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I. VISION 

On April 28, 2022, the FDOH – Polk Health Equity Team held their inaugural team meeting. 
This Team consisted of 17 representatives from all CHD programs. During this initial meeting, 
the team embarked on the Visioning process as suggested by the National Association of 
County and City Health Officials (NACCHO). The Health Equity Team discussed the 
importance of defining a singular vision and then brainstormed answers to the following 
questions: 

• What does health equity mean to you? 
• What are the important characteristics demonstrated in agencies that are focused on 

equity? 
• How do you envision the culture of public health in the next 5-10 years? 

 
The Team’s individual responses were then grouped together by common themes. The Health 
Equity Team determined, by consensus, that the Vision statement should address the 
following broad categories: 

• Respect 
• Justice 
• Meeting people where they are at 
• Diversity 
• Access regardless of identity and socioeconomic status 
• Giving people what they need 
• Fair healthcare for all 
• Valuing everyone 

 
A Vision statement was then crafted by the Health Equity Team.  
 
Vision: To guide Polk County in eliminating health disparities and increasing health equity for 
all. 
 
Once a Vision statement was created, the Health Equity Team defined the Values of the 
Health Equity Program. The Team discussed the answers to the following questions: 
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• Taking into consideration our Vision, what are key behaviors that will be requires of the 
public health systems, our agency, our partners, the community, and other in the next 5-
10 years to achieve the Vision? 

• What type of working environment or climate is necessary to support participants in 
achieving health equity? 
 

The Team’s individual responses were then grouped together by common themes. The Health 
Equity Team determined, by consensus, that the following Values embodied throughout the 
Health Equity Plan: 

• Respect 
• Integrity 
• Fairness & Justice 
• Inclusion 
• Accountability 
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II. PURPOSE OF THE HEALTH EQUITY 
PLAN 

Health Equity is achieved when everyone can attain optimal health. 
 

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

The Health Equity Plan should guide counties in their efforts to create and 
improve systems and opportunities to achieve optimal health for all residents, 
especially 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 Polk 
County. To develop this plan, the 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 Polk 
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.  
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A. Health Equity 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 Health Equity Liaison facilitates 
health equity discussions, initiatives, and collaborations related to elevating the 
shared efforts of the county. 

Health Equity Liaison: Chantale Jones, Health Equity Liaison 
Health Equity Liaison Backup: Taylor Freeman, Public Health Planning 
Manager 
Health Equity Liaison Division Director: Jenna Levine, Director of Public 
Health Planning 
 

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 Polk 
County to the Health Equity Task Force. The Health Equity Liaison guides these 
discussions and the implementation of initiatives. The Health Equity Team 
Charter was created and reviewed with the team; this charter is reviewed on an 
annual basis. See Appendix A for the Health Equity Team Charter. The 
membership of the Health Equity Team is listed below. 

Name Title Program 
Chantale Jones Health Equity Liaison  Public Health Planning 

 
Taylor Freeman Public Health Planning 

Manager 
Public Health Planning 

Jenna Levine  Director of Public Health 
Planning 

Public Health Planning 
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Jessica Napoleon Public Health Planning 
Manager 

Public Health Planning 

Fatema Elqreish QI Champion 
 

Public Health Planning 

Pamela Acosta-Torres Public Information Officer 
 

Administration 

Shannon Goodwin Dental Program Manager 
 

Clinics - Dental 

Jennifer Balderas Biological Scientist Environmental Health/Epi 
 

Frances Benton Human Services Program 
Specialist 

HIV 

Tiffany Strickland School Health Nurse School Health 
Sofia Villanueva Senior Clerk WIC                                                        
Yadiris Romero Care Coordinator Healthy Start 
Karen Stoudemire Operations and 

Management Consultant 
Clinical Services 

Lauren Hinton Financial Administrator Finance 
Royal Depuy Community Health Nursing 

Supervisor 
Immunizations 

Sherri Bagnall Operations Analyst II Human Resources 
Brenda Register School Health Nursing 

Supervisor 
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 
April 28, 2022 Initial Meeting – Review charter; craft Team Vision and 

Values; introduce purpose of team 
May 12, 2022 Infant Mortality Disparity Data Review; SDOH (Education 

Access and Quality and Economic Stability) Barrier 
Identification 

June 9, 2022 SDOH (Neighborhood and Built Environment and 
Healthcare Access and Quality) Barrier Identification; 
Initial Plan Submission Review 

July 14, 2022 Monthly meeting 
August 11, 2022 Monthly meeting 
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September 8, 2022 Monthly meeting 
October 13, 2022 Monthly meeting 
November 10, 2022 Monthly meeting 
December 8, 2022 Monthly meeting 

 

C. Health Equity Task Force 
The Health Equity Task Force includes CHD staff and representatives from 
various organizations that provide services to address various 
SDOH. Recruitment was facilitated using promotional flyers requesting 
participation from a broad spectrum of partners. The Health Equity Task Force 
promotional flyer is included in Appendix B. Members of this Task Force brought 
their knowledge about community needs and SDOH. Collaboration within this 
group addresses upstream factors to achieve health equity. The Health Equity 
Task Force Charter was created and reviewed with the team; this charter is 
reviewed on an annual basis. See Appendix C for the Health Equity Task Force 
Charter. The Health Equity Task Force wrote the Polk Health Equity Plan and 
oversaw the design and implementation of projects. Health Equity Taskforce 
members are listed below. 

