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Letter to the Community
Dear Southern Nevada Community,

It is with great pleasure that we present the 
2022 Southern Nevada Community Health 
Improvement Plan (CHIP)  This CHIP is 
the result of a community-wide strategic 
planning process aimed at coordinating 
efforts to make the biggest impact on 
the health of our community  More 
importantly, it is a blueprint for community 
action to guide us as individuals, 
organizations, and systems 

Creating and maintaining a healthy and 
safe Southern Nevada is a collective 
undertaking that will require a continued 
commitment to serve and support each 
other  This CHIP represents a path toward 
measurable improvements for the health of 
Southern Nevada’s community  The process 
of developing this plan has strengthened 
partnerships that will continue to support 
and sustain these efforts  Improving 
the community’s health is the collective 
responsibility of all agencies; with these 
long-term goals in place, our CHIP is the 
community’s commitment to actively 
pursue opportunities to work together to 

improve the health of the Southern  
Nevada community 

Over the past two years, a diverse group of 
partners working across multiple sectors 
have collaborated to conduct assessments 
and construct plans to target our most 
critical public health issues  Through their 
efforts have identified the following as 
strategic issues that must be targeted to 
move us closer to our vision of a healthy 
Southern Nevada:

•  Promoting health by increasing  
healthy behaviors that contribute  
to chronic disease prevention.

• Ensuring access to healthcare  
and human services for all  
residents in our community.

•  Improving access to a robust  
and efficient multimodal 
transportation system.

•  Promoting health through  
informed policy making and 
appropriately funding the  
local public health system.

Over the past several months, health 
department staff, subject matter experts, 
and community partners collaborated on 
developing actionable goals, objectives, and 
strategies for making tangible progress in 
these areas over the next five years 

I offer my sincere gratitude and 
appreciation to the many organizations and 
individuals who shaped this plan and are 
putting it in action  I look forward to our 
journey as we work together to increase 
the opportunities for a healthier life for all 
Southern Nevada residents 

Sincerely,

Fermin Leguen, MD, MPH
District Health Officer
Southern Nevada Health District
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Executive Summary

In 2020-2021, the Southern Nevada Health 
District coordinated the Community 
Health Assessment (CHA), a systematic 
overview of health status indicators in a 
given population that is used to identify 
key problems and assets in a community 
that can be used to prioritize health 
issues and develop an action plan  The 
CHA was completed in collaboration 
with community partners such as local 
hospitals, non-profit organizations, and 
universities  Using the Mobilizing for 
Action through Planning and Partnerships 
(MAPP) model as a guiding framework, 
results from the CHA were examined in 
reference to Forces of Change Assessment, 
Local Public Health System Assessment, 
and Community Themes and Strengths 
Assessment  These reports are available at 
www.healthysouthernnevada.org. 

The goal of the 
CHIP is to address 
public health 
priorities, develop 
and implement 
strategies for action, 
and establish 
accountability. 

From 2021-2022, subject matter experts 
from academic institutions, community-
based organizations, local health 
departments and agencies across 
the region worked in collaboration to 
identify four priority areas—chronic 
disease, access to care, transportation, 

and funding—and related goals and 
objectives presented in this Community 
Health Improvement Plan (CHIP) 
This Southern Nevada CHIP is critical for 
creating the roadmap of strategies and 
actions to systematically address the top 
health priorities in our community  The 
goal of the CHIP is to address the public 
health priorities based on the results 
of the CHA, develop and implement 
strategies for action, and establish 
accountability  Its priorities and actions 
are a guide for organizational level 
strategic plans across sectors, allowing 
the region to track progress, celebrate 
achievements, and change course as 
the work unfolds in order to adapt to 
shifting needs, priorities, and extenuating 
circumstances 
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Southern Nevada  
Community Values

Vision: Healthy People in Healthy Communities—Working Together  
to Improve Health and Insure Health Equity in Southern Nevada

Community Engagement Health

Education Environment

• A community in which all segments of the 
populations are involved, as illustrated by 
volunteerism, engagement in education, public/
private partnerships, increased social capital and 
participation in public dialog 

• A community supported by visionary 
leadership, both public and private 

•   A community where residents feel safe, have 
access to life-sustaining resources such as clean 

air and water, and reside in nurturing surroundings 
that meet their needs for self-respect, interaction with 

others, recreation and connection with nature 

• A community that values and respects the contributions 
of many cultures to the quality of life 

• A community that supports changes to the built environment 
that promote healthy, active lifestyles 

• A community that values education  
as illustrated by allocation of needed  
resources, high school graduation  
rates that equal or exceed national  
norms, and lifelong learning opportunities 

• A community where an educated workforce  
attracts diversified business and contributes  
to a strong, sustainable economy 

• A community where high quality mental and 
physical health care is accessible to all residents, 
including including individuals who are poor  

and underserved 

•   A community that recognizes the 
interaction of policies, systems, and the 

environment on health and supports 
public policies that promote health  
and prevent disease 
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2022-2025 CHIP
Priority Areas

Priority Area 1: 
Chronic Disease

Priority Area 2: 
Access to Care

Priority Area 3: 
Transportation

Priority Area 4: 
Funding

The CHIP chronic disease subcommittee recognized smoking, and 
tobacco use in general, as an important determinant of multiple 
chronic diseases and identified tobacco control efforts as a key 
mechanism for reducing the burden of chronic disease in the 
Southern Nevada community 

Promoting health equity through access and utilization of care is 
important as everyone has the right to be healthy  Health should not 
depend on the ZIP code, economic status, or an individual’s heritage, 
religion, and/or sexual orientation  Having access to care helps 
address disparities and it is the first step in creating a more 
equitable health system that improve the physical, social, and 
mental health for everyone in the community 

Reliable access to transportation can help increase employment 
rates, access to healthy foods, access to health care providers 
and facilities, and access to parks and recreation for a healthy 
lifestyle  The CHA identified the high cost of transportation, lack of 
access to transportation, and insufficient transportation funding as 
key areas to address 

Increasing public health funding is a necessary first step to 
improving key determinants of health such as reducing high 
unemployment rates, addressing high health care and transportation 
costs, increasing limited public resources, and improve opportunities 
to pursue educational goals  Accessible and transparent 
public health funding will facilitate the adoption and timely 
implementation of community health programs and services 

Southern Nevada Community Values

 Community Engagement
 Health
 Education
 Environment
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The CHIP was planned by various 
agencies and service-providers within 
Southern Nevada  They determined 
priority issues which, if addressed, could 
improve future outcomes, determined 
gaps in current programming and 
policies, examined best practices and 
solutions, and determined specific 
strategies to address priority issues   
We would like to recognize these 
individuals and thank them for their 
dedication to this process 
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Introduction

