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Stanislaus County Health Services Agency is delighted to 

present the 2020 Community Health Improvement Plan 

(CHIP).   The CHIP is the culmination of sixteen months of 

ongoing engagement,  conversations,  and discussions with 

community partners,  key stakeholders,  and community 

residents.  It  reflects the concerns of the community and this

organization's commitment to solve them. The strategies within 

the CHIP are based on the results of the Community Health

Assessment (CHA),  a comprehensive profi le of the health status of

our community that overviews the issues and concerns impacting

the community as identif ied by stakeholders within Stanislaus

County.  

Based on the f indings of the CHA, the CHIP outlines the steps to be

taken in the next f ive years (2020 to 2025) to address these concerns

and ultimately improve population health.  In this f ive year time

frame, CHIP progress will  be monitored, evaluated, and updated to

ensure the l isted outcomes are achieved. The CHIP is organized

around four focus areas and is meant to guide public health

activities by framing each strategy through the lens of health equity

and collective impact.

This plan could not have been developed without the ongoing
support of the Stanislaus community.  This plan is possible because
of the community's ongoing commitment and will ingness to share
their thoughts and ideas on how to solve this Stanislaus County's
greatest public health issues.  With their input,  the 2020 CHIP will
serve as a resource and guide to building "A thriving community
where all  people have an opportunity to be safe and healthy".  

STANISLAUS COUNTY 
COMMUNITY HEALTH IMPROVEMENT PLAN

2021
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Community Demographics

Stanislaus County Residents by Race/Ethnicity and Age



There are 173,898 households in Stanislaus County with an average household size of 3.09. Of these

households, 8% are a single parent living with their children who are under 18 years old and 9% of

households are single occupant over the age of 65. Reflecting the youth of the county, 40.6% of

households have children living in them. (U.S. Census Bureau, 2020). 
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Household Types

Education
The total number of residents enrolled in school is

152,625. Of those enrolled, 11% are in

kindergarten/preschool, 44% are in elementary/middle

school, and 23% are in high school. (U.S. Census Bureau,

2020). 

21.1% of residents
aged 25 years and
older do not have a
high school degree
(U.S. Census
Bureau, 2020). 

Income

The median annual household income in Stanislaus 

County is $60,704, 19% lower than the statewide 

median in California. Approximately 15.1% of residents 

live below the federal poverty level. Although Latino

residents make up 47.6% of Stanislaus County, they represent 55% of residents living below the

federal poverty level. (U.S. Census Bureau, 2020)

Health Disparities
The 2020 Community Health Assessment (CHA)

documented significant health disparities based on

race, ethnicity, geographic region, income, and

education. (Stanislaus County Health Services

Agency, 2020). Out of 58 California counties,

Stanislaus County is ranked 37th for health

outcomes overall, 39th for length of life, and 42nd

for quality of life. Approximately 18% of Stanislaus

County residents experience poor or fair health

while the top U.S. performers report 12%. (University

of Wisconsin Population Health Institute, 2020).

The wealthiest 1% of
men live 15 years longer
than the poorest 1% of
men (Chetty et al., 2016).



A Community Health Improvement Plan (CHIP) addresses a community's most concerning

health issues by outlining an action-oriented plan to achieve a community's long-term vision of

health. This plan includes an overview of the priority health issues, the strategies developed to

address these concerns, and the indicators that will track the community's progress in

achieving the CHIP's stated outcomes. The CHIP does not belong to a specific organization or

agency but rather to the broader community. This plan is collaborative and it relies on

collective partnerships to achieve agreed upon goals.  

To ensure the CHIP is an action-oriented initiative, the 

Stanislaus County Health Services Agency-Public Health 

Division (HSA/PH) will act as the point of contact 

organization. They will provide the support and 

expertise needed as well as coordinate 

community partners and stakeholders to support the 

Stanislaus County CHIP's vision for, "A thriving 

community where all people have the opportunity to be 

safe and healthy."

The CHIP was developed to improve the health and well-being 

of the residents of Stanislaus County. The development of 

the CHIP provides an opportunity to collaborate with the 

community and partners across multiple sectors and 

disciplines to achieve better health outcomes for all 

residents of Stanislaus County. This CHIP is a result of 

strong partnerships that worked together to align the 

county's improvement initiatives. These collaborations are 

a critical component in developing policies and actions to

improve county-wide health outcomes. 

