.
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VI. PRIORITIZING A HEALTH DISPARITY 

The Health Equity Team identified and reviewed health disparities data in Taylor County.   

Data was pulled from multiple sources including Florida Health Charts, Healthy People 2030, 

The Center for Disease Control American Heart Association, Healthy Start, Jefferson, 

Madison, Taylor.  

The following health disparities were identified in Taylor County: heart disease, graduation 

rates, income, employment, housing, transportation, second-hand smoke etc. The Health 

Equity Plan ranked heart disease as the top priority after analyzing data from a variety of 

sources. The following pages include information pertaining to heart disease.  

To reduce Taylor County deaths, the CHD is addressing ethnic disparities related to lowering 

the risk of developing coronary heart disease, like controlling blood pressure to improve heart 

disease. 

Taylor County, FL is a rural area with a population of 21.9k people. Taylor has a median age of 

42 and a median household income of $40,306. Between 2018 and 2019 the population of 

Taylor County, FL declined from 22,098 to 21,870, a −1.03% decrease and its median 

household income grew from $36,934 to $40,306, a 9.13% increase. 

The 5 largest ethnic groups in Taylor County, FL are White (Non-Hispanic) (72.1%), Black or 

African American (Non-Hispanic) (19.9%), White (Hispanic) (4.2%), Other (Hispanic) (1.27%), 

and two+ (non-Hispanic) (0.508%). 0% of the households in Taylor County, FL speak a non-

English language at home as their primary language.  98.5% of the residents in Taylor County, 

FL are U.S. citizens.  To learn more about the racial and ethnic makeup of the residents of 

Taylor County, take a look at the graph below. 
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According to County Health Rankings and Roadmaps, Taylor County (TA) is among the least 

healthy counties in Florida (Lowest 0 percent to 25 percent) for both health outcomes and 

health factors. The leading causes of death for Taylor County residents are cancer, heart 

disease, covid-19, chronic lower respiratory disease, diabetes and unintentional injury The 

second leading cause of death in Taylor County is heart disease with an average of fifty-seven 

deaths per year.  In 2020, the age-adjusted rate per 100,000 population of Deaths from Heart 

Diseases (All) in Taylor County was 174.2 compared to Florida at 145.8. Although studies 

show that blacks die at a higher rate than whites, the percentage of White individuals was 

187.7 compared to Black individuals at 143.3. 

 

https://www.flhealthcharts.gov/charts/OpenPage.aspx?tn=665
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.  

Heart disease is the leading cause of death in the United States, resulting in about one in 

every four deaths. Every minute, someone in the United States dies from a heart disease-

related event. Heart disease accounts for approximately 2 out of 10 deaths in Florida.1 In 

Taylor County, heart disease, also known as cardiovascular disease, kills on average 57 

persons per year. Heart disease is the leading cause of death for whites and African 

Americans and certain populations are more at risk of contracting heart disease. This includes 

people with abnormal heartbeats or heart defects, high body mass indexes, or diabetes. In 

addition, negative lifestyle choices can increase risk of heart disease including poor diet, 

smoking, and excessive drinking. 

 

https://www.cdc.gov/dhdsp/data_statistics/fact_sheets/fs_heart_disease.htm
https://www.cdc.gov/dhdsp/data_statistics/fact_sheets/fs_heart_disease.htm
https://www.flhealthcharts.gov/ChartsReports/rdPage.aspx?rdReport=ChartsProfiles.LeadingCausesOfDeathProfile
https://www.flhealthcharts.gov/ChartsReports/rdPage.aspx?rdReport=ChartsProfiles.LeadingCausesOfDeathProfile
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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 Heart 
Health. They are listed below.  
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A. Education Access and Quality  

 
Education Access and Quality Data for Taylor County 

 
Taylor County High School Graduation Rates by Race and Ethnicity 

Heart disease has been linked to a decrease in high school graduation rates. This is 
because people with higher levels of education have been shown to have healthier and 
longer lifespans. 
 
Children from low-income families, children with disabilities, and children who routinely 
experience forms of social discrimination — like bullying —  are more likely to struggle 
with math and reading. They’re also less likely to graduate from high school or go to 
college. This means they’re less likely to get safe, high-paying jobs and more likely to have 
health problems like heart disease, diabetes, and depression. 
 
Taylor County is tackling the SDOH that causes racial and ethnic disparities in the 
attainment of a high school diploma in order to improve heart disease. 
Taylor County has 18.9% of 25-year-olds without a high school diploma in 2019, compared 
to 11.5% in Florida.  
 