Vision
A collaborative plan begins with a shared 
vision  Partners identified the following 
vision to guide their efforts to promote 
health and optimal well-being for the 
Southern Nevada community:

Healthy People in Healthy Communities: 
Working together to improve health and 
ensure health equity in Southern Nevada

The Community Health 
Improvement Plan  
and its Purpose
As described by the CDC1,  the Community 
Health Improvement Plan (CHIP) can be 
described as “a long-term, systematic effort 
to address public health problems 

 1 Centers for Disease Control and Prevention (2018, July)  Community Health Assessments and Improvement Plans  
Retrieved from: https://www cdc gov/publichealthgateway/cha/plan html 

Las Vegas metro area ZIP codes

CHIP Purview
Clark County, Nevada

based on the results of community health 
assessment activities and the community 
health improvement process ”

The Southern Nevada CHIP is a collective 
workplan for the local public health system 
and community partners. For each priority 
area, subcommittees of subject matter 
experts convened to develop broad long-
reaching goals and measurable objectives  

Subcommittees then met monthly to 
discuss the desired impacts (outcomes) 
and benchmarks that would determine 
progress toward results (indicators) as a 
means of developing Proposed Action Steps 
(see Appendix of meeting dates)  Each 
action step has been assigned to a specific 
individual or organization to ensure that the 
plan is action-oriented and accountable  
moving forward 
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8.3%
Clark County 7.1%

Nevada
3.7%
United States

37.9
United States

37.9
Nevada

37.1
Clark County

$35,550

$35,928$33,645

$29,608$33,645

$27,120

$26,367

44.5%

17.8%

17.6%

13.7%

-1.3%

White/Caucasian

43.5%
White/Caucasian

50%
Male

30.9%
Hispanic/Latino

50%
Female

11%
Black/African American

9.4%
Asian/Pacific Islander

4.7%
Other Race

.5%
Am. Indian/AK Native

MaleAsian/Pacific Islander

Female

Population Breakdown By Race/Ethnicity 
Clark County, 2014–2018

Population Breakdown  
By Sex 
Comparative, 2014–2018

Increase in Total Population 
Comparative, 2013 vs 2018

Median Age 
Comparative, 2014–2018

Median Earnings  
By Race/Ethnicity 
Clark County, 2014–2018

Median Earnings By Sex 
Clark County, 2014–2018

Population Change  
By Race/Ethnicity 
Clark County, 2013 vs 2018

Black/Af. American

Hispanic/Latino

Am. Ind./AK Nat.

Am. Ind./AK Nat.

Asian/Pacific Islander

Black/Af. American

Hispanic/Latino

White/Caucasian

Community Profile

Data Source: 2014-2018 American Community Survey 5-Year Estimates
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The MAPP Process
The Mobilizing Action through Planning 
and Partnership (MAPP) framework was 
developed in 20012  MAPP remains one of 
the most commonly used frameworks by 
local health agencies to assess, intervene, 
and evaluate health in communities  This 
framework emphasizes the principles 
of community engagement to develop 
a community-driven strategic planning 
process for improving community health  
Facilitated by subject matter experts and 
public health leaders, communities are 
tasked with applying strategic thinking to 
prioritize public health issues and identify 
resources to address them  MAPP is not an 
agency-focused assessment process; rather, 
it is an interactive process  

The Six Phases of MAPP
1. Organize for Success/Partnership 

Development. In this phase, a core 
group and an inclusive steering 
committee are recruited, and the 
process is organized and planned out 

2. Visioning. The community and the 
committee work together to develop an 
overall, shared vision of health in the  

community that will guide planning 
and Proposed Action Steps 

3. The Assessments. The main feature that 
sets MAPP apart from other planning 
models is the depth of its community 
assessment  Four assessments—
Community Themes and Strengths, 
Community Health Status, Local Public 
Health System, and Forces of Change—
are carried out which provide unique 
and complimentary information 

4. Strategic Issues. Using a participatory 
approach, the community and the 
committee examine the data collected 
through the four assessments to 

identify the key issues that must be 
addressed to realize the shared vision 
established in phase two 

5. Goals / Strategies. Once the strategic 
issues are identified, the group sets 
goals for each, based on the vision 
and assessment data, and formulates 
strategies for reaching those goals  
These goals and strategies map the 
route from the current circumstances 
of the community to the future laid out 
in the vision as embodied in the CHIP 

6. Action Cycle. This phase comprises 
the planning, implementation, and 
evaluation of the action that the group 
takes to achieve its goals  It’s presented 
as a cycle due to the assumption that 
action is an ongoing process  This 
planning-implementation-evaluation 
cycle continues until the community 
achieves its vision   and the community 
then develops a new vision to  
work toward 

Applying this six-phase framework 
provides a holistic view of the community’s 
health, and can assist communities with 
improving the efficiency, effectiveness, and 
performance of local health systems 

MAPP Framework

2 The National Association of County and City Health Officials has recently announced the launch of MAPP 2 0, but this CHIP was guided by the original MAPP model  Visit www naccho org/ for more details 
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CHIP Steering Committee
Subject matter experts from the 
Southern Nevada community were 
invited to participate on the CHIP 
Steering Committee in December 2021  
Approximately 32 individuals from 
varying agencies such as local hospitals, 
universities, and non-profit organizations 
made up the Southern Nevada CHIP 
Steering Committee, which was further 
broken up into four subcommittees  As a 

Overview of the CHIP Process
and Priority Areas

Public Health
Agency Labs

Civic
Groups

Neighborhood
Orgs

Schools

EMS

Hospitals

Doctors

Employers
Corrections

Elected
Officials

Law
Enforcement

Tribal  
Health

Faith 
Orgs

Fire

Transit

Mental
Health

Home
Health

Community
Health Centers

Community
Centers

Nursing 
Homes

Non-Profit 
Orgs

group, the Steering Committee reviewed 
and synthesized data from the CHA, 
developed a vision, and selected priority 
areas for the CHIP  

Community Health Themes
The CHA Steering Committee analyzed the 
qualitative and quantitative data across 
the four assessments and identified the 
following salient themes: Access to Care 
(Cost, Availability, Knowledge of Services), 
Transportation, Chronic Disease, Mental 
Health, Funding and Community Safety. 

