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Multnomah County - OHEA Community 
Health Improvement Plan (CHIP) 
Community-driven solutions for health improvement at the 
intersection of community and best practice 

Dear reader: 
We are pleased to present the Multnomah County - OHEA Community Health Improvement 
Plan (CHIP) to Multnomah County on September 30, 2016.  This CHIP is the result of ongoing 
collaboration between Multnomah County Public Health and the Oregon Health Equity Alliance 
(OHEA). The CHIP is a living document that will be used to inform the development of an 
implementation and funding strategy and 5-year action plan. This living document will be 
updated quarterly, to reflect quarterly activities and milestones. 
 
The living document presented here includes: 

1. Executive summary 
2. Background Project Information 
3. Methods/Approach  
4. Priority Areas and Recommendations 
5. Next Steps 
6. Appendices 

 
Multnomah County awarded the CHIP contract to OHEA July 7, 2015, with a formal contract 
executed October 15, 2015. APANO serves as the fiscal sponsor and organizational home for 
the OHEA CHIP project. OHEA established a project Leadership Team in July 2015. The 
Leadership Team hired Marilou Carrera as our CHIP Manager in October 2015. The CHIP 
Community Advisory Committee convened for the first time in December 2015 and concluded in 
June 2016.  
 
The findings presented here from the CHIP Leadership Team, Community Advisory Committee, 
and robust input from the community, highlight the priority areas in our communities of color 
living in Multnomah county. The knowledge amassed from these groups informed the goals and 
objectives presented here. 
 
The next stage of the CHIP includes development of an implementation strategy. This process 
will be informed by engagement of key stakeholders, including members of OHEA, Multnomah 
County Health Department, and their partners, in order to advance concrete systems change 
that improves health outcomes.  

 
Thank you, 
 
Joseph Santos-Lyons            Marilou Carrera 
Executive Director            CHIP Manager 
Asian Pacific American Network of Oregon          Oregon Health Equity Alliance 
(APANO)              (OHEA) 
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Executive Summary 
Multnomah County’s growing and changing demographics require a shift in the way we view, 
plan, implement, and evaluate services for the people who live, play, and work here. The racial 
and ethnic make-up of our county is increasingly diverse and we are at a critical juncture to 
address persistent health disparities and prevent perpetuating these inequities into the next 
generation.  
 
The Oregon Health Equity Alliance (OHEA), an alliance made up of over 43 community-based 
organizations of color and other organizations deeply committed to health equity, is proud to 
present the Multnomah County-OHEA Community Health Improvement Plan (CHIP).  
 
This CHIP is unique from others in that it is centered on the communities who have historically 
and systemically experienced unjust and unequal treatment, which contributes to significant 
disparities in their health outcomes.  We believe that for all community members to be healthy, 
we must work to eliminate the health disparities that communities of color, LGBTQ2I, the 
houseless, immigrants and refugees, and many other groups experience. 
 
In developing this unique CHIP, we began with community first, designing our process to be 
community-led and community-informed. By centering communities of color and other 
marginalized communities, we committed to bringing forward the voices of those often excluded 
from the conversation, elevating those who experience the greatest health inequities and 
disparities.  
 
Wherever possible we sought to both preserve and elevate the community’s own language, 
capturing and deeply examining these interactions and feedback to ensure fidelity of the 
conversations the community shared. 
 
Through community engagement, strategic partnering, and collective decision-making, we are 
excited to share the following five priority areas of this CHIP: 

 Access to Culturally and Linguistically Responsive Healthcare – focusing on the health 
system 

 Housing – including issues of houselessness 

 Essential Community Services and Resources – elevating interconnected systems and 
issues related to food, transportation, education, and jobs 

 Support of Family and Community Ways – addressing traditional cultural ways of healing 
and community  

 Transformative Change Toward Equity and Empowerment – addressing systemic 
discrimination and disparities 