WHAT IS A COMMUNITY HEALTH IMPROVEMENT PLAN?
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WHY WAS A COMMUNITY HEALTH IMPROVEMENT
PLAN DEVELOPED FOR STANISLAUS COUNTY? 

We can do an awful lot 

more by working with partners

in the community than anything

we can achieve alone.

Key Informant Interviewee



Improving the lives of all Stanislaus County residents requires addressing many factors that

influence the health and well-being of all communities. A population's health is largely

influenced by the conditions in which people are born, live, work, play, and age. These drivers of

health, including health care systems, are known as 

the social determinants of health. These factors, 

both positive and negative, influence a person's 

risk for disease, injury, and death. The social 

determinants of health are grouped into five 

domains: economic stability, education access 

and quality, health care access and quality, 

neighborhood and built environment, and social 

and community context. These can include 

everything from the sidewalks in the neighborhood 

where someone lives to the racism and 

discrimination people face on a daily basis. 

(Healthy People 2030, n.d.) These factors influence 

whether individuals have a safe place to exercise, 

access to buy nutritious and affordable food, a 

living-wage, and the necessary resources that allow 

them to achieve health. (Healthy People 2030, n.d.)

To address the root causes of health disparities in Stanislaus County, health equity must be a

central focus of all public health messaging, interventions, and strategies. Health equity is

achieved when "every person has the opportunity to attain [their] full potential and no one is

disadvantaged from achieving this potential because of social position or other socially

determined circumstances" (NCCDPHP, 2020). This requires action to address the inequities in

health outcomes, and the removal of economic and social obstacles to health, such as poverty

and discrimination (Braveman, 2017). The strategies and activities outlined within the CHIP have

a health equity perspective; shifting focus from individual actions to upstream approaches that

consider the effect of social, political, and economic conditions of an individual's health and

well-being. 

HEALTH EQUITY & THE SOCIAL DETERMINANTS OF
HEALTH
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Collective Impact and Results-Based 

Accountability (RBA) are complementary

frameworks that seek to improve the quality 

of life for communities by building strong 

partnerships, improving the performance of 

programs, agencies, and service delivery 

systems through the use of data-driven

decision-making. Collective Impact is a 

collaborative approach that is comprised

of five core components: a common agenda, 

shared measurements, mutually reinforcing 

activities, continuous communication, and a 

backbone support organization 

(Karia & Kramer, 2011). RBA monitors the 

success of the Collective Impact approach and ensures the five components are successfully

met. 

RBA uses data and community context to make effective decisions that promote community well-

being. As these frameworks align with the CHIP's strategic planning process, they were used to

guide community partners in developing CHIP strategies for each of the four focus areas.

Specifically, RBA's Turn the Curve questions, shown on page 10, guided and facilitated the

strategic planning discussions among CHIP stakeholders. These focused questions allowed

stakeholders to move from "talk to action," and provided a direct method for developing CHIP

strategies and activities. (Clear Impact, 2016). Additionally, this method will continue to be

utilized to monitor the CHIP indicators, strategies, and activities throughout the implementation

phase, reinforcing continuous quality improvement. 

Accountability to the community is built into the CHIP through the implementation and

monitoring phase. RBA's methodology will ensure that the CHIP is implemented, monitored, and

revised as needed. 

(Rural Health Information Hub, n.d.).

COLLECTIVE IMPACT AND RESULTS-BASED
ACCOUNTABILITY
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HOW WAS THE COMMUNITY HEALTH IMPROVEMENT
PLAN DEVELOPED? 



In June 2017, HSA/PH staff began preparation for the county-wide Community Health

Assessment (CHA) and Community Health Improvement Plan (CHIP). Building on Stanislaus

County's 2013 CHA and CHIP, an internal team was assembled to begin the planning phase of

the MAPP process. In January 2018, HSA/PH's internal MAPP Core Team was established as the

core support and backbone agency for the MAPP process. In this capacity, HSA/PH provided

logistical and technical support to sustain momentum and ongoing progress through each

phase of the project. Initial preparation included the identification of evidence-based

processes, gathering of resources, and overall project facilitation to establish a framework and

timeline of activities. The MAPP Core Team brainstormed and recruited members for the MAPP

Steering Committee, consisting of community partners and stakeholders from different sectors

of the local public health system.

The MAPP Steering Committee

held their first meeting in April

2018 and served as the decision-

making body for each phase of the

MAPP process. This Steering

Committee served as a supervisory

board that guided the entire MAPP

Process. The primary

responsibilities of this committee

included oversight, reviewing and

approving deliverables related to

each of the MAPP phases, sharing

expertise for each of the four

assessments, and providing input

on report development. 