Name Title Organization Social Determinant 
of Health 

Chantale Jones Health Equity 
Liaison  

FDOH-Polk Health 

Taylor Freeman Public Health 
Planning Manager 

FDOH-Polk Health 

Jenna Levine  Director of Public 
Health Planning 

FDOH-Polk Health 

Paula Mims LWVPolk 
Healthcare Action 
Team Chair 

League of Women 
Voters of Polk 
County 

Social Cohesion 

Dr. Lynn Marshall President Melanin Families 
Matter 

Social Cohesion 

Tonya Akwetey Community 
Outreach Manager 

Healthy Start 
Coalition of Polk, 
Hardee, and 
Highlands Counties 

Maternal Child Health 

Ana Rivera President Puerto Rican 
Hispanic Chamber 
of Commerce 

Business 
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Lauren Springfield Community Health 
Program Manager 

Lakeland Regional 
Health 

Health 

Kathleen Wright Curriculum 
Development 
Specialist 

Florida Virtual 
School 

Education 

Julia Davis Senior 
Transportation 
Planner 

Polk County TPO Transportation 

Gregory Scott Senior 
Transportation 
Planner 

Polk County TPO Transportation 

Amy Wiggins President & CEO Lakeland Chamber 
of Commerce 

Business 

Allison Bates Team Coordinator Age Friendly 
Lakeland 

Social Cohesion 

Tara Watson Team Coordinator Polk Vision Social Cohesion 
Kim Long Executive Director Polk Vision Social Cohesion 
Hailee Cornett  Tobacco Policy 

Manager 
CivCom, Tobacco 
Free Polk 

Substance Misuse 

Heather Earl Safety Manager Disney Social Cohesion 
Eva Villas-Boas Polk County 

Program 
Coordinator 

Family Healthcare 
Foundation 

Access to Services 

Holly Vida Director of 
Marketing and 
Community 
Relations 

Central Florida 
Health Care 

Health 

Kristen Smith Polk County 
Community 
Outreach 
Coordinator 

BayCare Health 
Systems 

Health 

Sarah Hawkins Community Health 
Program Manager 

AdventHealth Health 

Joy Johnson Health and Human 
Services Relations 
Administrator 

Polk County BOCC 
Health and Human 
Services 

Health 

Brenda Luna Healthcare 
Navigator 

Family Healthcare 
Foundation 

Access to Services 

Londa Brown Director of Patient 
Services 

LVIM Health 

Darling St. Jean Administrator Total Life Health 
Center 

Health 
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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. 

Meeting Date Topic/Purpose 
May 31, 2022 Initial Meeting – Create charter; introduce purpose of 

team, Vision, and Values; review infant mortality data 
June 27th, 2022 Monthly meeting 
July 26th, 2022 Monthly meeting 
August 23rd, 2022 Monthly meeting 
September 29th, 2022 Monthly meeting 
October 27th, 2022 Monthly meeting 
November 28th, 2022 Monthly meeting 
December 27th, 2022 Monthly meeting 

 
 

D. Coalition 
The Coalition discussed strategies to improve the health of the community. The 
strategies focused on the social determinants of health: education access and 
quality, health care access and quality, economic stability, social and community 
context, and neighborhood and built environment. Membership includes 
community leaders working to address each SDOH, as well as any relevant sub-
SDOHs. The Coalition assisted the Health Equity Task Force by reviewing their 
Health Equity Plan for feasibility. See Appendix D for a list of Coalition members. 

 

E. Regional Health Equity Coordinators 
There are eight Regional Health Equity Coordinators. These coordinators 
provide the Health Equity Liaison, Health Equity Team, and Health Equity Task 
Force with technical assistance, training, and project coordination. 

 
Name Region Expertise 
Carrie Rickman Emerald Coast  
Quincy Wimberly Capitol  
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Ida Wright North Central  
TBA Northeast  
Rafik Brooks West  
Lesli Ahonkhai Central Faith-Based Engagement 
TBA Southwest  
TBA Southeast  
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V. HEALTH EQUITY ASSESSMENT, 
TRAINING, AND PROMOTION 

A. Health Equity Assessments 
This segment of the plan will be completed once the Health Equity Assessment is 
approved by Central Office. 

To improve health outcomes in Florida, it is critical to assess the knowledge, 
skills, organizational practices, and infrastructure necessary to health inequities. 
Health equity assessments are needed to achieve the following: 

• Establish a baseline measure of capacity, skills, and areas for improvement 
to support health equity-focused activities  

• Meet Public Health Administration Board (PHAB) Standards and Measures 
11.1.4A which states, “The health department must provide an assessment 
of cultural and linguistic competence.” 

• Provide ongoing measures to assess progress towards identified goals 
developed to address health inequities  

• Guide CHD strategic, health improvement, and workforce development 
planning 

• Support training to advance health equity as a workforce and organizational 
practice 

Polk County conducted a health equity assessment to examine the capacity and 
knowledge of FDOH - Polk staff and county partners to address social 
determinants of health. Below are the dates assessments were distributed and 
the partners who participated.  