 
This CHIP is the result of many contributions. OHEA hosted 24 community engagement events 
- two hosted in-language – with participation by over 220 individuals. These individuals 
represented seven distinct racial / ethnic communities, as well as five subgroupings of 
community not based on race/ethnicity, including but not limited to: Youth, Houseless, 
LGBTQ2I, Immigrant and refugee, and Elders. In addition to the input received from community 
engagement events, this document includes a synthesis of community reports and assessments 
of community strengths and assets, the local public health system, potential forces of change, 
and community health status.  
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In addition to creating safe spaces across Multnomah County for candid conversations about 
our health, it was important this CHIP process be led by culturally specific organizations whose 
staff and boards reflect the lived experience of those communities who joined our efforts. 
Organizational members of OHEA volunteered to serve as the CHIP’s leadership team. These 
included the Asian Pacific American Network of Oregon (APANO), the Immigrant and Refugee 
Community Organization (IRCO) – Africa House, Unite Oregon (formerly Center for Intercultural 
Organizing), the Oregon Latino Health Coalition (OLHC), the Native American Youth and Family 
Center (NAYA), the Oregon Community Health Workers’ Association (ORCHWA), the Urban 
League of Portland, and Upstream Public Health. Collectively, these organizations have 
decades of demonstrated experience in serving their respective communities and have deep 
knowledge and relationships in each of those communities. OHEA’s commitment to health 
equity has created the requisite safety and trust to elicit authentic community input and sharing. 
 
Another distinguishing feature of this CHIP process is we began from an asset-based 
perspective and observed, honored, and reflected the fact that each of these communities 
portage significant, untapped, and culturally imbued protective factors and assets. These 
include family, extended family, culturally specific knowing and ways of being, tremendous 
resiliency, and an emphasis on interconnectedness and interdependence, among many others.  
 
From a relational worldview, to be truly healthy, there must be a balance of wellness in physical, 
mental, emotional, spiritual, and financial health. The social context in which individuals live 
must also be well in order to support the individual in attaining optimal health. Families and 
communities must function in positive ways, mutually supporting and reinforcing strengths and 
resiliency in the face of challenging external circumstances, in order for individuals to thrive. 
 
The Portland Indian Leaders Roundtable’s 2006 Making the Invisible Visible report, expressed 
the community’s hope thusly: 
 

“We want to be recognized and treated with respect. We want our cultures and religions 
to be valued. We want safe, affordable housing, access to employment options, and 
equal opportunities to build community. We have important and diverse indigenous 
values that contribute to the uniqueness of Portland, and we see ourselves as part of its 
future.” 

 
In solidarity, it is our hope this CHIP becomes a living, breathing document of values and deep 
community wisdom, of which partners across the county’s health and service sectors invest in 
its recommendations to lead and contribute to an authentic and continuous community 
engagement and health improvement process. 
 
We are proud to bring forward the community’s voice in this Community Health Improvement 
Plan. 
 
Sincerely, 
The CHIP Project Team 
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Chapter 1: Overview and Community Vision 

What is a Community Health Improvement Plan? 

A Community Health Improvement Plan, or CHIP, is an action plan that identifies priority areas 

affecting community health with resources and strategies for health improvement
1. A CHIP is 

informed by the findings of a community health assessment and community member input. This 
CHIP is developed in partnership between the Multnomah County Health Department Public 
Health Division and the Oregon Health Equity Alliance (OHEA) and will be referred to 
throughout this document as the CHIP or MultCo-OHEA CHIP. OHEA is a collective of regional 
and state organizations striving for a more equitable Oregon for everyone. It is comprised of 
over 40 partner organizations, is governed by a steering committee of community-based 
organizations, and has a 5-year strategic health equity plan.2 

 
We all want good health and the opportunities to maintain that health. The MultCo-OHEA CHIP 
focuses primarily on racial and ethnic health disparities at the directive of the Multnomah County 
Health Department Public Health Division. This project joins many others across the region and 
nation focused on ending inequitable health outcomes that burden under-resourced 

communities.3 4 5 6 By focusing on the most impacted and less-resourced residents, all 

community members share the benefits.
7
 For example, urban planners consider the needs of 

those with disabilities when installing sidewalk ramps to support safe street crossings. This 
benefits families with strollers and delivery people with wheeled packages. In this simple way, 
addressing the needs of our most impacted supports everyone.   
 