In October 2021, the CHA Steering 
Committee, in collaboration with 
community partners, reviewed the key 
results of the MAPP assessments and 
subject matter experts were invited to 
discuss data for each of the above themes  
Approximately 100 community members 
attended the meeting  Six subject matter 
experts presented on the data intersections 
that resulted from the four MAPP priorities 
(access to care, chronic disease, funding, 
mental health, safety, and transportation)  
Participants were instructed to consider 
each issue in terms of importance (i e , 

CHIP Vision: A Healthy Southern Nevada has…

  Informed Leadership   Public policies that support health

  Access to resources    An effective public education system 
        and services   

  A healthy population   A safe and supportive environment
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how important is the issue?), perceived 
community control (i e , do we have 
the knowledge, assistance, and can be 
influential in areas beyond our control?), 
and effective action (i e , what can be done 
to address health issue?)  Participants 
scored each criterion on a scale of 1 (Not 
important) to 5 (Very important)  Chronic 
disease was ranked first, followed by access 
to care, with funding and transportation 
tying for third. The community voted in 
favor of adopting four priority areas instead 
of three as a result. In this CHIP report, data 
from the CHA is presented throughout to 
underscore the importance of addressing 
these selected issues for our community  

Developing CHIP Goals
Members of the CHIP Steering Committee 
were then organized into CHIP sub-
committees to develop goals, objectives, 
and strategies for each priority area  Prior 
to convening subcommittees around the 
priority areas, the entire CHIP committee 

Overview of the CHIP Process
and Priority Areas

CHIP Goals: Guiding the process

Create an inclusive community health improvement plan  
for Southern Nevada

Ensure and enhance opportunities for participation of  
cross-sector stakeholders to improve community health

Have a clear roadmap to collaboratively address inequities 
while expanding community partnership

Address root causes of prioritized health issues and inequities

Utilize data to increase the impact of strategies

Ensure CHIP is health-inclusive of health equity for all 
populations and making sure no efforts are duplicated
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developed shared goals to guide their efforts 
in developing goals and objectives for the 
priority areas 

The subcommittees were tasked with 
reviewing the data to establish broad long-
reaching goals, measurable objectives, 
strategies, and Proposed Action Steps  
Subcommittees presented their goals, 
objectives, and strategies to the CHIP 
Steering Committee for feedback and 
refinement between December 2021 and 
August 2022 

Glossary of Terms Used  
in Action Plans

Priority
Underlying challenges that need to be 
addressed to achieve our vision

Goal
Answers the question “What do we want to 
achieve by addressing this priority?”

Strategy
Answers the question, “How do we want to 
achieve our goal? What action is needed?”

Objectives
Measure the amount or quality of activities 
related to the strategy  Objectives were 
formatted using the SMART framework 
(Specific, Measurable, Achievable, Realistic, 
Time-bound) 

CHA
Community Health Assessment

CHIP
Community Health Improvement Plan

LGBTQ+ 
Lesbian, Gay, Bisexual, Transgender, Queer 
and other members of sexual or gender 
minority communities

CHW
Community Health Worker

Overview of the CHIP Process
and Priority Areas



Priority Area 1: 
Chronic Disease

The CHIP chronic disease 
subcommittee recognized smoking, 
and tobacco use in general, as an 
important determinant of multiple 
chronic diseases and identified 
tobacco control efforts as a key 
mechanism for reducing the 
burden of chronic disease in the 
Southern Nevada community.

142022-2025 Southern Nevada Community Health Improvement Plan
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Priority Area 1: Goals
Goal 1: 
Decrease the prevalence of 
heart disease among those 
identified (Non-Hispanic Black/
African American, 65 and Older, 
by ZIP Codes).

Southern Nevada Community Values

 Community Engagement
 Health
 Education
 Environment

Goal 2: 
Decrease the prevalence of 
lower respiratory disease 
among those identified (Non-
Hispanic Black/African American, 
65 and Older, by ZIP Codes).

Goal 3: 
Decrease the prevalence 
of cancer among those 
identified (Non-Hispanic 
Black/African American,  
65 and Older, by ZIP Codes).

Objective 1 1: By December 2025, 
advocate for and attempt to secure 
increased funding for tobacco 
control to CDC recommended 
funding levels as well as other 
chronic disease programs 

Objective 2 1: By December 2025, implement 
CDC or national model policy and law for 
secondhand smoke protection 

Objective 2 2: By December 2025, decrease 
smoking prevalence in the non-Hispanic 
Black/African American, 65 and older, and 
geographic area 

Objective 3 1: By December 2025, 
decrease tobacco-related cancers 
for non-Hispanic Black/African-
American, 65+, and those living in 
specific geographic areas 
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Background and Context
From 2016-2018, the age-adjusted Clark County 
death rate due to heart disease was 203 5 deaths 
per 100,000 population, higher than the state 
(198 5 per 100,000) and national (164 7 per 
100,000) age-adjusted rates  Within Clark County, 
rates were highest among those who identify 
as Black/African American, non-Hispanic and 
male  ZIP codes with the highest heart disease 
mortality rates were 89018, 89101, 89019, 89025, 
and 89086 

Active smoking and secondhand smoke account 
for at least 30% of coronary heart disease 
deaths (Galluci et al , 2020) and increases 
risk for long-term morbidities 1 Smoking is a 
modifiable risk factor meaning it can be changed 
through lifestyle modifications  Tobacco 
control aims to reduce tobacco use through a 
combination of laws, policies, and education  
Nevada allocates less than $1 million per year 
toward comprehensive tobacco control which 
is approximately 3.2% of the CDC-recommended 
level of $30 million annually.2

Alignment with Community 
Health Now and In the Future
Evidence-based, statewide tobacco control 
programs that are comprehensive, sustained, 
and accountable have been shown to reduce 
smoking rates, as well as tobacco-related 
diseases and deaths 3 Increasing tobacco control 
funding can have multiple downstream effects 
including a reduced tax burden on residents, 
reduced annual productivity costs, and fewer 
deaths from smoking related diseases 4

Goal 1: 
Decrease the prevalence of heart disease among those identified  
(Non-Hispanic Black/African American, 65 and Older, by ZIP Codes).

Objective 1.1
By December 2025, advocate for 
and attempt to secure increased 
funding for tobacco control to CDC 
recommended funding levels as well as 
other chronic disease programs.

Process and Indicators
Outcome indicator: Increased  
funding for tobacco control.

Baseline: CDC Funding 
recommendations.

2023–2024 Target: Nevada Legislature

Monitoring/Evaluation: Observe % 
change in funding.

Proposed Action Steps
• Meet with Legislators to raise 

awareness and justify need for 
additional funding.

• Promote existing tobacco  
programs and the connection  
to reduced chronic disease.

• Identify funding priorities, 
best practices, and potential 
collaborations with local and 
statewide partners.