In Taylor County, the percentage of adults aged 25 and older who have not completed 
high school was more than twice as high as that of White students. More than three times 
as many Hispanic or Latino residents lacked a high school diploma. For more information, 
take a look at the graph below. 
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INCREASE THE PROPORTION OF STUDENTS LIVING WITH DISABILITIES WHO ARE 
USUALLY IN REGULAR EDUCATION PROGRAMS 

Students with disabilities should be in regular classrooms whenever possible, per the 
Individuals with Disabilities Education Act. Many students with disabilities still don't spend 
most of their school day in a regular classroom. Helping students with disabilities 
participate in regular classrooms may increase their educational, physical, and social 
opportunities.  In Taylor County, students with emotional/behavioral disabilities 
(kindergarten – 12th grade), were at 0.4% 
 

REDUCE BULLYING OF LGBTQ YOUTH IN K-12 
Homophobia can greatly affect the mental health of those in the LGBTQ+ community. It 
can cause them to bottle up their emotions, never seek help, and hide from society.  Two 
in five trans people have experienced a hate crime or incident because of their gender 
identity and more than a quarter of LGBT students (28%) say they were excluded by other 
students for being LGBT. 
 
 Trans and gay youth spend less time taking care of themselves, leading to their mental 
health and physical health decreasing. They start caring less and having less motivation to 
do simple things, like caring for themselves. In fact, “In comparison to their straight peers, 
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members of the LGBT community, especially young adults, are far more likely to suffer 
from some form of mental illness because of homophobia.   
 
Among Black LGBTQ youth in this sample, 66% reported depressed mood in the past 12 
months, 35% reported seriously considering suicide in the past 12 months, and 19% 
reported a past year suicide attempt. These rates are comparable those reported in the 
overall sample of LGBTQ youth.  The significantly higher rates of suicidality among 
transgender and/or non-binary youth in the overall sample are also found among Black 
transgender and/or non-binary youth.  
 
Black transgender and/or non-binary youth reported double the rate of seriously 
considering (27% vs 59%) and attempting suicide (15% vs 32%) in the past 12 months 
compared to cisgender Black LGBQ youth. The proportion of transgender and/or non-
binary youth seriously considering suicide in the past year was above 50% for each sub-
group including transgender women, transgender men, non-binary youth assigned male 
at birth, and non-binary youth assigned female at birth. 
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Despite having similar rates of mental health disparities, Black LGBTQ youth are 
significantly less likely to receive professional care.  While 47% of LGBTQ youth overall 
reported receiving psychological or emotional counseling from a professional in the past 
year, only 39% of Black LGBTQ youth reported having done so.  

Among those who seriously considered suicide, only half of Black LGBTQ youth received 
psychological or emotional counseling compared to 3 out of 5 LGBTQ youth overall.  High 
school students who identify as lesbian, gay, or bisexual are almost twice as likely to be 
bullied as those who identify as heterosexual. Students who are bullied are more likely to 
have depression, anxiety, and sleep problems — and to drop out of school.  

School-based programs to reduce violence can help prevent bullying of lesbian, gay, and 
bisexual students.  In Taylor County, the black youth suicide rate is at 24.8 %.  Taylor 
County plans to collaborate with school Mental Health Counselors to offer counseling 
sessions and to promote youth referral counseling services. 
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The Impact of Education Access and Quality on Heart Disease 
 

 

 
 
 
 
 
 
 
 
 

Education Access and Quality 

 
SDOH 

Vulnerable 
Populations 

Impacted 

 
How the SDOH Impacts Heart Disease 

Health Literacy People who are at 
increased/higher 
risk for not 
graduating 

The lack of high school diplomas within the Black or  
African American community in Taylor County restricts 
access to potential job opportunities. The correlation with 
heart disease comes in the form the increased risk to 
chronic diseases based on the reduction of income levels, 
affordable healthy foods, and the decrease of mental 
health  

Early Childhood 
Development 

Lower income 
families 

Supplemental early childhood programs, also known as 
booster programs, can provide a wide range of 
educational, health, and social services for children ages 3 
to 5. For children from low-income families and at-risk 
children, Head Start aims to improve health outcomes, 
increase learning and social skills, and close the 
educational readiness gap. 