Our country will become a majority of people of color by 2040, and as such, we must erase 
racial and class divides to ensure everyone may apply their talents and creativity in building the 

next economy.
8
. In this document, a disparity is “a particular type of health difference that is 

closely linked with social, economic, and/or environmental disadvantage. Health disparities 
adversely affect groups of people who have systematically experienced greater obstacles to 
health based on their racial or ethnic group; religion; socioeconomic status; gender; age; mental 
health; cognitive, sensory, or physical disability; sexual orientation or gender identity; 
geographic location; or other characteristics historically linked to discrimination or exclusion 
(page 28)”9. As individuals, we are often more than a single identity and addressing disparities 
at the intersection of our identities is critical to the health of our communities. For this reason, 
this CHIP also explores health disparities experienced by the lesbian, gay, bisexual, trans, 
queer, two-spirit and intersex (LGBTQ2I), houseless, elders, and youth in our communities. 

How Will the CHIP Be Used? 

The CHIP will be used as a living document to guide action for multiple and diverse 
stakeholders to improve health for all by addressing the needs of the most impacted within 
Multnomah County. This includes a broad range of individual residents who have participated in 
a series of surveys and community engagement activities, community partner organizations, 
and public and private institutions with the ability to improve conditions that lead to good health 
for populations within Multnomah County. 
The CHIP is written with this very broad audience in mind. The Multnomah County Health 
Department Public Health Division will submit this document along with the 2015 Community 
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Health Assessment (CHA) and a department strategic plan to the Public Health Accreditation 

Board to become an accredited public health department10 11. 

CHIP Vision 

Our vision of a healthy Multnomah County is when all people, regardless of color, race / 
ethnicity, physical size, appearance, or ability, gender identity, sexual orientation, legal status, 
age, and /or however we define ourselves, have access to the existing services and necessary 
support to develop new services and programs that promote sustainability, balance, and 
harmony. These efforts provide pathways to achieve the best health of our communities, 
acknowledge our histories, empower us to be our best selves, and create opportunities for our 
future generations. 

CHIP Values 

This CHIP offers multiple spaces for participation. Please see the “Our Approach” section for 
further description. One aspect of engagement is the CHIP Advisory Committee 
(CAC).  Members of the CAC perceived a set of CHIP values to guide the development of 
health issue priorities and strategies to achieve health equity at the beginning of the process 
(see Table 1). The core values include inclusion and empowerment; community leadership and 
participation in design; implementation and evaluation of health improvement efforts; 
community-oriented approach to strategies; a process that is framed around an understanding 
of the current and historical context of health disparities; and prioritizing health-related 
determinants. 
 
Table 1A. Multco-OHEA CHIP Values 

Multco-OHEA CHIP Values 

Inclusion and empowerment 
● Intergenerational teaching / learning 
● Interconnectedness 
● Engage the youth 
● Respect and empowerment 
● Healthy community is a right not a 

privilege 
● Hope and resilience 
● The will to do it! 
● Advocacy / mobilization 
● No Racism - Name it 
● Opportunity (of all kinds) 

Community leadership and participation in 
design, implementation, and evaluation 

● Trust in inherent knowledge of 
communities 

● Shared responsibility and accountability 
● Utilization of community health workers 
● Collective vs individual impact / 

perspective 
● Communication and validation 
● Power sharing and resource sharing: 

transparency / responsibility sharing 

Community-oriented approach to strategies 
● Resource sharing within county 
● Realignment of resources for community 

benefit 
● Culturally specific and safe systems 
● Practitioners / Admin reflecting 

Process is framed around understanding the 
current and historical context of health 

disparities   
● Trauma-informed care 
● “Human capital” 

● Communities used in past 
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Multco-OHEA CHIP Values 

community they serve acknowledged as commodities 
● Reclaim for community benefit 

● Understanding of root causes 
● Reclaiming our resources 
● Valuing traditional / ancient ways of 

knowing and healing 
● System level change 

Health-related determinants are prioritized 

 Justice 

 Employment 

 Education 

 Access to nature and time to enjoy / engage 

 Safety and security 

CHIP Guiding Principles 

Three main principles support the CHIP.  First is that the process is community-led and 
transparent. The CHIP project team established transparency using a number of accountability 
structures described in the “Approach” section of this report. Second is the use of current 
evidence or practice-based data and strategies to address health equity that as much as 
possible describe community level conditions. The final principle is using feasible 
recommendations and strategies that involve, and build on the existing, hard work of, key 
stakeholders who can influence effective implementation of the CHIP strategies. 

CHIP Frameworks: Social Determinants of Health, Health 

Equity and Empowerment 

A number of frameworks support the CHIP, including social determinants of health and health 
equity and empowerment.  