2022-2025 Southern Nevada Community Health Improvement Plan

1  Gallucci, G , Tartarone, A , Lerose, R , Lalinga, A  V , & Capobianco, A  M  (2020)  Cardiovascular risk of smoking and benefits of smoking cessation  Journal of 
Thoracic Disease, 12(7), 3866-3876 

2  Nevada Cancer Coalition (2018)  Nevada tobacco control plan  Retrieved from: https://dpbh nv gov/uploadedFiles/dpbhnvgov/content/Programs/TPC/
Nevada%20Tobacco%20Control%20Plan%202019-2023(1) pdf  

3  Levy, D  T , Tam, J , Kuo, C , Fong, G  T , & Chaloupka, F  (2018)  Research full report: the impact of implementing tobacco control policies: The 2017 tobacco 
control policy scorecard  Journal of Public Health Management and Practice, 24(5), 448-457 

4  Department of Health and Human Services Nevada Division of Public and Behavioral Health (2022)  Tobacco control program, https://dpbh nv gov/Programs/
TPC/Tobacco_Prevention_and_Control_-_Home/ 

203.5
Clark  
County

Heart Disease Mortality Rate 
Per 100,000 population
Comparative, 2016–2018

198.5
Nevada

164.7
United 
States

Data Source: CDC WONDER - Underlying Cause of Death 2016-2018
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Goal 2: 
Decrease the prevalence of lower respiratory disease among those identified 
(Non-Hispanic Black/African American, 65 and Older, by ZIP Codes).

Objective 2.1
By December 2025, implement CDC or national model policy and law for 
secondhand smoke protection

Process and Indicators
Outcome indicator: Increase model policies for secondhand smoke  
& smoke free public areas.

Baseline: CDC model policy for secondhand smoke.

Target: Nevada legislature, county commission, city government,  
universities, private businesses.

Proposed Action Steps
• Develop educational materials for distribution to legislators that share 

the model policies and the disproportionate impact of those policies on 
communities of color.

• Develop a tracker for model policy implementation.

• Implement public awareness campaign to gain public support.

• Identify populations or communities not covered by tobacco policy.

• Meet with decision makers to promote and encourage secondhand smoke 
protection by creating smoke-free law/policies.

• Review current model policies and the applicability for state of Nevada.

• Increase opportunities and awareness for establishments to go smoke 
free based on positive "rewards."

2022-2025 Southern Nevada Community Health Improvement Plan

Objective 2.2
By December 2025, decrease smoking 
prevalence in the non-Hispanic Black/
African American, 65 and older, and 
geographic area.

Process and Indicators
Outcome indicator: Increase number 
of populations covered by policies.

Baseline: CDC model policy  
for secondhand smoke.

Target: Nevada legislature, county 
commission, city government, 
universities, private businesses.

Proposed Action Steps
• Promote tobacco cessation  

resources in the community.

• Fund qualitative assessments to 
understand the lived experience 
of people from the identified 
communities that use tobacco.

• Provide incentives for  
tobacco cessation.

17
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Background and Context
From 2016-2018, the age-adjusted Clark 
County death rate due to chronic lower 
respiratory disease was 50 1 deaths per 
100,000 population, lower than the state 
rate yet significantly higher than the 
national age-adjusted rate  Rates were 
highest among people who identify as 
White/Caucasian, non-Hispanic and male  
ZIP codes with the highest chronic lower 
respiratory disease mortality rates include 
89046, 89019, 89101, 89030, and 89169  
Implementing smoke-free policies to reduce 
exposure to secondhand smoke can reduce 
hospitalizations and deaths from chronic 
lower respiratory disease by more than 10%1  
Community focus group data informed the 
chronic disease subcommittees’ selection 

of Black/African-American and older 
adult community members as a focus for 
community programming efforts 

Alignment with Community 
Health Now and In the Future
There is no safe level of secondhand 
smoke (SHS) exposure  The prevalence 
of exposure to SHS among people living 
below the poverty level is two times the 
prevalence among people living at or 
above the poverty level (47 9% vs  21 2% in 
2013-14) 2 Roughly 1 in 5 adults in Southern 
Nevada work in the service industry3 which 
are less likely to have workplace rules 
restricting smoking compared to adults 
working white-collar jobs 4

1  Diaz, M  C  (2019)  The Effect Of Smoke-Free Air Laws On Various Short And Long Run Mortality Outcomes (Doctoral dissertation, University of Illinois at 
Chicago) 

2  Ham, D  C , Przybeck, T , Strickland, J  R , Luke, D  A , Bierut, L  J , & Evanoff, B  A  (2011)  Occupation and workplace policies predict smoking behaviors: Analysis 
of national data from the current population survey  Journal of Occupational and Environmental Medicine, 53(11), 1337-1345 

3  Healthy Southern Nevada (2016)  Employed civilian 16+ by occupation group  Retrieved from: https://www healthysouthernnevada org/demographicdata/
index/view?id=2860 

4  Su, C  P , Syamlal, G , Tamers, S , Li, J , & Luckhaupt, S  E  (2019)  Workplace secondhand tobacco smoke exposure among US nonsmoking workers, 2015  
Morbidity and Mortality Weekly Report, 68(27), 604-607 

50.1
Clark  
County

Chronic Lower Respiratory 
Disease Mortality Rate 
Per 100,000 population
Comparative, 2016–2018

51.9
Nevada

40.4
United 
States

Goal 2: 
Decrease the prevalence of lower respiratory disease among those identified 
(Non-Hispanic Black/African American, 65 and Older, by ZIP Codes).

Data Source: CDC WONDER - Underlying Cause of Death 2016-2018
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Background and Context
Cancer is where an abnormal number of 
malignant cells uncontrollably divide and 
affects multiple systems in the body  There 
are myriad risk factors for cancer including 
smoking, alcohol use, diet, and environmental 
exposures1 though estimates suggest 28 6% of 
all cancer deaths are attributable to smoking 
(Lortet-Tieulent et al , 2016)  In Clark County, 6.1% 
of adults had cancer (other than skin cancer) in 
2018. This is slightly lower than Nevada’s state 
rate of 6 4% and the national rate of 7 1%  Rates 
were highest among people who identified as 
female at 7 6% (compared to males at 4 6%), and 
among people who identify as Non-Hispanic 

White/Caucasian (10 1%)  ZIP codes with the 
highest all-cancer prevalence rates include 89027, 
89029, 89039, 89046, and 89134  Community 
focus group data informed the chronic disease 
subcommittees’ selection of Black/African-
American and older adult community members 
as a focus for community programming efforts 

Alignment with Community 
Health Now and In the Future
Cancer remains a leading cause of death2 with 
considerable health disparities impacting 
historically underserved communities 3 A 
commitment to cancer control must include 
a commitment to health equity—that is, 
aiming to achieve optimal health for everyone, 
giving particular attention to the needs of 
those most at higher risk  Reducing cancer 
related disparities is important because factors 
like where one lives, their race or ethnicity, 
educational background, physical or mental 
abilities, or their income pose additional barriers 
to prevention, screening, and care  Collective 
action is necessary to empower community 
members with fewer individual resources 

Goal 3: 
Decrease the prevalence of tobacco-related cancers among those identified  
(Non-Hispanic Black/African American, 65 and Older, by ZIP Codes).