 

 
 

Date Assessment Name Organizations 
Assessed 

https://www.phaboard.org/wp-content/uploads/2019/01/PHABSM_WEB_LR1.pdf
https://www.phaboard.org/wp-content/uploads/2019/01/PHABSM_WEB_LR1.pdf
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   Findings from assessment shall be 
defined in this chart once process is 
begun 

  

 

B. County Health Equity Training 
This segment of the plan will be completed once the Health Equity Assessment is 
approved by Central Office and facilitated for Polk by FDOH – Polk’s Health 
Equity Team.  

Assessing the capacity and knowledge of health equity, through the (assessment 
name), 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 

   Trainings will be defined in this chart 
after the completion of the Health 
Equity Assessment 

  

 
C. County Health Department Health Equity Training 

This segment of the plan will be completed once the Health Equity Assessment is 
approved by Central Office and facilitated for Polk by FDOH – Polk’s Health 
Equity Team.  

 

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

Date Topics Number of Staff in 
Attendance 

   Trainings will be defined in this chart 
after the completion of the Health 
Equity Assessment and the completion 
of the Polk Workforce Development 
Plan 

  

 

D. Health Equity Liaison Training 
The Office of Minority Health and Health Equity and the Health Equity Regional 
Coordinator provide training and technical support to the Health Equity 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 Health Equity Liaison training is recorded 
below. 

Date  Topics 

 1/25/2022 Cultural Competency and Health Equity Training; Facilitator: Venise 
White 

• Taylor Freeman and Jenna Levine 

 3/18/2022 Clearpoint Training; Facilitator Robert Messineo 

• Taylor Freeman 
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E. National Minority Health Month Promotion 

On Thursday, April 28th, 2022, Polk Vision hosted their annual State of the 
County event at Polk State College’s Center for Public Safety. This event is 
a multi-faceted update on the unprecedented circumstances facing Polk 
County and our communities. The State of the County 2022 event featured 
speakers from Polk County Board of County Commissioners, Polk County’s 
County Manager, Polk County Public Schools School Board, the 
Superintendent of Polk County Public Schools, and the Director of the 
Florida Department of Health in Polk County. There were 255 individuals 
representing a diverse cross-sector of agencies, including government 
representatives, business partners, representatives from the school 
system, social service agencies, and representatives of Polk’s hospital and 
healthcare systems. See Appendix E for a 2022 State of the County 
participant list. Two electronic billboard promotions were advertised in 
Lakeland/Highland City and Winter Haven to increase community 
participation and engagement. Dr. Jackson, Director of DOH – Polk, 
presented on population growth, social determinants of health, and leading 
causes of death, all through a health equity lens. Participation and 
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membership in the Polk County Health Equity Task Force was promoted 
throughout the event and through email channels following the event. 
Although the event was held live, Polk Government Television (PGTV) was 
present and filmed the entire event. The event was livestreamed on 
PGTV’s social media and is also archived on their YouTube channel so that 
partners can continue to share the recording of the event.  
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VI. PRIORITIZING A HEALTH DISPARITY 

The Health Equity Team identified and reviewed health disparities data in Polk 
County. Data was pulled from multiple sources including FLHealth CHARTS, 
Bureau of Vital Statistics, US Bureau of the Census, HealthyPeople 2030, etc. 

The following health priorities were identified in Polk County in 2020: Behavioral 
Health, Access to Care, Exercise, Nutrition and Weight, and Infant Mortality. 
Analyzing the results of the consensus-based prioritization workshop utilized 
during the 2020 Community Health Assessment, the Health Equity Team decided 
to work on infant mortality in the Health Equity Plan. Data concerning infant 
mortality is below. 
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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 infant 
mortality. They are listed below.  
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A. Education Access and Quality  

• Education Access and Quality data for Polk County 
Individuals 25 Years and over with No High School Diploma by Race 

 
Data Source: US Bureau of the Census, American Community Survey, accessed via FLHealth CHARTS 

In 2019, the percentage of individuals 25 years and over with no high school 
diploma in Polk County was 15.0% compared to Florida at 11.8%. The percentage of Black 
individuals 25 years and over in Polk County with no high school diploma was 17.8% 
compared to white individuals at 13.9%. The line graph that the percentage of the population 
without a high school diploma or equivalent is decreasing for all populations despite the 
disparities present. Lack of a high school diploma impacts infant mortality greatly. According to 
Healthy People 2030, studies have shown that infants born to mothers without a high school 
diploma are twice as likely to die before their first birthday when compared to infants born to 
mothers with a college degree. To improve infant mortality, Polk County is addressing racial 
disparities related to achieving a high school diploma. 
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Individuals 25 Years and over with No High School Diploma by 

Ethnicity 

  
Data Source: US Bureau of the Census, American Community Survey, accessed via FLHealth CHARTS 

In 2019, the percentage of individuals 25 years and over with no high school 
diploma in Polk County was 15.0% compared to Florida at 11.8%. The percentage of Hispanic 
individuals 25 years and over in Polk County with no high school diploma was 26.9% 
compared to non-Hispanic individuals at 10.8%. The line graph that the percentage of the 
population without a high school diploma or equivalent is decreasing for all populations despite 
the disparities present. Lack of a high school diploma impacts infant mortality greatly. 
According to Healthy People 2030, studies have shown that infants born to mothers without a 
high school diploma are twice as likely to die before their first birthday when compared to 
infants born to mothers with a college degree. To improve infant mortality, Polk County is 
addressing ethnic disparities related to achieving a high school diploma. 