MAPP Phase 1: Organizing for Success and Partnership Development 
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MAPP PROCESS AND METHODOLOGY
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Between December 2018 and February 2019, HSA/PH partnered with Sutter Health and

Community Health Insights (CHI) to conduct eleven key informant interviews and nine focus

groups. The MAPP Steering Committee identified key informants to be interviewed and helped to

coordinate locations and populations for focus groups. A CHI moderator conducted the audio-

recorded key informant interviews and focus groups using a research guide (Appendix A)

developed by the MAPP Steering Committee and CHI. A CHI staff member also took notes during

each interview and focus group meeting. HSA/PH Community Assessment, Planning, and

Evaluation (CAPE) section staff manually coded the interview notes. Responses to the questions

about key health needs in the community were matched to the Community Health Assessment

topic categories and subcategories to identify common themes. The number of times each focus

group and key informant mentioned a topic was totaled and used to represent their thoughts of

what is needed in the community. These topics were compared against the Stanislaus County

Community Health Assessment to identify the 11 top health needs in Stanislaus County for phase

four of the MAPP process. 

Phase three of the MAPP process is made up of four assessments: Community Themes and

Strengths Assessment, Community Health Assessment (CHA), Forces of Change Assessment, and

Local Public Health System Assessment. Each assessment provided important information for

improving the health of residents in the community. The four MAPP assessments were completed

by the MAPP Steering Committee, the MAPP Core Team, and key partners in the community

between November 2018 and March 2019. 

MAPP Phase 3: Four Assessments 
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What is important to the community?

How is quality of life perceived in the community?

What assets can be used to improve community health?

Community Themes and Strengths Assessment
(CTSA)
The CTSA identifies assets in the community and provides a

detailed understanding of issues that are important to

community residents using qualitative data collection methods.

This assessment seeks to answer the questions: 



Focus 
Groups

Key Informant
 Interviews119
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January 2019 - February 2019 December 2018 - February 2019

Black/African American
Hispanic/Latino

People Experiencing
Homelessness

LGBTQIA
Low-Income

Rural
Seniors

Spanish-Speaking
Veterans

Youth
 

Behavioral Health and Recovery
Services

Center for Human Services
CSU Stanislaus

Golden Valley Health Centers
Stanislaus County Health

Services Agency
Memorial Medical Center

Stanislaus County Law
Enforcement

West Modesto Community
Collaborative

Community Health Assessment



What are the activities, competencies, and capacities of the local public health system?

How are the Ten Essential Public Health Services being provided to the community? 

HSA/PH recognizes its role in protecting and promoting the health of Stanislaus County residents,

however, this work is not conducted by one agency alone. The LPHSA considers all entities that

contribute to the local public health system and those that deliver essential public health services

within the community, including public, private, and voluntary organizations. The LPHSA answers the

following questions:

The LPHSA is a self-assessment that includes 30 Model Standards serving as quality indicators

organized into the ten essential public health service areas (NACCHO, 2013). It is designed to

assist health departments and partners in creating a snapshot of where they are relative to the

established performance standards. This assessment is intended to drive quality improvement

processes and improve performance outcomes across the entirety of the public health system. 

The Stanislaus County Local Public Health System

Assessment workshop was held on November 1, 2018. In

attendance were a group of diverse community partners

representing nonprofit, private, and public organizations.

In total, 60 participants attended the half-day workshop

including facilitators from Mountain Valley EMS Agency,

Center for Human Services, and Behavioral Health and

Recovery Services. Using the National Public Health

Performance Standards (NPHPS) Local Instrument,

participants were preassigned to breakout groups based

on their organizational role, and/or their scope as it is

aligned with an Essential Service group. 

Local Public Health Systems Assessment
The Local Public Health Systems Assessment (LPHSA)

measures the capacity of the local public health system in

providing the Ten Essential Public Health Services (CDC,

2O2O) which include all the fundamental activities that

attribute to a community's health and well-being. This

assessment assists local health departments in evaluating

their systems against optimal sector standards. 
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Essential Service Performance Score Summary



Identification of Forces

Determination and Categorization of Forces

Identification of Opportunities and Challenges

Forces of Change Assessment
On February 20, 2019 and March 20, 2020, HSA/PH 

conducted a Forces of Change (FOC) Assessment with 

the MAPP Steering Committee, a multidisciplinary 

group of community partners and stakeholders. 