Higher 
Education 

People who are at 
increased/higher 
risk for not 
graduating 
 

People with higher levels of education are more likely to 
be healthier and live longer. 
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B. Economic Stability 

 

Economic stability data for Taylor County 

 
MEDIAN HOUSEHOLD INCOME BY RACE AND ETHNICITY 

Taylor County's black residents make less money than their white counterparts. Whites, 
Hispanics, and non-Hispanics make up most of the workforce, with the non-Hispanics 
earning the most money. In terms of household income disparity, the highest and lowest 
median household incomes are roughly $19,802 apart. White households earn an average 
of $10,403 more per year than Black or African American households. The lack of suitable 
income has impacted the Black population in Taylor forcing the population to decrease 
the ability to access healthcare due to low economic stability. This in return, raises the 
rates of heart disease for the Black population in Taylor.  

   To learn more, take a look at the graph below.        
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FAMILIES BELOW POVERTY LEVEL 

In 2020, the percentage of families below poverty level in Taylor County 
was 17.1% compared to Florida at 9.4%. The percentage of white families in Taylor County, 
living in poverty, was 12.7% compared to Black families at 36.9%. The line graph shows 
change over time. Lack of food impacts access to healthcare, healthy food, by increasing 
the likelihood of dying from heart disease.  To improve poverty, Taylor County is 
addressing economic stability related to reduce the proportions of families living in 
poverty. Additional information is included displaying median household income of Black 
families. 

 

 

ACCESS TO EMPLOYMENT FOR PEOPLE LIVING WITH DISABILITIES 
People with steady employment are less likely to live in poverty and more likely to 
be healthy, but many people have trouble finding and keeping a job. People with 
disabilities, injuries, or conditions like arthritis may be especially limited in their 
ability to work. In addition, many people with steady work still don’t earn enough to 
afford the things they need to stay healthy. 
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Employment programs, career counseling, and high-quality childcare opportunities can 
help more people find and keep jobs. In addition, policies to help people pay for food, 
housing, health care, and education can reduce poverty and improve health and well-
being. 

Employment programs that provide career counseling, jobs, and educational 
opportunities to low-income and underemployed populations may help more people find 
and keep paid work.  Taylor County plans to work Career Source Florida Mobile 
employment center to bring access to underserved populations within the community. 

 
Economic Disparities Faced by the LGBTQ Community 

Research has found that LGBTQ+ adults in the United States, on average, fare worse 
economically than their straight and cisgender counterparts. According to a 2019 Williams 
Institute analysis of Behavioral Risk Factor Surveillance System (BRFSS) data, about one in 
five LGBTQ+ adults in the United States (22%) live in poverty, compared to an estimated 
16% of their straight and cisgender counterparts. In particular, the poverty rates of 
transgender adults (29%) and cisgender bisexual women (29%) in the U.S. tower over 
those of other groups. Furthermore, Black (40%) and Latinx (45%) transgender adults are 
more likely to live in poverty than transgender people of any other race.  

Poverty was measured by comparing household income and size, to thresholds employed 
by the Census Bureau, who each year identifies family size-specific income thresholds, 
below which, a family is considered to be living in poverty. Those living in poverty are 
those who have a household income below the threshold for a family of that size in a 
given year and reflect a household income insufficient to support that family and its basic 
necessities and resources. 

In the below report, we expand beyond poverty to consider disparities in individual wages 
across LGBTQ+ identity, gender, gender identity, and race/ethnicity. Given that wages tie 
directly into poverty measures, the wage gaps we find are directly tied to the higher rates 
of poverty seen among LGBTQ+ Americans, as well as help explain other instances of 
economic disparities seen among LGBTQ+ adults, including increased risk for food 
insecurity, or an inability to afford food, as well as homelessness and housing insecurity.  
Taylor County plans to address health equity through partnerships within the Task force. 
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The Impact of Economic Stability on Heart Disease 
 

Economic Stability 

SDOH 
Vulnerable 
Populations 

Impacted 
How the SDOH Impacts Heart Disease 

Employment People who 
live/work in 
settings that put 
them at 
increased/higher 
risk 
 

Working people tend to have better health outcomes than those 
who do not have a job. Providing low-income and 
underemployed populations with career counseling, jobs, and 
educational opportunities may help more people find and keep 
paid employment. 

Income People who are at 
increased/higher 
risk for 
unemployment 

The reduced income compared to other populations within this 
SDOH emphasizes the increased risk of participation in unhealthy 
behaviors such as unhealthy eating habits, lack of nutrition, and 
stress, as well as anxiety.  
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C. Neighborhood and Built Environment 

 

Neighborhood and built environment data for Taylor County 
 

TAYLOR COUNTY ACCESS TO HEALTHY FOOD SOURCE 
In 2019, the percentage of Population Living Within ½ Mile of a Healthy Food 
Source in Taylor County was 1.2 compared to Florida at 27.7. Access to healthy food 
sources supports healthy diets and physical activity. Lack of physical activity and 
unhealthy eating are major risk factors for heart disease.  Studies suggest that 
neighborhood differences could be important contributors to disparities in heart disease.  
Individuals living in federally designated poverty areas had a 50% higher mortality rate 
compared to individuals residing in non-poor areas. Taylor County is addressing economic 
stability related to reduce heart disease by increasing access to nutritional food.  