Objective 3.1
By December 2025, decrease tobacco-
related cancers for non-Hispanic 
Black/African-American, 65+, and those 
living in specific geographic areas.

Process and Indicators
Outcome indicator: Decreased 
smoking prevalence among  
at-risk populations.

Baseline: Adult Tobacco Survey.

2023–2024 Target: Black/African-
American and 65+ residents. Zip codes 
with higher prevalence of smoking.

Proposed Action Steps
• Increase access to healthy foods to 

use nutrition to promote prevention 
of the diseases.

• Use community health workers 
for increased health promotion  
and advocacy.

• Promote wellness checks and free 
wellness fairs and screenings.

• Targeted media initiatives and 
outreach to increase awareness.

2022-2025 Southern Nevada Community Health Improvement Plan

1  Lortet-Tieulent, J , Sauer, A  G , Siegel, R  L , Miller, K  D , Islami, F , Fedewa, S  A ,     & Jemal, A  (2016)  State-level cancer mortality attributable to cigarette 
smoking in the United States  JAMA Internal Medicine, 176(12), 1792-1798 

2  Centers for Disease Control and Prevention  (2020)  Leading causes of death  Retrieved from: https://www cdc gov/nchs/fastats/leading-causes-of-death htm 

3  Kish, J  K , Yu, M , Percy-Laurry, A , & Altekruse, S  F  (2014)  Racial and ethnic disparities in cancer survival by neighborhood socioeconomic status in 
Surveillance, Epidemiology, and End Results (SEER) Registries  Journal of the National Cancer Institute Monographs, 2014(49), 236-243 

6.1
Clark  
County

Cancer Prevalence Rate 
Comparative, 2016–2018

6.4
Nevada

7.1
United 
States

Data Source: Behavioral Risk Factor Surveillance System (BRFSS) 2018



Priority Area 2: 
Access to Care

Promoting health equity through 
access and utilization of care is 
important as everyone has the right 
to be healthy. Health should not 
depend on the ZIP code, economic 
status, or an individual’s heritage, 
religion, and/or sexual orientation. 
Having access to care helps 
address disparities and it is the first 
step in creating a more equitable 
health system that improve the 
physical, social, and mental health 
for everyone in the community.

20
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Priority Area 2: Goals
Goal 1: 
Increase access to care in 
identified target populations 
by Access to Care Subcommittee 
(i.e., LGBTQ+, and uninsured and 
undocumented populations)

Southern Nevada Community Values

 Community Engagement
 Health
 Education
 Environment

Goal 2: 
Increase patient confidence 
in choosing primary care 
physicians with assistance of 
care coordinators.

Goal 3: 
Fewer undocumented and 
LGBTQ+ individuals will access 
emergency departments (ED) 
for non-urgent health problems. 

Objective 1 1: By December 2025, increase 
primary care centers providing mental 
health services in "medical deserts" 
for uninsured populations including 
undocumented and LGBTQ+ persons 

Objective 2 1: By December 2023, increase 
the number of healthcare providers 
documenting sexual orientation and 
gender identity on intake forms  

Objective 3 1: By December 2025, create 
or adapt a comprehensive cultural 
responsiveness training focusing on  
LGBTQ+ and undocumented communities 

Objective 3 2: By December 2025, increase 
medical staff trained with the cultural 
response training 
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Goal 1: 
Increase access to care in identified target populations by Access to Care 
Subcommittee (i.e., LGBTQ+, and uninsured and undocumented populations).

Objective 1.1
By December 2025, increase primary care centers providing 
mental health services in "medical deserts" for uninsured 
populations including undocumented and LGBTQ+ persons.

Process and Indicators
Outcome indicator: Support for constructing new  
primary care centers.

Baseline: Dignity Health

2025 Target: Increased number of LGBTQ+ and undocumented 
patients entering primary care.

Monitoring/Evaluation: Observe % change in primary care access.

Proposed Action Steps
•  Work with institutions of higher education to identify ZIP codes 

and data for underserved populations.

• Identify and document medical deserts in Southern Nevada.

•  Identify local, regional, and state level funding opportunities to 
support construction of new primary care facilities.

• Increase the total number of mental health professionals in 
the State by supporting individuals seeking licensure through 
free supervision.

Background and Context
A “medical desert” (or “healthcare desert”) 
can be conceptualized as having an 
inadequate supply of services to help 
people maintain or improve their health  
A previous report1 estimated that roughly 
80% of U.S. counties lack adequate access to 
healthcare. Medical deserts are found more 
commonly in rural and inner-city areas 
where there are high numbers of uninsured 
residents as well as being associated 
with other key social determinants of 
health (such as education and income)  
Compounding this issue, data from County 

2022-2025 Southern Nevada Community Health Improvement Plan

12.5%
Clark  
County

Lack of Access to Health Care
Comparative Population Rate

11.9%
Nevada

9.4%
United 
States

Data Source: "No Health Insurance Coverage Comparison" 2014-2018  
American Community Survey, 5-Year Estimates 2014-2018
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1  Nguyen, A , van Meijgaard, J , Kim  S, & Marsh, T  (2021, September)  Mapping healthcare deserts  Retrieved from:  
https://www goodrx com/healthcare-access/research/healthcare-deserts-80-percent-of-country-lacks-adequate-healthcare-access 

2  County Health Rankings and Roadmaps (2022)  Nevada – Clark County  Retrieved from: https://www countyhealthrankings org/app/nevada/2022/rankings/clark/county/outcomes/overall/snapshot  

3  The Nevada Institute for Children’s Research and Policy  (not published)  Community Themes and Strengths Assessment  

Health Rankings indicate a significant 
shortage of primary care physicians 
(1:1,760) and mental health specialists 
(1:450) in Clark County 2 Two populations 
in particular were identified by the CHIP 
Steering Committee, and the community at 
large,3 as being at higher risk for inadequate 
physical and mental health care: sexual 
and gender minorities (i e , LGBTQ+ 
persons) and undocumented individuals  
As such, members of the access to care 
subcommittee prioritized efforts to address 
known disparities in healthcare access and 
utilization for these populations 

Alignment with Community 
Health Now and In the Future
To reach historically underserved 
populations, the CHIP strategy emphasizes 
the role of constructing new primary care 
centers that offer low-cost care  Reducing 
financial and transportation barriers is 
a key activity to increasing the number 
of LGBTQ+ and undocumented persons  
Connecting existing health systems, 
policymakers, and community partners is 
needed to gain legislative support to fund 
the construction of new care centers in 
existing medical deserts 

Goal 1: 
Increase access to care in identified target populations by Access to Care 
Subcommittee (i.e., LGBTQ+, and uninsured and undocumented populations).
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Background and Context
LGBTQ+ persons experience 
disproportionately higher rates of negative 
health outcomes compared to their 
cisgender, heterosexual peers as indicated 
by higher incidence and prevalence rates 
of multiple conditions including HIV 
infection, other sexually transmitted 
diseases, substance use disorders, and 
mental health disorders—including 
suicidality 1 Collecting data on sexual 
orientation and gender identity (SO/GI) on 
intake forms can increase the visibility of 
this population in the healthcare system 

Goal 2: 
Increase patient confidence in choosing primary care physicians  
with assistance of care coordinators.