The FOC Assessment identifies factors that influence 

the local public health systems and the communities it 

serves. These associated forces may influence the local 

public health system presently or in the future. These 

forces could include changes in the economy, 

government, technology, community infrastructure, 

legislation, and environment. The goal of the FOC 

Assessments performed in Stanislaus County was to 

identify external forces that may impact residents as well as the resulting opportunities and

challenges that each force may bring. The assessment was conducted in three parts:
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In the first session, on February 20, 2019, participants were asked to answer the question, "What

is occurring or might occur that affects the health of our community or the local public health

system?" Examples of forces were provided to participants and three guiding questions were

given to assist with brainstorming:

What events have occurred recently that may

affect our community?

What events are likely to occur in the future? 

Are there any trends currently occurring that will

have a future impact? 

Not only do we as 

community leaders and

stakeholders need to continue

to partner together, we must

also work with our

communities and support

efforts that empower our

residents.  

 
LPHSA participant



Technological Political Social

Environmental Economic Legal
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In a small group setting, participants identified and selected their top three most impactful

forces that they identified using the guiding brainstorming questions. Each small group was

provided with three sticky notes and asked to write one force. Using the MAPP guidance, each

identified force was grouped into one of the seven categories: 

Ethical

In the second session, the group reviewed

each of the forces and identified

challenges and opportunities associated

with each. Internally, the MAPP Core

Team created a matrix to capture each

of the categories, forces, opportunities,

and challenges. In total, 15 potential

forces and challenges were identified

with related opportunities. These forces

were then used to inform the strategies

and activities of the CHIP.

These groupings were then discussed as a larger group

and summarized to conclude the first FOC Assessement.



FORCES

CHALLENGES

OPPORTUNITIES
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Forces of Change Assessment Results
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During the first half of the workshop, all 

participants reviewed data sets relevant 

to each of the four focus areas and 

were familiarized with the MAPP 

process (NACCHO, 2013) and Results 

Based Accountability (RBA) framework 

(Clear Impact, 2016). The second half 

of the workshop involved breakout 

sessions for each of the four focus 

areas that were led by PH/HSA staff 

and community partners. Using  

RBA's Turn the Curve questions 

(shown on page 10) and framework, 

facilitators guided participants through a 

discussion to identify root causes that influenced 

the presented data as well as identified traditional 

and non-traditional partners in each area, upstream 

strategies, and key activities that include actionable steps. 

To assist with the strategy and activity development, participants were provided with handouts

to help frame their ideas and thoughts around health inequities, upstream population health

approaches, and social determinants of health considerations. 

In Phase 5, strategies and activities were developed to address the four identified focus areas.

On August 29, 2019, HSA/PH held a community meeting workshop that consisted of 75 public

health system partners and community members that was designed using the Results Based

Accountability Framework. The workshop provided an opportunity for members of the local public

health system to review data for each of the focus areas and use the data to formulate

strategies and activities for the Community Health Improvement Plan.  
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MAPP Phase 5: Formulate Outcomes, Strategies, and Activities



The collective work outlined in these five phases cumulated in this collaborative five-year

county-wide Community Health Improvement Plan. For each focus area, the CHIP overviews data

trends, background overview, selected indicators, root causes, outcomes, targets, strategies,

and activities.  These components work together to serve as an action plan to inform and guide

the collaborative MAPP implementation process within Stanislaus County. This CHIP is intended

to be a living document and will continue to be revised to ensure that it continues to meet the

priorities and health needs of Stanislaus County. 

MAPP Summary 

Upon completion of the workshop, HSA/PH staff and external experts reconvened to compile

and evaluate the responses and feedback from the workshop to continue developing the CHIP.