 
WALKABILITY 

The neighborhoods people live in have a major impact on their health and wellbeing 
(Healthy People 2030, 2018). Immediately the thought of walking communities with the 
addition of sidewalks and bike lanes which are known to increase safety and help improve 
health and quality of life (Healthy People 2030, n.d.) come to mind. 
 

ACCESS TO NUTRITIOUS FOODS 
Most predominantly black neighborhoods are faced with challenges such as not having 
access to grocery stores with healthy foods, and having an excess of convenience stores, 
fast food restaurants, and gas stations with less nutrient-dense food selections. These 
challenges give rise to health conditions like heart disease, diabetes, and obesity —and 
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even lowers life expectancy relative to people who do have access to healthy foods 
(Healthy People 2030, n.d.) 
 
 The addition of food insecurity to this portion is based on data on Taylor County 
displaying a high food insecurity rate compared to the state; In 2019, Food Insecurity Rate 
in Taylor County was 16.1 compared to Florida at 12 (FL Charts) Food Insecurity Rate - 
Florida Health CHARTS - Florida Department of Health (flhealthcharts.gov) 

PARKS AND RECREATION 
 Access to playgrounds, parks, and recreation also play an important part in shaping 
neighborhoods. Literature shows that parks and recreation promote access to physical 
activity opportunities for people to move more and provide access to healthy foods 
through meal programs, farmers markets and community gardens; also, that people who 
live near and spend time in parks are more physically active, have improved mental and 
social health, are more productive and have improved focus (Colman, 2019). 
Many people who live in communities without parks or have parks that are underutilized 
may not get enough physical activity, which places them at greater risk for multiple 
chronic diseases, like heart disease, diabetes, and cancer (Cohen et al. 2016). 
 

NEIGHBORHOOD LOCATION (RURAL, SUBURBAN, AND URBAN) 
In cities and some suburban areas, more gyms and other group exercising facilities, like 
spin classes and CrossFit have been available to the general public to promote physical 
activity (Mundell, 2019). Rural environments have limited access to resources, but 
community trails provide the best opportunities for physical activity to residents in the 
area (Park et al., 2017). 
 

PEOPLE LIVING WITH DISABILITIES ACCESSIBILITY & THE ENVIRONMENT 
Poorly designed communities can make it difficult for people with mobility impairments or 
other disabling conditions to move about their environment; consequently, people with a 
disability often are more vulnerable to environmental barriers. 
Barrier attributes within our environment can include 

• Absence of ramps for wheelchairs 
• Lack of depressed curbs (periodic breaks in curbs that act as ramps) 
• Narrow doorways that cannot accommodate various assistive devices, such as 

wheelchairs and walkers 
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• Lack of access to mass transit routes or other public services. 
In one major U.S. city, researchers found that three out of five people with disabilities and 
elderly persons do not have sidewalks between their residences and the nearest bus stop. 
An even greater percentage of households lack curb cuts (71%) and bus shelters (76%) 
close to bus stops. Researchers also determined that close to 50% of the elderly and 
people with disabilities live within two blocks of a bus stop, but that the lack of sidewalks, 
curb cuts, and bus shelters actually made use of the transportation system impossible, 
creating a situation where fewer than 10% of such persons use public transportation. 
Such environmental barriers can affect the access that people with a disability have to 
basic health care, social services, and other necessary activities. 
 
Public health has helped address these problems in many communities by promoting the 
use of universal design in community planning and architectural decisions. The concept of 
universal design maintains that all products, environments, and communications should 
be designed to consider the needs of the widest possible array of users; individuals who 
have temporary disabilities, people who have permanent disabilities, and everyone whose 
abilities change with age.  In Taylor County, 13.6% of Non-Hispanic Black adults use 
special equipment because of a health problem.  Taylor County plans to collaborate with 
local County Commissioners to make structural changes to minority-based populations. 
 

LGBTQ NEIGHBORHOOD & BUILT ENVIRONMENT 
Stigmatization, hate-related violence, and discrimination are major barriers to the health 
and well-being of The LGBTQ minority populations. LGBTQ individuals who are also from 
racial, ethnic, and/or immigrant minority communities may be even more vulnerable 
because they face similar barriers, discrimination, and health challenges that are unique 
to those experienced by all minority populations.   
 