Objective 2.1
By December 2024, increase the number of healthcare 
providers documenting sexual orientation and gender 
identity on intake forms.

Process and Indicators
Outcome indicator: Increased number of primary care offices 
collecting SO/GI data on intake forms.

Baseline: Dignity Health database

2025 Target: Increased number of LGBTQ+ patients entering 
primary care.

Monitoring/Evaluation: Observe % change in primary care 
data sources for SO/GI data.

Proposed Action Steps
•  With assistance of community partners, create a list of 

guidelines and revise intake forms.

•  Implement training to collect data on indicators within 
medical communities.

•  Provide office resources to indicate support for LGBTQ+ 
and undocumented communities.

•  Survey communities to document facilities data 
collection processes.

2022-2025 Southern Nevada Community Health Improvement Plan
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and assist primary care practitioners with 
avoiding missed opportunities for screening 
and treatment 2,3 In 2011, The Institute of 
Medicine (now The National Academy 
of Medicine) and the Joint Commission 
both recommended the collection of SO/
GI information on intake forms as an 
important step toward providing effective 
patient-centered care for members of the 
LGBTQ+ population 4,5 

Alignment with Community 
Health Now and In the Future
Achieving health equity requires focused 
and ongoing societal efforts to address 
historical and contemporary injustices  
Collecting SO/GI data in electronic 
health records (EHRs) is essential to 
providing high-quality, patient-centered 
care  Without this information, lesbian, 
gay, bisexual, and transgender (LGBT) 

patients and their specific health care 
needs cannot be identified, the health 
disparities they experience cannot be 
addressed, and important health care 
services may not be delivered 6 Achieving 
this goal is an opportunity for Southern 
Nevada to become a leader in providing 
patient centered care for sexual and gender 
minority individuals 

1  Gonzales, G , Przedworski, J , & Henning-Smith, C  (2016)  Comparison of health and health risk factors between lesbian, gay, and bisexual adults, and heterosexual adults in the United States: Results from the 
National Health Interview Survey  JAMA Internal Medicine, 176(9), 1344-1351 

2  Cahill, S , & Makadon, H  (2014)  Sexual orientation and gender identity data collection in clinical settings and in electronic health records: A key to ending LGBT health disparities  LGBT Health, 1(1), 34-41 

3  Grasso, C , McDowell, M  J , Goldhammer, H , & Keuroghlian, A  S  (2019)  Planning and implementing sexual orientation and gender identity data collection in electronic health records  Journal of the American 
Medical Informatics Association, 26(1), 66-70 

4  Joint Commission  (2011)  Advancing effective communication, cultural competence, and patient-and family-centered care for the lesbian, gay, bisexual, and transgender (LGBT) community: A field guide  Oak 
Brook, IL: The Joint Commission 

5  Committee on Lesbian, Gay, Bisexual, and Transgender Health Issues and Research Gaps and Opportunities; Board on the Health of Select Populations; Institute of Medicine  (2011)  The health of lesbian, gay, 
bisexual, and transgender people: Building a foundation for better understanding 

6  Centers for Disease Control and Prevention (2022)  Collecting sexual orientation and gender identity information  Retrieved from: https://www cdc gov/hiv/clinicians/transforming-health/health-care-providers/
collecting-sexual-orientation html 

Goal 2: 
Increase patient confidence in choosing primary care physicians  
with assistance of care coordinators.
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Background and Context
Identifying opportunities to reduce 
avoidable hospital emergency department 
(ED) visits helps to decrease non-urgent 
patient volume and associated health 
care costs  Between 2016-2018, there were 
approximately two million ED visits in Clark 
County which translates to a rate of 303.3 per 
1,000 residents. Undocumented individuals 
and LGBTQ+ persons rely on EDs for non-
emergency care at disproportionately 
higher rates than the general population 1,2 
Beyond structural issues—such as 
availability of care centers, health insurance 
status, and transportation—increasing 
visits to primary care offices for non-urgent 
care requires trust and communication in 
the patient-provider relationship  Efforts are 

Goal 3: 
Fewer undocumented and LGBTQ+ individuals will access emergency departments (ED) 
for non-urgent health problems.

21.4%
Individuals Identifying as Hispanic/
Latino Without Health Insurance 

Objective 3.1
By December 2025, create or adapt a 
comprehensive cultural responsiveness 
training focusing on LGBTQ+ and 
undocumented communities.

Process and Indicators
Outcome indicator: Decreased incidence 
of non-emergency care  
in ED settings.

Baseline: SNHD/CHIA data

2022/2023 Target: Undocumented  
and LGBTQ+ residents.

Proposed Action Steps
•  Identify community partners to inform 

training material development.

•  Create an interest list to document 
need among local providers.

Objective 3.2
By December 2025, increase the 
number of medical staff are trained 
with the cultural response training.

Process and Indicators
Outcome indicator: Decreased 
incidence of non-emergency care  
in ED settings.

Baseline: SNHD/CHIA data

2022/2023 Target: Undocumented  
and LGBTQ+ residents.

Proposed Action Steps
• Propose training as a CEU 

opportunity for providers.

• Identify a delivery platform  
for training.

• Build community relationships, 
including CHW’s, to deliver trainings.

2022-2025 Southern Nevada Community Health Improvement Plan

Data Source: American Community Survey 5-Year Estimates, 2014-2018
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needed to increase the quality of patient-
provider relationships for historically 
underserved groups through education 
and training initiatives focusing on cultural 
competence and cultural responsiveness 

Alignment with Community 
Health Now and In the Future
Use of the ED for non-urgent conditions 
may lead to excessive healthcare spending, 
unnecessary testing and treatment, and 
weaker patient-primary care provider 

relationships 3 Cultural responsiveness 
training can promote patient-provider 
relationships and attenuate patient fears 
such as insurance worries, stigma, and fear 
of deportation 1  Increasing health care 
options for undocumented immigrants 
and sexual and gender minority residents 
can counteract a history of exclusionary 
policies and promote health equity 

1  Samra, S , Taira, B  R , Pinheiro, E , Trotzky-Sirr, R , & Schneberk, T  (2019)  Undocumented patients in the emergency department: Challenges and opportunities  
Western Journal of Emergency Medicine, 20(5), 791-798 

2  Jalali, S , & Sauer, L  M  (2015)  Improving care for lesbian, gay, bisexual, and transgender patients in the emergency department  Annals of Emergency Medicine, 
66(4), 417-423 

3  Uscher-Pines, L , Pines, J , Kellermann, A , Gillen, E , & Mehrotra, A  (2013)  Deciding to visit the emergency department for non-urgent conditions: A systematic 
review of the literature  The American Journal of Managed Care, 19(1), 47-59 

Goal 3: 
Fewer undocumented and LGBTQ+ individuals will access emergency departments (ED) 
for non-urgent health problems.



