
PINELLAS COUNTY  
COMMUNITY HEALTH IMPROVEMENT PLAN 2013-2017 

Access to Care Report Card  

Goal 
Objective 

(2013-2017) 
Data 

Source 
Baseline 

(Year) 
Current 

Rate 

Progress 
On Schedule  

Exceeding + 
Below Target - 

1.  Provide equal 
access to 
appropriate health 
care services and 
providers 

1.1.1: By Dec 31, 2017, decrease the 
percentage of Pinellas adults who are 
unable to access a health care 
provider due to cost from 16% to 
14.4%. 

BRFSS 16% (2010) 16.3% (2013) - 

1.2.1: By Dec 31, 2017, increase the 
number of trained Community Health 
Workers (CHWs) in Pinellas by 25% 
over baseline.   

Florida CHWC/
SPC 

17 (2013) 10 (2015) - 

1.3.1: By Dec 31, 2016, decrease the 
percentage of Pinellas adults who 
believe they would receive better 
medical care if they belonged to a 
different race/ethnic group from 7% to 
6.3%. 

BRFSS 7% (2010) 
Not collected in 
2013 BRFSS 

N/A 

2. Use health 
information 
technology to 
improve 
collaboration 
among providers 
and increase 
efficiency in 
services to 
consumers 

2.1.1 By Dec. 31, 2017, explore at 
least 2 data integration initiatives in 
Pinellas County.  

DOH-Pinellas 0 (2015) 2 (2016)  

3. Reduce infant 
mortality and 
morbidity 

3.1.1: By Dec 31, 2017, decrease the 
percentage of low-birth weight (less 
than 2,500 grams) infants in Pinellas 
from 8.9% (2010-2012) to 8%.     

Florida CHARTS 8.9% (2010-2012) 8.1% (2013-15)  

3.3.1: By Dec 31, 2017, reduce the 
infant mortality rate of Black infants in 
Pinellas from 13.9 per 1,000 live births 
to 11.5 per 1,000 live births.  
 
3.3.2: By Dec 31, 2017, reduce the 
infant mortality rate of Hispanic infants 
in Pinellas from 8.1 per 1,000 live 
births to 7.3 per 1,000 live births. 

Florida CHARTS 

13.9 per 10,000 
(2010-12) 
 
8.1 per 1,000 
(2010-12) 

12.8 per 1,000 
(2013-15) 
 
7.3 per 1,000 
(2012-14) 
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Access to Care Action Plan 

PINELLAS COUNTY  
COMMUNITY HEALTH IMPROVEMENT PLAN 2013-2017 

1.1.1: By Dec 31, 2017, decrease 

the percentage of Pinel las  adults  

who are unable to access  a  

health care provider due to cost 

from 16% (2010) to 14.4%.

1. Promote Direct Connect Partnership between 

PSTA and Uber to community partners  (including 

TD late shi ft).

2. Implement St. Petersburg Pol ice Dept. Mobi le 

Resource Bus  Connection.

1. PSTA

2. Healthy St. Pete

1. Uber, DOH-Pinel las

2. Foundation for a  Healthy St. 

Pete, DOH-Pinel las , SPPD

1.2.1: By Dec 31, 2017, increase 

the number of tra ined Community 

Health Workers  (CHWs) in 

Pinel las  by 25% over basel ine.  

1.3.1: By Dec 31, 2016, decrease 

the percentage of Pinel las  adults  

who bel ieve they would receive 

better medica l  care i f they 

belonged to a  di fferent 

race/ethnic group from 7% (2010) 

to 6.3%.

1. Implement Cultura l  & Linguis tic Competency 

Ini tiative

Tampa Bay Healthcare 

Col laborative

Col laborative Labs

USF Publ ic Health

2.Use health 

information 

technology to 

improve 

collaboration 

among providers 

and increase 

efficiency in 

services to 

consumers

2.1.1:  By Dec. 31, 2017, explore at 

least 2 data  integration 

ini tiatives  in Pinel las  County.

1. Identi fy providers  enrol led in Direct Trust and 

encourage i ts  use as  an HIE.

2. Implement electronic Pinel las  County Health 

Program appl ication and make avai lable at 

community partner organizations .

1. DOH-Pinel las

2. Pinel las  County 

Human Services

1. USF Health 

2. DOH Pinel las , hospita ls , 

community organizations

3.1.1: By Dec 31, 2017, decrease 

the percentage of low-birth 

weight (less  than 2,500 grams) 

infants  in Pinel las  from 8.9% 

(2010-2012) to 8%.    

1. Implement Figuring i t Out for the Chi ld.

2. Use Feta l  Infant Morta l i ty Review data  to 

identi fy trends  and educate women of 

chi ldbearing age in Pinel las .

1. USFSP

2. Healthy Start

1. CHCP, DOH-Pinel las , Healthy 

Start, Mt. Zion

2. FIMR Partners

3.3.1: By Dec 31, 2017, reduce the 

infant morta l i ty rate of Black 

infants  in Pinel las  from 13.9 per 

1,000 l ive bi rths  (2010-2012) to 

11.5 per 1,000 l ive bi rths . 

3.3.2: By Dec 31, 2017, reduce the 

infant morta l i ty rate of Hispanic 

infants  in Pinel las  from 8.1 per 

1,000 l ive bi rths  (2010-2012) to 7.3 

per 1,000 l ive bi rths .

1. Bui ld Florida  Healthy Babies  Task Force. DOH-Pinel las IFMHC, JWB, JCACH, Healthy Start

3. Reduce infant 

mortality and 

morbidity

Coordinating 

Agency
Partner Agencies

1. Provide equal 

access to 

appropriate health 

care services and 

providers

Goal
Objective

(2013-2017)

Key Activities

(2016-2017)

Strategy met: http://flcerti ficationboard.org/certi fications/certi fied-community-health-worker-cchw/