During the small group discussions, strategies and activities for each of the focus areas were

reviewed and expanded further to ensure alignment with local, state, and national priorities. For

each focus area, goals, objectives, and indicators were chosen and key partners and root

causes were identified. 
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Community Health
Improvement Plan 

FOCUS Areas
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Reduce the annual number of new cases of

diagnosed diabetes in the population

Reduce the diabetes death rate                 

Reduce the proportion of adults who engage in no

leisure-time physical activity         

Reduce the proportion of adults who are obese           

Reduce the proportion of children and adolescents

who are considered obese

Decrease diabetes prevalence 

Reduce child obesity   

Reduce adult obesity

Increase adult physical activity

Supporting community health, including 

This focus area aligns with the following Healthy People

2020 goals:

This focus area also aligns with the California Wellness

Plan to: 

            

Furthermore, this focus area aligns with the 

Stanislaus County 2019/2020 budget plan 

(community wide indicators):              

physical, mental, emotional, and spiritual health

Alignment
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California Department of Health Care

Services Whole Person Care Pilot Program

key findings and lessons learned

Centers for Medicare and Medicaid

Services

Health Plan(s) of San Joaquin    

Health Net

Historical context of past HiAP and

Healthy Eating Active Living (HEAL) efforts 

Local data 

Provider Associations 

Local Federally Qualified Health Center

(FQHC) using a Whole-Person-Care or

Chronic Disease Care Coordination Program

Local Model of Cross Sectoral Partnerships

(United Patterson) 

Passing of HEAL Resolutions by Stanislaus

County and all 9 incorporated cities

Public Health Advocates

Public Health Law Center

Public Health Institute – HiAP Technical

Support 

Business community/large employers

within Stanislaus County

California Rural Legal Assistance-

Modesto

California State University Stanislaus

Central California Legal Services

City and County Governments

County Residents

Doctors Medical Center

Elected Officials

Emanuel Medical Center

Faith-Based Organizations

Family Resources Center

Golden Valley Health Centers (GVHC)

Health Plan of San Joaquin

Health Net

Kaiser Permanente Modesto

Local Advocacy Groups/Grassroots

Community Organizations

Livingston Community Health (LCH)

Modesto Bee

Modesto Junior College

Oak Valley Hospital

Social Service Providers/501(c)3 Non-

Profit Organizations

Stanislaus County Office of Education

Stanislaus Medical Society

Sutter Gould Medical Foundation

Sutter Memorial Medical Center

Valley Children's Hospital 

Community Resources

Community Partners
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35%

56%

1356
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Outcome: Increase the availability of safe and affordable

housing
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Community Resources

Modesto Women's Mission

Redwood Family Center

Salvation Army

Samaritan House

Stanislaus County Affordable Housing

Corporation

Stanislaus County Environmental

Resources

Stanislaus County Redevelopment Agency

Turlock Gospel Mission

Community Partners

Behavioral Health and Recovery

Services (BHRS)

Center for Human Services

Community Services Agency

Aging and Veteran Services

Community System of Care (CSOC)

Doctor's Medical Center

Emanuel Medical Center

Sutter Memorial Medical Center

Bethany's House

Children's Crisis Center

Habitat for Humanity of Stanislaus

County

Haven Women's Center

Homeless Program (Stanislaus County

Community Services Agency) 

Housing Authority County of Stanislaus

Hutton House

Laura's House
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FOCUS AREA #3
TOBACCO AND SUBSTANCE USE



Outcome: Reduce tobacco use and opioid prescription rates 
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Alignment



California State University Stanislaus GIS

Program

City of Modesto GIS and Data

Mental Health Services Act (MHSA)

Mental Health Services Oversight and

Accountability Commission (MHSOAC)

The Office of Child Abuse Prevention

(OCAP) Coalition

Opioid Coalition

Prevention and Early Intervention

Program

Protecting Health and Slamming Tobacco

(PHAST) Advocacy Trainings

Public Health Law Center Policy Language

Sierra Vista Child and Family Services

Stanislaus County Office of Education

(SCOE)

Tobacco-Control Outreach Prevention

Services (TOPS) Coalition

UC Merced Nicotine and Cannabis Policy

Center

Young Adult Tobacco Purchase Survey Data

Aegis Treatment Center

Behavioral Health and Recovery Services

(BHRS)

Central Valley Rural Legal Assistance

California State University Stanislaus

Doctor's Medical Center

HealthNet

Health Plan of San Joaquin

Law Enforcement Community Services

Officers (CSOs)

Nirvana

Sheriff's Department Police Activities League

(PAL)

Stanislaus County Juvenile Probation

Stanislaus County Health Services Agency

Stanislaus County Office of Education

(SCOE)

Stanislaus Protection Health and Slamming

Tobacco (PHAST) Youth Coalition

Stanislaus Recovery Center

Memorial Medical Center

Tobacco-Control Outreach and

Prevention Services (TOPS) Coalition

TOPS Coalition Smoking Cessation Action

Team

UC Merced Nicotine and Cannabis Policy

Center

Community Resources

Community Partners
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Why is this important?
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FOCUS AREA #4
COMMUNICABLE DISEASE



Communicable Disease in Stanislaus County

40%

40%

112%

3rd
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Outcome: Reduce the impact of communicable diseases in
Stanislaus County
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Targets



STRATEGIES AND ACTIVITIES
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Target (cont'd)
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Reduce the proportion of adolescents and young adults with chlamydia infections. 