Priority Area 3: 
Transportation

Reliable access to transportation 
can help increase employment 
rates, access to healthy foods, 
access to health care providers and 
facilities, and access to parks and 
recreation for a healthy lifestyle. 
he CHA identified the high cost of 
transportation, lack of access to 
transportation, and insufficient 
transportation funding as key  
areas to address.

28
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Priority Area 3: Goals
Goal 1: 
Increase awareness of 
transportation options  
that facilitate access to  
basic needs and services. 

Southern Nevada Community Values

 Community Engagement
 Health
 Education
 Environment

Goal 2: 
Increase availability of general 
transportation resources 
available to the community.

Objective 1 1: By December 2024, explore 
the expansion of Three Square's Golden 
Groceries program to include low-income 
populations of all ages 

Objective 1 2: By December 2024, promote 
awareness of existing programs such as 
Silver STAR and Silver Rider to eligible 
riders, and promote the expansion of on-
demand transportation services for low-
income communities lacking access  
to essential services 

Objective 2 1: By December 2023, help 
identify funding opportunities to 
consider new transit fare policies for 
improved affordability and access 

Objective 2 2: By December 2025, increase 
the number of available transportation 
resources available to the community 
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Background and Context
Results from the most recent Community 
Health Assessment indicate 8.4% of 
Clark County households do not have a 
vehicle. Access to safe and affordable 
transportation is a cornerstone of public 
health infrastructure—as increases 
in transportation are associated with 
increases in employment rates, healthy food 
accessibility, health care visits, and access to 
parks and recreation facilities 1 

Goal 1: 
Increase awareness of transportation options  
that facilitate access to basic needs and services. 

Objective 1.1
By December 2024, explore the 
expansion of Three Square's Golden 
Groceries program to include low-
income populations of all ages.

Process and Indicators
Outcome indicator: Increased %  
of community with access to  
basic needs.

Baseline: Existing data from local  
food bank.

2022/2023 Target: Low income  
and undocumented populations.

Proposed Action Steps
• Confirm interest  

with service providers.

• Identify new resources for expansion.

•  Pilot test service.

Objective 1.2
By December 2024, promote awareness of 
existing programs such as Silver STAR and 
Silver Rider to eligible riders, and promote 
the expansion of on-demand transportation 
services for low-income communities 
lacking access to essential services.

Process and Indicators
Outcome indicator: Increased usage of 
low-cost public transportation programs and 
increased coverage of on-demand services.

Baseline: Existing data from the Regional 
Transportation Commission (RTC) and the 
Southern Nevada Transit Coalition (SNTC).

2022/2023 Target: Increased access to 
public transportation for communities 
with concentrations of low-income and 
undocumented individuals

Proposed Action Steps
• Confirm interest  

with service provider.

• Identify new resources for expansion.

•  Develop potential service routes.

•  Co-develop transportation service pilot.

8.4%
Clark  
County

Percentage of Households  
Without Access to Transportation
Comparative

7.6%
Nevada

8.7%
United 
States
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Goal 1: 
Increase awareness of transportation options  
that facilitate access to basic needs and services. 

Alignment with Community 
Health Now and In the Future
Transportation is an important structural 
barrier that impedes access to resources 
including healthcare  Previous research 
has evidenced increases in public 
transportation options decreases the 
likelihood of food insecurity with more 

prominent effects for low-income 
households 2 Expanding existing 
transportation infrastructure to provide 
access to daily destinations is vital for 
promoting health with downstream  
effects on resource acquisition, healthcare 
access, and opportunities for employment 
and recreation 3

1  Litman, T  (2013)  Transportation and public health  Annual Review of Public Health, 34(1), 217-233 

2  Baek, D  (2016)  The effect of public transportation accessibility on food insecurity  Eastern Economic Journal, 42(1), 104-134 

3  Steedly, A , Townsend, T , Lane, L  B , Huston, B , & Danley, C  (2019)  Connecting transportation and health  Retrieved from: https://onlinepubs trb org/
onlinepubs/nchrp/docs/ 
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Background and Context
Transportation systems reliant on 
automobiles and highways may provide 
individuals access to social resources, 
but efforts are needed to improve the 
transportation system as a whole including 
public transit, bicycles, and safe walking areas  
Strengthening systems of transportation 
should be considered a social determinant 
of health 1 Promoting the development of a 
robust multi-modal transportation system is 
a shared goal of Nevada agencies 2

Goal 2: 
Increase availability of general transportation resources available to the community.

Objective 2.1
By December 2023, help identify 
funding opportunities to consider 
new transit fare policies for improved 
affordability and access.

Process and Indicators
Outcome indicator: Increased 
number of individuals who can access 
transportation at a reduced or  
capped fare.

Baseline: Existing data from RTC  
and other public transportation providers.

2022/2023 Target: Identify and pursue 
new funding sources

Proposed Action Steps
•  Identify interested  

community partners.

•  Develop task force.

•  Co-develop and submit  
funding application.

• Expand access to existing reduced 
transit fare programs.

Objective 2.2
By December 2024, Increase the 
number of available transportation 
resources available to the community.

Process and Indicators
Outcome indicator:  
Increased ridership.

Baseline: Existing data from RTC  
and other public transportation providers.

2022/2023 Target: 
Low-income populations.

Proposed Action Steps
•  Review existing transportation survey 

data and identify gaps. 

• Rank needs by importance  
and changeability.

• Present results to transportation 
partners.

• Align initiatives with available 
funding.

•  Coordinate the provision of reduced 
fares to more individuals in need. 
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Data Source: Regional Transportation Commission of Southern Nevada 
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Alignment with Community 
Health Now and In the Future
Around the United States, transportation 
and health departments have begun to 
take a collaborative approach to planning 
and designing communities to optimize 
transportation access and promote health 3,4 

These indicators are an important first step 
to addressing local transportation issues 
and to generate data that can be used to 
promote synergy across sectors that promote 
community health and health equity  

Goal 2: 
Increase availability of general transportation resources available to the community.