• The impact of education access and quality on infant mortality  
 

Education Access and Quality 
SDOH Vulnerable 

Populations 
Impacted 

How the SDOH Impacts Infant Mortality 

Literacy Populations 
with lower 

Lower educational attainment is associated with lower 
health literacy. Low health literacy is related to late or no 
entry into prenatal care. 
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educational 
attainment 

Language Non-English 
speakers 

Related to late or no entry of women into prenatal care. 

Early 
Childhood 
Development 

Infants 
Racial and 
ethnic minorities 

Infants born to women with less than a high school 
diploma have roughly twice the probability of dying in the 
first year of life when compared to infants born to a 
woman with a college degree. 
Women with higher levels of education have decreased 
risk of preterm birth, low birth weight, and respiratory 
distress/  

 

Source: https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-
health/interventions-resources  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources
https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources
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B. Economic Stability 

 
• Economic stability data for Polk County 

Median Household Income by Race 

  
Data Source: US Bureau of the Census, American Community Survey, accessed via FLHealth CHARTS 

In 2019, the median household income in Polk County was $50,584.00 compared to Florida 
at $55,660.00. The median household income among the Black population in Polk County was 
$38,295.00 compared to the white population at $52,709.00. The line graph shows change 
over time. According to Healthy People 2030, studies have shown that families living with less 
than sufficient household incomes are associate with an increased risk of preterm birth and an 
increased percentage of women who receive late/no prenatal care. To improve infant mortality, 
Polk County is addressing racial disparities related to household income. 
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Median Household Income by Ethnicity 

  
Data Source: US Bureau of the Census, American Community Survey, accessed via FLHealth CHARTS 

In 2019, the median household income in Polk County was $50,584.00 compared to Florida 
at $55,660.00. The median household income among the Hispanic population in Polk County 
was $45,703.00 compared to the non-Hispanic population at $54,046.00. The line graph 
shows change over time. According to Healthy People 2030, studies have shown that families 
living with less than sufficient household incomes are associate with an increased risk of 
preterm birth and an increased percentage of women who receive late/no prenatal care. To 
improve infant mortality, Polk County is addressing ethnic disparities related to household 
income. 
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Families Below Poverty Level by Race 

  
Data Source: US Bureau of the Census, American Community Survey, accessed via FLHealth CHARTS 

In 2019, the percentage of families below the poverty level in Polk County 
was 11.7% compared to Florida at 10.0%. The percentage of Black families below the poverty 
level was 19.7% compared to white families at 10.3%. The line graph shows change over time. 
According to Healthy People 2030, studies have shown that families living with less than 
sufficient household incomes are associate with an increased risk of preterm birth and an 
increased percentage of women who receive late/no prenatal care. To improve infant mortality, 
Polk County is addressing racial disparities related to household income. 
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Families Below Poverty Level by Ethnicity 

  
Data Source: US Bureau of the Census, American Community Survey, accessed via FLHealth CHARTS 

In 2019, the percentage of families below the poverty level in Polk County 
was 11.7% compared to Florida at 10.0%. The percentage of Hispanic families below the 
poverty level was 19.1% compared to non-Hispanic families at 8.0%. The line graph shows 
change over time. According to Healthy People 2030, studies have shown that families living 
with less than sufficient household incomes are associate with an increased risk of preterm 
birth and an increased percentage of women who receive late/no prenatal care. To improve 
infant mortality, Polk County is addressing ethnic disparities related to household income. 

• The impact of economic stability on infant mortality 

 
Economic Stability 

SDOH 
Vulnerable 

Populations 
Impacted 

How the SDOH Impacts Infant Mortality 

Employment Families living in 
poverty 
R/E Minorities 

Unemployment is associated with a significantly 
increased risk of death, in general. Unemployment is 
also associated with a higher risk of poor birth outcomes, 
such as preterm birth or babies born at a Low Birth 
Weight. 

Income Families living in 
poverty 
R/E Minorities 

Families living with less than sufficient household 
incomes are associated with poorer overall health and 
higher household admission rates to the hospital/ER. 
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Expenses Families living in 
poverty 
R/E Minorities 

Families living with less than sufficient household 
incomes are associated with poorer overall health and 
higher household admission rates to the hospital/ER. 

Debt Families living in 
poverty 
R/E Minorities 

Families living with less than sufficient household 
incomes are associated with poorer overall health and 
higher household admission rates to the hospital/ER. 

Medical Bills Families living in 
poverty 
R/E Minorities 

Families living with less than sufficient household 
incomes are associated with poorer overall health and 
higher household admission rates to the hospital/ER. 

Hunger Families living in 
poverty 
R/E Minorities 
Rural 
Communities 

Households with greater food insecurity have a higher 
risk of poor health outcomes, infant mortality, and young 
child mortality. 