Reduce gonorrhea rates

Reduce sustained domestic transmission of primary and secondary syphilis

Reduce congenital syphilis

Maintain vaccination coverage levels for children in kindergarten

Increase child vaccination        

Strategy 5- Use laboratory data to enhance investigation, response, and prevention

Strategy 6- Coordinate and engage with partners

This focus area aligns with the following Healthy People 2020 goals:

This focus area also aligns with the California Wellness Plan to: 

This focus area also aligns with the Centers for Disease Control and Prevention (CDC)

Epidemiology and Laboratory Capacity (ELC) Paycheck Protection Program and Health Care

Enhancement Act of 2020. 

Alignment
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California Department of Public Health

Community Health Clinics

Communicable Disease Taskforce

Education Institutions 

Health Plans

Infectious Disease Partners

Local Data

Aegis Treatment Center

Aspiranet

California State University Stanislaus

Center for Human Services

Doctor's Medical Center

Golden Valley Health Centers

Haven's Women's Center

Kaiser Permanente

LGBTQ+ Collaborative

Livingston Community Health

Modesto City Schools

Modesto Junior College

Modesto Pregnancy Center

MoPRIDE

Planned Parenthood Mar Monte

Stanislaus County Community Services

Agency

Stanislaus County Office of Education

Sutter Health

Valley Children's Health Care

Wellpath Care

Community Resources

Community Partners



Each of the focus areas will have action

workgroups that will be chaired by a community

partner and supported by HSA/PH staff. The

workgroups will be comprised of partners,

organizations, and community members that have

committed to participate in the CHIP's

implementation. Each workgroup will focus on the

strategies and activities for each of the four areas.

HSA/PH will serve as the backbone agency to

coordinate the action workgroups and support

efforts to ensure the CHIP is implemented,

monitored, and revised as needed. 

How much of the CHIP has been completed?

How well was the CHIP implemented?

Is the community better off?

Upon the adoption of the CHIP, action workgroups will be charged with implementing and

monitoring the plan (MAPP Phase 6) beginning in the Summer of 2021. To track and monitor the

focus area indicators as well as progress in the implementation of the CHIP's strategies and

activities, HSA/PH will utilize Results Based Accountability (RBA) framework for monitoring and

tracking. Over the next five years, the following questions will be answered:

MAPP Phase 6: Action Cycle- Implementation, Monitoring, and Evaluation 

CONCLUSION

Implementation for each focus area will be reviewed

annually, with action workgroups reporting on CHIP

progress, activities, and revisions. HSA/PH staff will capture

the progress of each focus area through CHIP annual

reports. The CHIP, with its associated reports, is intended to

serve as a living document and may change based on data,

resources, and the evolving public health landscape.  
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Strategy

Indicator

Headline Indicator

Associated Indicator

Root Causes 

Outcome

Actual Value

Conditions of well-being for entire populations; children, adults,

families or communities.

Coherent collections of actions which have a reasoned chance of

improving results. Strategies are made up of our best thinking

about what works, and they include the contributions of many

partners. No single action by any one agency can create the

improved results we want and need.

Result Statement 

A measure which helps quantify the achievement of a result.

A measure that quantifies the achievement of an outcome.

A measure that provides context and background to an outcome. 

The underlying reasons that create the differences seen in health

outcomes. They are the conditions in a community that determine

whether people have access to the opportunities and resources

they need to thrive. 

A broad description of what our county wants to accomplish

under each focus area.

The actual level of achievement of an indicator at a point in time.

Target A desired level of achievement for an Indicator and measurable

steps towards meeting outcomes.

Population 

Disparity 

Population-specific differences in the presence of disease,

health outcomes, or access to health care. These disparities are

often linked to social determinants of health impacting these

populations. 

Social Determinants 

of Health

Conditions in the environments where people are born, live, learn,

work, play, worship, and age that affect a wide range of health,

functioning, and quality-of-life outcomes and risks. 

Activity Specific and defined actions accomplished in coordination with

multiple partners to address strategies. 
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