1  Hahn, R  A  (2021)  What is a social determinant of health? Back to basics  Journal of Public Health Research, 10(4), https://doi org/10 4081/jphr 2021 2324  

2  Nevada Department of Transportation (2017)  One Nevada transportation plan: Planning case, vision, and goals  Retrieved from: https://www dot nv gov/projects-programs/road-projects/one-nevada-

plan/documents  

3  American Public Health Association (n d )  Planning with a public health focus: Connecting the dots in the east central region of Wisconsin  Retrieved from: https://www apha org/-/media/Files/PDF/
topics/transport/wisconsin_story ashx  

4  American Public Health Association (n d )  Minnesota health and transportation: Partners for change  Retrieved from: https://www apha org/topics-and-issues/transportation  



Priority Area 4: 
Funding

Increasing public health funding is 
a necessary first step to improving 
key determinants of health such 
as reducing high unemployment 
rates, addressing high health care 
and transportation costs, increasing 
limited public resources, and 
improve opportunities to pursue 
educational goals. Accessible and 
transparent public health funding 
will facilitate the adoption and timely 
implementation of community health 
programs and services.

34
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Priority Area 4: Goals
Goal 1: 
Increase the Nevada public 
health system's readiness and 
ability to respond to the health 
needs of the community.

Southern Nevada Community Values

 Community Engagement
 Health
 Education
 Environment

Objective 1 1: By December 2024, increase 
the community's understanding and 
awareness about the importance of 
public health funding 

Objective 1 2: By December 2025, 
Advocate for the government (federal, 
state, local) to increase the total amount 
of per capita funding dedicated to the 
public health system 
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Background and Context
Adequate and readily available public 
health funding is necessary for supporting 
activities of public health systems through 
prevention, preparedness, and surveillance 
programs  An underfunded and ill-prepared 

Goal 1: 
Increase the Nevada public health system's readiness and ability to respond 
to the health needs of the community.

Objective 1.1
By December 2024, increase community 
understanding and awareness about the 
importance of public health funding.

Process and Indicators
Outcome indicator: Participation in survey.

Baseline: Results of survey.

2022/2023 Target: Data collection prior  
to start of 2023 legislative session.

Proposed Action Steps
• Conduct surveys and town hall meetings  

to understand community knowledge, 
beliefs, and perceptions about public  
health funding.

• Present results and action plan to 
community organizations.

• Identify top priorities for public health 
spending within and across communities.

• Partner with state senators/assembly-
people that want to increase the per capita 
funding and support via legislation.

• Provide support and partner with the 
Governor’s Office/Nevada Public Health 
Association (NPHA)/ National Association of 
Counties (NACO)/community partners that 
advocate for funding.

Objective 1.2
By December 2025, advocate for the 
government (federal, state, local) to 
increase the total amount of per  
capita funding dedicated to the  
public health system.

Process and Indicators
Outcome indicator: Sponsored bill for 
increased public health funding.

Baseline: Per capita funding in  
Nevada vs. national average.

2022/2023 Target: Nevada Legislature.

Monitoring/Evaluation: Tracking of bill.

Proposed Action Steps
•  Identify potential  

community partners

•  Identify potential bill sponsors.

•  Identify Federal Legislator  
to partner with for funding.

•  Draft bill language.

•  Develop and implement  
advocacy plan.

• Track bill

2022-2025 Southern Nevada Community Health Improvement Plan
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public health system exacerbated the 
impact of the COVID-19 pandemic in the 
United States 1 Clark County covers 7% of 
the Nevada’s land area but houses 72% of 
the state’s population 2 In order to prepare 
for future public health threats, Southern 
Nevada must be positioned for timely and 
effective response to public health threats  

Presently, Nevada is ranked last for public 
health funding in the nation, tied with 
Wisconsin, at $72 per person  For reference, 
the top funded state, Alaska, allocates $449 
per person and the national average is 
$116 3 Increasing public health funding for 
residents of Southern Nevada will require 
community awareness and engagement  
as well as political action to secure  
increased funding 

Alignment with Community 
Health Now and In the Future
Increasing public health funding is the first 
step to delivering sustainable community 
programs to improve access to care and 
reduce the burden of chronic disease  For 
example, funds could be allocated to fund 
community health centers which can provide 
increased access and tax savings for residents 
of Southern Nevada 4 Increased funds will 
also allow Southern Nevada communities 
to respond more quickly when faced with 
future public health crises—as evidenced by 
the funding related issues faced during the 
COVID-19 pandemic 1,5 

1  Maani, N , & Galea, S  (2020)  COVID-19 and underinvestment in the public health infrastructure of the United States  The Milbank Quarterly, 98(2), 250-259 

2  U S  Census Bureau (2021)  Quickfacts Nevada; Clark County, Nevada  Retrieved from: https://www census gov/quickfacts/fact/table/NV,clarkcountynevada/PST045221  

3  United Health Foundation (2021)  America’s health rankings: 2021 annual report  Retrieved from: https://www americashealthrankings org/learn/reports/2021-annual-report  

4  The Community Health Fund (2008, March)  Report: Congress should increase funding for community health centers  Retrieved from: https://www commonwealthfund org/publications/newsletter-
article/report-congress-should-increase-funding-community-health-centers

5  Maani, N , & Galea, S  (2020)  COVID-19 and underinvestment in the health of the US population  The Milbank Quarterly, 98(2), 239-249 

Goal 1: 
Increase the Nevada public health system's readiness and ability to respond 
to the health needs of the community.
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Next Steps

Implementation  
and Progress Tracking
The strategies listed in this CHIP are 
offered as potential strategies to promote 
and foster public health in Southern 
Nevada  To develop the CHIP, a community 
engagement process involved working with 
community stakeholders to prioritize top 
issues and to identify strategies that will fill 
in the gaps of existing health improvement 
efforts in Southern Nevada  The initial 
step in the implementation plan will be to 
review and prioritize the strategies in the 
CHIP and identify partners with whom to 
collaborate in each of the plan’s priority 
areas  These partners have been identified 
within the CHIP in conjunction with the 
CHIP Steering Committee 

Implementation of the CHIP strategies and 
activities will commence in the first year 
of the plan with a kick-off event to include 
the inclusion of as many community 
stakeholders as possible  

Once every quarter, an automated email 
will be sent to identified partners  The 
email will contain a link to a shared 
spreadsheet where partners will be able 
to provide updates on assigned tasks  

After two weeks, the CHIP facilitator will 
send a follow-up email to partners who 
did not provide a response  To encourage 
participation, community partners will 
be offered an opportunity to share news, 
upcoming events, and successes for  
their organizations   

Data collected from partners will be used 
to update the action matrices presented 
in the CHIP report  Updates will be 
disseminated back to the community 
through a newsletter one month following 
collection of progress data as well as 
updated to healthysouthernnevada org  
Continuous monitoring and dissemination 
will encourage sustainability toward the 
goals of the CHIP 

If you or your organization  
are interested in participating 
in activities described in the  
CHIP report, please contact

HealthyConnect@snhd.org 