  

Source: https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-
health/interventions-resources  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources
https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources
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C. Neighborhood and Built Environment 
 

 

• Neighborhood and built environment data for Polk County 

 
 

The percentage of owner-occupied housing units is the percentage of housing united that are 
being lived in by their owners. A housing unit is considered “owner-occupied” if the owner of 
co-owner lives in the unit, even if this housing unit is mortgaged or not fully paid for. A housing 
unit may be a house, apartment, mobile home, group of rooms, or a single room. Owner-
occupied housing is a measure of well-being and neighborhood stability. 

 

 

 

 

 

 

 

 

 



 
DOH - Polk 
Health Equity Plan 

 

 31 

Owner-Occupied Housing Units by Race 

  
Data Source: US Bureau of the Census, American Community Survey, accessed via FLHealth CHARTS 

In 2019, the percentage of owner-occupied housing units in Polk County was 68.9% compared 
to Florida at 65.4%. The percentage of owner-occupied housing units among the Black 
population in Polk County is 49.9% compared to 72.5% of the White population. The line graph 
shows change over time. According to Healthy People 2030, studies have shown moving 
multiple times in one year is associated with a reduced likelihood to seek out primary care and 
is also associated with negative health outcomes. Furthermore, mothers who struggle with 
housing instability are more likely to give birth to preterm and low birthweight babies. To 
improve infant mortality, Polk County is addressing racial disparities related to housing. 
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Owner-Occupied Housing Units by Ethnicity 

  
Data Source: US Bureau of the Census, American Community Survey, accessed via FLHealth CHARTS 

In 2019, the percentage of owner-occupied housing units in Polk County was 68.9% compared 
to Florida at 65.4%. The percentage of owner-occupied housing units among the Hispanic 
population in Polk County is 57.7% compared to 75.2% of the Non-Hispanic population. The 
line graph shows change over time. According to Healthy People 2030, studies have shown 
moving multiple times in one year is associated with a reduced likelihood to seek out primary 
care and is also associated with negative health outcomes. Furthermore, mothers who struggle 
with housing instability are more likely to give birth to preterm and low birthweight babies. To 
improve infant mortality, Polk County is addressing ethnic disparities related to housing. 
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Age-Adjusted Deaths from Nutritional Deficiencies by Race 

  
Data Source: US Bureau of the Census, American Community Survey, accessed via FLHealth CHARTS 

In 2020, the age-adjusted death rate per 100,000 of the population of Deaths from Nutritional 
Deficiencies was 5.1 compared to Florida at 2.3. The rate of Deaths from Nutritional 
Deficiencies among the Black population was 12.2 compared to a rate of 4.6 among the White 
population. The line graph shows change over time. This data indicates that there is a portion 
of Polk County’s population that is food insecure. According to Healthy People 2030, studies 
have shown that adults who are food insecure are at a higher risk for a variety of negative 
health outcomes such as obesity and other chronic illnesses. Furthermore, mothers who 
struggle with food insecurity are more likely to give birth to preterm and low birthweight babies. 
Inadequate nutrition can also increase the risk of birth defects. To improve infant mortality, 
Polk County is addressing racial disparities related to food insecurity. 
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Age-Adjusted Deaths from Nutritional Deficiencies by Ethnicity 

  
Data Source: US Bureau of the Census, American Community Survey, accessed via FLHealth CHARTS 

In 2020, the age-adjusted death rate per 100,000 of the population of Deaths from Nutritional 
Deficiencies was 5.1 compared to Florida at 2.3. The rate of Deaths from Nutritional 
Deficiencies among the Hispanic population was 2.9 compared to a rate of 5.3 among the 
Non-Hispanic population. The line graph shows change over time. This data indicates that 
there is a portion of Polk County’s population that is food insecure. According to Healthy 
People 2030, studies have shown that adults who are food insecure are at a higher risk for a 
variety of negative health outcomes such as obesity and other chronic illnesses. Furthermore, 
mothers who struggle with food insecurity are more likely to give birth to preterm and low 
birthweight babies. Inadequate nutrition can also increase the risk of birth defects. To improve 
infant mortality, Polk County is addressing ethnic disparities related to food insecurity. 

• The impact of neighborhood and built environment on infant mortality 
 

Neighborhood and Built Environment 

SDOH 
Vulnerable 

Populations 
Impacted 

How the SDOH Impacts Infant Mortality 

Housing Families living in 
poverty 
R/E Minorities 
Rural 
Communities 

Moving 3 or more times in 1 year is associated with 
negative health outcomes. Children who move more 
frequently are more likely to have chronic conditions 
and poor physical health. Women are less likely to enter 
into prenatal care if they are housing insecure. 

Transportation Families living in 
poverty 

Lack of access to public transportation options makes it 
difficult for expectant mothers and families to attend 
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R/E Minorities 
Rural 
Communities 

doctors appointments, pick up medications at the 
pharmacy, and get preventative care in a timely 
manner. 

Safety Families living in 
poverty 
R/E Minorities 
Rural 
Communities 

Children and adolescents repeatedly exposed to crime 
and violence are at greater risk for poor physical and 
behavioral health outcomes. Women exposed to 
intimate partner violence have an increased of physical 
and behavioral health issues. 

Access to 
nutritional food 

Families living in 
poverty 
R/E Minorities 
Rural 
Communities 

Lack of affordable housing options often places families 
in areas that are further away from affordable food 
options, sometimes even located within a food desert. 
Access to healthy foods has a great impact on the 
quality of a woman’s health during pregnancy and the 
development of a child when in utero. 