Due to the consistently high rates of discrimination toward the LGBTQ+ community 
regarding housing access, they experience higher levels of housing instability and 
homelessness than non-queer people.  
 
Around 7% of the youth in the US are LGBTQ+. However, LGBT youth homelessness 
statistics report 40% of homeless youth are members of the community. The primary 
reason behind their homelessness is family conflict, which is mainly over their sexual 
orientation or gender identity. 
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According to LGBT housing discrimination statistics from 2017, housing providers also told 
gay men and transgender people about fewer available properties.  Unfortunately, 
although there are many documented cases of discrimination against LGBTQ+ people 
concerning housing purchases and rentals, the majority of states offer no protective 
measures to combat these injustices. 

 
Continued exposure to stressful events contributes to serious health issues, including 
cardiovascular diseases (CVDs), cerebrovascular diseases, and mental health disorders.  
Taylor County Taskforce plans to identify programs to enhance the quality of support and 
services offered to LGBTQ population. 

 
The Impact of Neighborhood and Built Environment on Heart Disease 

 

 

Neighborhood and Built Environment 

SDOH 
Vulnerable 

Populations 
Impacted 

How the SDOH Impacts Heart Disease 

Housing People who live/work in 
settings that put them at 
increased/higher risk  

Lack of access to quality housing can be a steady 
stressor that affect physical health and make it 
harder to access health care 

Transportation People who live/work in 
settings that put them at 
increased/higher risk  

Improve sidewalks and bike trails may encourage 
active transportation choices and provide health 
benefits when used for active recreational 
purposes (CDC.gov/healthy places). 

Safety People who live/work in 
settings that put them at 
increased/higher risk  

Dangers to health and safety can be lessened 
and health improved by local, state, and federal 
policy reforms. 

Parks People who live/work in 
settings that put them at 
increased/higher risk  

Parks and trails have been shown to reduce 
stress and foster community interaction, 

Playgrounds People who live/work in 
settings that put them at 
increased/higher risk  

Promote physical activity and reduce heart 
related health issues. 

Access to 
nutritional food 

People who live/work in 
settings that put them 
at increased/higher risk  

Access to healthy food allows people to make 
healthier eating habits in the community. 

Commented [Au1]: Current laws don't extend 
protections to the LGBTQ community. 
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D. Social and Community Context 
 

 

 

Social And Community Context Data for Taylor County 
 

ADULTS WHO ARE SEDENTARY 
In 2019, in Taylor County, 32.9% of adults who are sedentary (Overall) can be compared 
to 26.5% statewide.  The percentage of non-Hispanic blacks in Taylor County, are 
sedentary, was 36% compared to non-Hispanic whites at 31.4%.  The death rate for heart 
failure was higher for the non-Hispanic black population than for the non-Hispanic white 
and Hispanic populations. Obesity is linked to type 2 diabetes, cardiovascular disease, and 
several cancers. Obesity stigma and discrimination can cause health issues. 
 
 Behavioral interventions that use multiple strategies, such as group sessions and diet and 
exercise changes, are effective for addressing obesity. Nearly 30% of "healthy" weight 
people had heart disease. A sedentary lifestyle is characterized by a large abdomen, 
insufficient physical activity, and breathlessness with exertion.  
 
These factors increased "healthy" weight people's cardiovascular disease risk to that of 
overweight people.  Since behaviors impact health, Taylor County is addressing economic 
stability related to improve heart disease by targeting and building health promotion 
activities. 
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PEOPLE LIVING WITH DISABILITIES IN GROUP HOMES 

Reduce the proportion of persons with intellectual and developmental disabilities enrolled 
in publicly funded, long-term services and supports (LTSS) who live in congregate care 
residences with 7 or more people 
People with intellectual and developmental disabilities who live large institutional settings 
may have poorer quality of life. They’re often isolated from their families, and they may 
not be able to make important decisions about their lives. Laws and programs that 
increase the number of smaller, family-sized residential settings for people with 
disabilities can provide more opportunities for educational, physical, and social activities. 
 