Childcare Cost Families living in 
poverty 
R/E Minorities 
 

Childcare costs are high and take a significant portion of 
a family’s income. This income could be used to 
improve housing, neighborhoods, and support the 
family in a multitude of ways. 
Availability of childcare vouchers and assistance is low 
because the thresholds are difficult to meet for families. 

  

Source: https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-
health/interventions-resources  

D. Social and Community Context 
 

 

• Social and community context data for Polk County 
Information regarding this indicator will be updated within the plan as data from 
reliable sources becomes available. 

https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources
https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources
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• The impact of social and community context on infant mortality 
 

Social and Community Context 

SDOH 
Vulnerable 

Populations 
Impacted 

How the SDOH Impacts Infant Mortality 

Support 
Systems 

Families living in 
poverty 
R/E Minorities 
Rural 
Communities 

High levels of social support can help to positively 
influence health outcomes, i.e. sticking to a healthy diet 
or reducing emotional stress. 

Community 
Engagement 

Families living in 
poverty 
R/E Minorities 
Rural 
Communities 

Involvement in one’s community is associated with 
better emotional health, lower rates of neighborhood 
violence, and increased access to health-enhancing 
resources. 

Discrimination R/E Minorities 
 

Dealing with discrimination may lead to chronic stress 
which can prompt negative health outcomes for a 
woman and her children. In a Polk County survey 
facilitated by Melanin Families Matter, it was found that 
the majority of women surveyed had experienced 
racism in a healthcare setting which delayed the onset 
of care. 

Stress Families living in 
poverty 
R/E Minorities 
Rural 
Communities 

Maternal stress has been associated with poor birth 
outcomes, including preterm birth and low birthweight.  
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E. Health Care Access and Quality 
 

 

• Health care access and quality data for Polk County 
Adults with a Personal Doctor by Race & Ethnicity 

  
Data Source: US Bureau of the Census, American Community Survey, accessed via FLHealth CHARTS 

In 2019, the percentage of adults who have a personal doctor in Polk County 
was 72.2% compared to Florida at 72%. The percentage of Black adults who have a personal 
doctor was 76.7%, compared to white adults at 74.4%, and Hispanic adults at 60.5%. The line 
graph shows change over time. According to Healthy People 2030, studies have shown that 
adults who have a personal doctor are more likely to receive medical care from their physician 
and less likely to access the hospital or ER for medical care. Additionally, women who have a 
personal doctor are more likely to enter into prenatal care earlier in their pregnancy, reducing 
risk factors related to infant mortality. To improve infant mortality, Polk County is addressing 
racial and ethnic disparities related to healthcare access and quality. 



 
DOH - Polk 
Health Equity Plan 

 

 38 

Adults with Health Insurance by Race & Ethnicity 

  
Data Source: US Bureau of the Census, American Community Survey, accessed via FLHealth CHARTS 

In 2019, the percentage of adults with health insurance in Polk County was 81.7% compared 
to Florida at 84.2%. The percentage of Black adults with health insurance was 82.4%, 
compared to white adults at 84.4%, and Hispanic adults at 69.5%. The line graph shows 
change over time. According to Healthy People 2030, studies have shown that adults who 
have a with health insurance are more likely to receive medical care from their physician and 
less likely to access the hospital or ER for medical care. Additionally, women who have a 
personal doctor are more likely to enter into prenatal care earlier in their pregnancy, reducing 
risk factors related to infant mortality. To improve infant mortality, Polk County is addressing 
racial and ethnic disparities related to healthcare access and quality. 
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Adults who could not see a doctor in the past year due to cost by 
Race & Ethnicity 

  
Data Source: US Bureau of the Census, American Community Survey, accessed via FLHealth CHARTS 

In 2019, the percentage of adults who could not see a doctor in the past year due to 
cost in Polk County was 19.8% compared to Florida at 16%. The percentage of Black adults 
who could not see a doctor in the past year due to cost in Polk County was 23.6%, compared 
to white adults at 15.7%, and Hispanic adults at 30.8%. The line graph shows change over 
time. According to Healthy People 2030, studies have shown that adults who have a personal 
doctor are more likely to receive medical care from their physician and less likely to access the 
hospital or ER for medical care. Additionally, women who have a personal doctor are more 
likely to enter into prenatal care earlier in their pregnancy, reducing risk factors related to infant 
mortality. To improve infant mortality, Polk County is addressing racial and ethnic disparities 
related to healthcare access and quality. 

• The impact of health care access and quality on infant mortality 

 

Health Care Access and Quality 

SDOH 
Vulnerable 

Populations 
Impacted 

How the SDOH Impacts Infant Mortality 

Health 
Coverage 

Uninsured  
Families living in 
poverty 
R/E Minorities 

Uninsured adults are less likely to receive 
preventative services for chronic conditions. Out of 
pocket medical costs often have individuals forgo 
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care. Women who do not have health coverage are 
less likely to enter into prenatal care. 

Provider 
Linguistic and 
Cultural 
Competency 

Uninsured  
Families living in 
poverty 
R/E Minorities 
Families with 
English as a 
second 
language 

Families who do not feel like their provider 
understand their language or culture are less likely to 
engage in preventative or prenatal services. 