SOCIAL AND COMMUNITY CONTEXT FOR OLDER LGBTQ OLDER ADULTS 
Health disparities in chronic health conditions and other key health indicators among 
lesbian, gay, and bisexual adults aged 50 and older found that sexual minority older 
adults, compared to heterosexual older adults, showed significantly higher likelihoods of 
chronic health conditions, including low back or neck pain, weakened immune systems, 
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and disabilities. In addition, lesbian and bisexual older women were significantly more 
likely than heterosexual older women to report strokes, heart attacks, asthma, arthritis, or 
multiple chronic conditions. Gay and bisexual older men were more likely to report angina 
pectoris and cancer compared to heterosexual men.  While transgender older adults are 
rarely identified in public health surveys due to the lack of gender identity and expression 
measures, they have elevated health disparities relative to lesbian, gay, and bisexual older 
adults.  LGBT older adults of color and those living in poverty also have elevated rates of 
health disparities. 
  Previous negative experiences may inhibit LGBTQ people from being open with their 
physicians and other providers, and as a result restrict information about potential health 
concerns.  Taylor County plans to run media campaigns to engage more lesbian, gay, and 
bisexual adults, to engage in preventive health measures, including obtaining blood 
pressure screenings and HIV tests. 

 
 

The Impact of Social and Community Context on Heart Disease 

Social and Community Context 

SDOH 
Vulnerable Populations 

Impacted How the SDOH Impacts Heart Disease 

Sedentary  People who live/work in 
settings that put them at 
increased/higher risk 
 

The increase of sedentary within the community 
has led to inactivity resulting in an additional 
impact of increased risk to heart disease.  

Community 
Engagement 

People who live/work in 
settings that put them at 
increased/higher risk 
 

Social networking can positively influence 
health behaviors and reduce emotional stress 

Discrimination People who live/work in 
settings that put them at 
increased/higher risk 

Discrimination can be understood as a social 
stressor that has a physiological effect on 
individuals (e.g., irregular heartbeat, anxiety, 
heartburn) that can be compounded over time 
and can lead to long-term negative health 
outcomes. 

Stress People who live/work in 
settings that put them at 
increased/higher risk 

Social support helps people cope by talking to 
friends and family about their problems. 
Without social support, people are at risk for 



 
DOH- Taylor 
Health Equity Plan 

 

 38 

 

 

 

 

 

 

 

E. Health Care Access and Quality 

 

Health Care Access and Quality Data for Taylor County 

 
TAYLOR COUNTY HEALTH CARE ACCESS 

In 2019, in Taylor County, 19.2% of adults who could not see a doctor in the past year due 
to cost (Overall) can be compared to 16% statewide.  The percentage of non-Hispanic 
blacks in Taylor County, are sedentary, was 36% compared to non-Hispanic whites at 
31.4%.   

 Access to preventive health care can prevent both disease and early death. The number 
of people getting preventive services has increased in recent years, but there are 

 physical and mental health problems, according 
to research. Social support helps people make 
healthier choices and reduce stress. 
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disparities by age and race/ethnicity. Strategies like providing team-based care and 
reducing copays can help people get recommended preventive care services. 

 
Approximately 18 percent of adults and 7 percent of children are reported to be 
uninsured. These numbers are in line with the state average. However, the number of 
healthcare providers in Taylor is lower than other counties in the state. The low amount of 
licensed Florida physicians acts as a barrier to achieving higher health status. The 
decrease in healthcare access has caused an overall increase in chronic disease including 
heart disease.   
 

 
 

Black Americans remain more likely to be uninsured than whites, which may lead to 
problems accessing and affording care. In 2014, nearly one of four black adults ages 18 
and older (24%) reported not having a usual source of care—defined as having a personal 
doctor(s) or health care provider(s)—compared with fewer than one of five whites (18%).  

https://www.commonwealthfund.org/sites/default/files/documents/___media_files_publications_issue_brief_2015_jan_1800_collins_biennial_survey_brief.pdf
https://www.commonwealthfund.org/sites/default/files/documents/___media_files_publications_issue_brief_2015_jan_1800_collins_biennial_survey_brief.pdf
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Black adults were also more likely than their white counterparts to face cost-related 
barriers to care. Nearly one of five black adults (19%) reported there was a time in the 
past year when they could not see a health care provider when needed because of cost, 
compared to one of nine whites (11%).  This striking inequity in preventable deaths stems 
in large part from persistent disparities in access to affordable health care.   

People without insurance are less likely to get the health care services and medications 
they need and more likely to have poor health outcomes. Racial/ethnic minorities, people 
with less education, and people with low incomes are more likely to be uninsured.  This 
puts them at increased risk for serious health problems such as heart disease. 