Provider 
Availability 

Uninsured  
Families living in 
poverty 
R/E Minorities 

Limited provider availability increases long wait times 
and lack of appointment availability. Polk County is a 
provider shortage area for primary, dental, and 
Behavioral Health providers.  

Quality of Care Uninsured  
Families living in 
poverty 
R/E Minorities 

Many health care resources are more prevalent in 
communities where residents have health coverage of 
some sort. Many doctors do not accept Medicaid 
patients which limits that provider choices available to 
women enrolled in Medicaid. 

 
Source: https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-
health/interventions-resources  

  

https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources
https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources
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VIII. SDOH PROJECTS 

The Health Equity Liaison recruited and engaged members across the county, 
including government agencies, nonprofits, private businesses, and community 
organizations, to join the Health Equity Task Force. The Health Equity Liaison 
took into consideration the prioritized health disparity and the impactful SDOHs 
identified by the Health Equity Team during recruitment. 

A. Data Review 
The Health Equity Task Force reviewed data, including health disparities and 
SDOHs provided by the Health Equity Team. The Health Equity Task Force also 
researched evidence-based and promising approaches to improve the identified 
SDOHs. The Health Equity Task Force considered the policies, systems and 
environments that lead to inequities. 

B. Barrier Identification 
Members of the Health Equity Task Force worked collaboratively to identify their 
organizations’ barriers to fully addressing the SDOHs relevant to their 
organization’s mission. Common themes were explored as well as collaborative 
strategies to overcome barriers. 

This activity will be completed with the Health Equity Task Force during the 
meeting on June 27, 2022. 

Partners SDOH Partner Barriers Theme Collaborative Strategies 

     Barriers will be 
identified during 
the Health Equity 
Task Force June 
2022 meeting 

  Collaborative strategies will 
be identified during the Health 
Equity Task Force June 2022 
meeting 
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C. Community Projects 
The Health Equity Task Force researched evidence-based strategies to 
overcome the identified barriers and improve the SDOH that impact the 
prioritized health disparity. The Health Equity Task Force used this information to 
collaboratively design community projects to address the SDOHs. During project 
design, the Health Equity Task Force 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.   

Health Care Access and Quality Projects 

One project the Polk County Health Equity Task Force was able to initiate is 
called Moms with Monitors. The Project has been coordinated and aligned with 
the efforts of the League of Women Voters of Polk County (LWVP Polk). This 
program is designed to provide blood pressure monitors to women who are at 
risk of pre-term births and maternal mortality. DOH – Polk providers will provide 
these prenatal patients with monitor cuffs if they are struggling with obesity, 
chronic hypertension, diabetes, etc., while pregnant and educate patients on how 
to regularly check their blood pressure. Educational literature and materials will 
also be provided for the patient to take home with them. The practicing physician 
will advise the patient to take their blood pressure twice a day and report the 
readings to the provider each Friday, allowing the physician to collect data and to 
determine the appropriate action for each patient. Appropriate actions include: 
bed rest, medical intervention, and no intervention. An objective was crafted to 
guide the initial implementation of this project: By June 30, 2023, distribute 100 
blood pressure monitors to DOH – Polk prenatal patients (baseline: 0 blood 
pressure monitors distributed). The implementation plan for this project can be 
found in Appendix F.  
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IX. HEALTH EQUITY PLAN OBJECTIVES  

A. Infant Mortality 
• Infant Mortality: By December 31, 2025, reduce the three-year rolling average of 

the Black infant mortality rate from 13.1 (2017-2019) to 10.0 per 1,000 live births 
(FLHealth CHARTS).  

• Promote safe sleep practices.  

 

 

Lead 
Entity 

and Unit 

Lead 
Point 

Person 

Data 
Source 

Baseline 
Value 

Target 
Value 

Plan 
Alignment 

Long-Term SDOH Goal: Improve access to health services 

Objective: By 
December 31, 
2025, reduce the 
number of sleep-
related infant 
deaths from 11 
(2019) to less than 
10 sleep-related 
deaths. 

 Polk 
County 
Safe 
Sleep 
Task 
Force 

Tonya 
Akwetey 

 FIMR 
death 
certificate 
review 

 11  9  2021 – 
2025 
Polk 
County 
CHIP – 
Objective 
2.1.1; 
2019 – 
2022 
Polk 
Strategic 
Plan – 
Objective 
1.1.1 

Medium-Term SDOH Goal: Improve access to health services 

Objective: By 
September 30, 
2022, reduce the 

 Polk 
County 

Tonya 
Akwetey 

FIMR 
death 

11 9 2021 – 
2025 
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number of sleep-
related infant 
deaths from 11 
(2019) to less than 
10 sleep-related 
deaths. 

  

Safe 
Sleep 
Task 
Force 

certificate 
review 

Polk 
County 
CHIP – 
Objective 
2.1.1; 
2019 – 
2022 
Polk 
Strategic 
Plan – 
Objective 
1.1.1 

 
• Promote breastfeeding initiation 

 
Lead 
Entity 

and Unit 

Lead 
Point 

Person 

Data 
Source 

Baseline 
Value 

Target 
Value 

Plan 
Alignment 

Long-Term SDOH Goal: Improve access to health services 

Objective: 
Objective: By 
December 31, 
2025, increase the 
percentage of 
mothers who 
initiate 
breastfeeding from 
83.3% (2019) to 
85.0%.  

 

 WIC Christine 
Smith 

FLHealth 
CHARTS 

83.3% 85.0% 2021 – 
2025 
Polk 
County 
CHIP – 
Objective 
2.1.2; 
2019 – 
2022 
Polk 
Strategic 
Plan – 
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Objective 
1.1.1 

Medium-Term SDOH Goal: Improve access to health services 

Objective: By 
September 30, 
2022, increase the 
percentage of 
mothers who 
initiate 
breastfeeding from 
83.3% (2019) to 
85.0%.  

  

 WIC Christine 
Smith 

FLHealth 
CHARTS 

83.3% 85.0% 2021 – 
2025 
Polk 
County 
CHIP – 
Objective 
2.1.2; 
2019 – 
2022 
Polk 
Strategic 
Plan – 
Objective 
1.1.1 

 
• Promote community advocacy and cohesion 

 
Lead 
Entity 

and Unit 

Lead 
Point 

Person 

Data 
Source 

Baseline 
Value 

Target 
Value 

Plan 
Alignment 

Long-Term SDOH Goal: Improve social and community context 

Objective: 
Objective: By 
December 31, 
2025, attend and 
participate in 80% 
of community 

 
Melanin 
Families 
Matter 

Lynn 
Marshall
, EdD 

Meeting 
minutes 
and sign 
in sheets 

100% 80% 2021 – 
2025 
Polk 
County 
CHIP – 
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advocacy 
meetings (2021 
baseline: 100% of 
meetings 
attended). 

 

Objective 
2.1.3; 
2019 – 
2022 
Polk 
Strategic 
Plan – 
Objective 
1.1.1 

Medium-Term SDOH Goal: Improve social and community context 

Objective: By 
September 30, 
2022, attend and 
participate in 80% 
of community 
advocacy 
meetings (2021 
baseline: 100% of 
meetings 
attended).  

  

 
Melanin 
Families 
Matter 

Lynn 
Marshall
, EdD 

Meeting 
minutes 
and sign 
in sheets 

100% 80% 2021 – 
2025 
Polk 
County 
CHIP – 
Objective 
2.1.3; 
2019 – 
2022 
Polk 
Strategic 
Plan – 
Objective 
1.1.1 

• Promote access to health services  

 
Lead 
Entity 

and Unit 

Lead 
Point 

Person 

Data 
Source 

Baseline 
Value 

Target 
Value 

Plan 
Alignment 

Long-Term SDOH Goal: Promote maternal health  
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Objective: By 
December 31, 
2025, reduce 
maternal mortality 
in Polk from 25.0 
per 100,000 
(2018-2020) to 
20.0 per 100,000 
through 
implementation of 
moms with 
monitors. 

 

 DOH-
Polk 

Dr. 
Bazley 

FL 
Health 
CHARTS 

25.0 per 
100,000 

20.0 per 
100,000 

2021 – 
2025 
Polk 
County 
CHIP; 
2019 – 
2022 
Polk 
Strategic 
Plan – 
Objective 
1.1.1 

Medium-Term SDOH Goal: Improve social and community context 

Objective: By 
December 31, 
2023, reduce 
maternal mortality 
in Polk from 25.0 
per 100,000 
(2018-2020) to 
23.0 per 100,000 
through 
implementation of 
moms with 
monitors. 

 

 DOH-
Polk 

Dr. 
Bazley 

FL 
Health 
CHARTS 

25.0 per 
100,000 

23.0 per 
100,000 

2021 – 
2025 
Polk 
County 
CHIP; 
2019 – 
2022 
Polk 
Strategic 
Plan – 
Objective 
1.1.1 
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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 Health Equity 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 Health Equity Liaison is responsible for gathering 
data and monitoring and reporting progress achieved on the goals and objectives 
of the Health Equity Plan, who will then submit any new activities or objectives 
onto ClearPoint once access is given by the State. At least quarterly, the Health 
Equity Liaison meets with the Health Equity Task Force to discuss progress and 
barriers. The Health Equity Liaison tracks and submits indicator values to the 
OMHHE within 15 days of the quarter end.  

Annually, the Health Equity 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 Health Equity Liaison and the Health Equity Task Force from these annual 
reports. The Health Equity Liaison then submits the completed report to OMHHE 
by June 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 
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XII. APPENDICES 

Appendices………………………………………………………………pg 48 – 75 

 Appendix A: DOH – Polk Health Equity Team Charter 

Appendix B: Health Equity Task Force Promotional Flyer 

Appendix C: Health Equity Task Force Charter 

 Appendix D: Health Equity Coalition Partnership List 

 Appendix E: 2022 State of the County Participant List 

 Appendix F: Moms With Monitors Project Implementation Plan 
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APPENDIX A: 
DOH – Polk Health Equity Team Charter  
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APPENDIX B: 
Health Equity Task Force Promotional Flyer  

English and Spanish versions 
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APPENDIX C: 
Health Equity Task Force Charter 
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APPENDIX D: 
Health Equity Coalition Partnership List 
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APPENDIX E: 
2022 State of the County Participant List 
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APPENDIX F: 
Moms With Monitors Project Implementation Plan 
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