 

 
 

HEALTH CARE ACCESS AND QUALITY DATA FOR LGBTQ 
Lesbian, gay and bisexual adults are more likely than heterosexuals to have poor 
cardiovascular health.  The American Heart Association analyzed data collected from 
2,445 adults participating in the 2011-2012 National Health Examination and Nutrition 
Survey, a long-running federal study of U.S. children and adults.  Of the study participants, 
about 5 percent self-identified as lesbian, gay or bisexual. The researchers looked at the 
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participants' answers to questions related to their cardiovascular health, such as smoking 
status, blood pressure and blood sugar levels. Based on their responses and their blood 
work results, the participants were categorized as having ideal, intermediate or poor 
health.  Among adults ages 20 to 49, 60 percent of heterosexuals, 56.2 percent of 

bisexuals and 45 percent of gay men and lesbians had intermediate or ideal 
cardiovascular health.  The majority of homosexual and bisexual adults in that age range 
— 55 percent and 43.8 percent, respectively — were in poor cardiovascular health. By 
comparison, 39.9 percent of heterosexuals were in bad health.  This chart shows the 
comparison in the LGBTQ vs Straight/Cisgender residents who have been told that they 
have angina or coronary heart disease (CHD) or not have been told they have angina or 
CHD in Taylor County. 
 

 
ACCESS TO HEALTH CARE FOR PEOPLE LIVING WITH DISABILITIES 

Many adults who have disabilities put off preventive health care services, like vaccinations 
and cancer screenings, because of cost. These delays can lead to many health problems, 
including preventable diseases. Strategies to make preventive care more affordable for 
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people with disabilities include telemedicine, coordinated care, and shared decision-
making. 

Heart disease is also a leading cause of disability.  Studies have found that people with 
disabilities are less likely to get preventive health care services they need to stay healthy.  
According to the CDC, 1 in 4 Black, 1 in 6 Hispanic have a disability. Strategies to make 
health care more affordable for people with disabilities are key to improving their health.  
Taylor County plans to partner with the Taylor Senior Center to supply blood pressure 
monitoring stations. 

The Impact of Health Care Access and Quality on Heart Disease 
Health Care Access and Quality 

SDOH 
Vulnerable 

Populations 
Impacted 

How the SDOH Impacts Heart Disease 

Health Coverage People with 
lower incomes 
 

Without insurance, people are less likely to get health care 
and medications and have poor health outcomes. 
Minorities, the uneducated, and the poor are more likely to 
be uninsured. 

Provider 
Availability 

People with 
lower incomes 

 

Quality of Care People with 
lower incomes 
 

Preventive care can prevent disease and death. In recent 
years, more people have received preventive services, but 
there are age and race/ethnicity disparities. Team-based 
care and reduced copays help people get preventive care. 
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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 Taskforce. 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 Taskforce reviewed data, including health disparities and SDOHs provided 
by the Minority Health Liaison and the Health Equity Taskforce. The Health Equity Taskforce 
also researched evidence-based and promising approaches to improve the identified SDOHs 
and existing health disparities. The Health Equity Taskforce considered the policies, systems 
and environments that lead to inequities. 

B. Barrier Identification 
Members of the Health Equity Taskforce worked collaboratively to identify their organizations’ 
barriers to fully addressing the SDOHs relevant to their organization’s mission. Members 
talked about the trends, events, and factors that influence whether our community faces 
opportunities or threats. The Health Equity Task Force explored possible techniques to 
enhance the identified SDOH and prioritized health inequalities into relevant categories in an 
attempt to recruit new partners to solve them. Common themes were explored as well as 
collaborative strategies to overcome barriers. 

Partners SDOH Partner 
Barriers 

Theme Collaborative Strategies 

 Government 
Agencies 

Neighborhood 
and built 
environment 

 Insufficient 
support housing 
for low-income 
families 

Building for 
stronger 
communities 

 Work with City and County 
commissioners to find 
solutions to improve housing 
shortages in Taylor County 
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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.  

The CHIP will be made so that community members and organizations in Taylor County will 
know how to work together to address local health priorities. The Health Equity Task Force and 
the people in charge at DOH-Taylor want the new CHIP to pay more attention to health equity. 
The community's goals, objectives, and action plans for the 2023–2026 CHIP could lead to 
new partnerships and opportunities for more SDOH projects. The Health Equity Plan will be 
changed every year to reflect these changes. 

Three community projects were made by DOH-Taylor to deal with the social factors that affect 
health and life expectancy in Okaloosa County. The PACE-EH Project, the Heart Health 
Project, and the Greater Grace Healthy Foods Project are these projects. Each project has a 
story board and a table that lists the project's goals and objectives. For more information, 
please look at the storyboards on the next page. 
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IX. HEALTH EQUITY PLAN OBJECTIVES  

Heart Disease 
Health Disparity Objective: By May 31, 2025, decrease coronary heart disease from 33.0 
to 21.0 Fl Health Charts/Taylor County 
Greater Grace Food Ministry Project 

 

 
Lead Entity 

and Unit 

Lead 
Point 
Pers
on 

Data 
Source 

Baseline 
Value 

Targ
et 

Valu
e 

Plan Alignment 

Long-Term SDOH Goal: Improve Access to Healthy Foods at no cost 

By December 31, 2025, 
have a community food 
pantry to distribute 
1,000,000 lbs of fresh, 
healthy food like fruits, 
vegetables, and protein, 
as well as at a full-time 
food facility where any -
one can get free, fresh 
food for their families. 

Greater 
Grace Food 
Ministry, 
Temple of 
God (COGIC) 

 

Dr. 
Willie 
Ande
rson 

 

FL Healthy 
Charts: 
Families 
Below 

Poverty 
Level 

 

00.0 10.0 Plan to inquire a building 
large enough to 
accommodate a food 
pantry to meet the needs 
of increased supply of food 
needed to distribute to the 
community. 

Medium-Term SDOH Goal: Improve Access to Healthy Foods at no cost 

 By December 31, 2023, 
to decrease food in-
security by distributing by 
500,000 lbs. of fresh 
produce and protein to 
the families of Taylor 
County Florida at least 
three times a week 

Greater 
Grace Food 
Ministry, 
Temple of 
God (COGIC) 

 

Dr. 
Willie 
Ande
rson 

 

FL Healthy 
Charts: 
Families 
Below 

Poverty 
Level 

 

10.0 15.0 Partner with Farm Share to 
distribute fresh and 
nutritious foods to the 
families in need with fresh 
produce and food to 
decrease the poverty 
levels in the community 

 

Short-Term SDOH Goal: Improve Access to Healthy Foods at no cost 

 By December 31, 2022, 
to decrease food 
insecurity by distributing 

Greater 
Grace Food 
Ministry, 

Dr. 
Willie 

FL Healthy 
Charts: 
Families 

17.1  1
5

Partner with Farm Share to 
distribute fresh and nutritious 
foods to the families in need with 
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250,000 lbs.  of food 
impacting over 10,000 
families with fresh 
produce and food driving 
down the poverty level  

Temple of 
God (COGIC) 

 

Ande
rson 

Below 
Poverty 
Level 

.
0 

fresh produce and food to 
decrease the poverty levels in 
the community 

 

 

Heart Health Project 

 

 

Lead 
Entity 

and Unit 

Lead 
Point 

Person 

Data 
Source 

Baseline 
Value 

Target 
Value 

Plan 
Alignment 

Long-Term SDOH Goal:  

       

Medium-Term SDOH Goal:  

    

 

     

Short-Term SDOH Goal:  
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PACE-EH Project 

 
Lead 
Entity 

and Unit 

Lead 
Point 

Person 

Data 
Source 

Baseline 
Value 

Target 
Value 

Plan 
Alignment 

Long-Term SDOH Goal: 

By September 30, 2024, 
ensure that 5 
municipalities, employers, 
healthcare facilities, 
community-based 
organizations, and/or 
faith-based organizations 
meet the qualifications to 
apply for the Healthy 
Community Champions 
Recognition.  

Taylor 

DOH 

 

Martine 
Young 

Healthy 
Community 
Champions 

Self- 
reported  

 0 5.0 Implement local 
standards to 
identify 
environmental 
strengths and 
weaknesses 
throughout the 
community.  

Medium-Term SDOH Goal:  

By September 30, 2023, 
using the findings in 
PACE-EH, develop a 
Community Health 
Improvement Plan.  

  

 Taylor 
DOH 

Martine 
Young 

 FL Health 
Charts 

 

0 1.0 Implement and 
integrate local 
standards to 
create a healthy 
community.  

Short-Term SDOH Goal:  

By September 30, 2022, 
using the Protocol for 
Assessing Community 
Excellence in 
Environmental Health 
(PACE-EH) methodology 
to conduct a community-
based environmental 
health assessment 
related to food access to 
develop an action plan.  

 Taylor 
DOH 

 

Martine 
Young/ 

Healthiest 
Weight 
Florida 

PACE-EH 0  10  To assist local 
public health 
systems in 
addressing 
environmental, 
urban planning, 
and built 
environment 
strengths and 
weaknesses 
within the 
communities.   
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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 will meet with or email organizations within 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 

Item #4 Wanda Tucker June 29, 2022 Feedback from the HEP 
Standards Tool 

Added LGBTQ and 
PLW Disabilities 
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