Social Determinants of Health 

Wherever possible, the CHIP focuses on social, environmental and economic determinants of 
health (see Figure 1) aligning to Multnomah County’s upstream framework (figure 2) because of 
growing evidence these factors are responsible for shaping behaviors and most health 

outcomes.12 13  The concept of moving upstream is a public health analogy John McKinlay used 

in an address to the American Heart Association in 1974.14 Imagine a rapidly flowing river 

where people are working so much to rescue those who have fallen in and are drowning, they 
are not able to learn the reason why people continue to end up in the river in the first place. 
When community members are finally able walk upstream to identify the reasons people are 
falling in the river, there is an opportunity for systemic change to improve health. For example, a 
growing body of research indicates a person’s neighborhood has an specific effect on health, 

regardless of age, race, or income.15,16,17,18,19 Figure 2 indicates how various factors shape our 
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neighborhood and support, or become barriers to, our health. Essential services like education 
and transportation can support us, while exposures to hazards such as air pollution or a 
concentration of low nutrient foods can be harmful. Further, America’s County Health Rankings 
initiative estimates health status is determined by social and economic factors (40%), health 
behaviors (30%), access to and quality of clinical care (20%), and the physical environment 
(10%).20 
 
Figure 1: Social Determinants of Health21 
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Figure 2: Multnomah Equity and Empowerment Lens River Model22 

 

 

Health Equity & Empowerment 

 
Healthy People 2020 (HP 2020) defines health equity as the “attainment of the highest level of 
health for all people. Achieving health equity requires valuing everyone equally with focused and 
ongoing societal efforts to address avoidable inequalities, historical and contemporary 

injustices, and the elimination of health and health care disparities”23. 
 
The Multco-OHEA CHIP also applies a health equity perspective when considering health 
determinants – the circumstances and conditions affecting people’s health behaviors and health 
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outcomes - as a means to end the systematic creation of health inequities. A recent report from 
the Prevention Institute for the Robert Wood Johnson Foundation’s effort to create a culture of 
health illustrates the relationship between social determinants of health and health equity (see 

Figure 3).24  
 
 
Figure 3. Social Determinants of Health and Equity

25  

 
 
The health equity framework connects the equitable distribution of power and resources, 
empowered people, healthy community conditions, and quality health care as structural drivers 

that lead to healthy exposures and behaviors to decrease illness and gain health equity for all.26 
For example, when people consider what most impacts a person’s health, they often think only 
about an individual’s choices, such as whether or how often they exercise, and whether or not 
they go to a doctor. This tendency to focus only on an individual’s personal actions masks an 
understanding of the true causes of health inequities. People’s choices are constrained by 
racism, social circumstances and physical environments.  If you live in a neighborhood that is 
marked by violence and is unsafe, it can be difficult to go outside to exercise. If you live far from 
a grocery store it can be difficult to obtain nutritious foods. If you cannot afford health insurance 
it can be nearly impossible to see a doctor. 
 
Health inequities are the end result of a long history of unjust, inequitable resource allocation, 
systematic bias, and institutional racism that ultimately contribute to disparate health outcomes 
for people of color. Systematic bias can be in many public decision-making systems and affects 
under-resourced groups. For the LGBTQ2I community, intolerance, bias and exclusion based 

on sexuality and gender affect health outcomes.27 28 For people with disabilities, bias also 

comes in the form of systematic decisions that affect health such as forced institutionalization of 

children until the 1970s.29 Numerous reports and studies provide ample evidence of the health 

disparities experienced by communities of color and other marginalized communities in 

Multnomah County.30 31 32 33 By applying a health equity lens, the CHIP prioritizes these 

communities, as their health outcomes are influenced by the greatest health inequities. In doing 
so, the CHIP has also become a mechanism to develop solutions that create, support, and 

maintain the health improvement of all residents in Multnomah County.34 35 

Multnomah County Current Demographics 

Multnomah County and Oregon’s demographics already mirror national trends such that the 
number of people of color, typically described as a “minority” based on previous population 
numbers, will surpass the number of people who identify as non-Hispanic White. The US 
Census expects this transition in 2044 when “no group will have a majority share of the total and 
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the United States will become a ‘plurality’ of racial and ethnic groups”.36 Youth of color are now 

a majority in Multnomah County where 55.2% of 6th graders, and 53.5% of 8th graders are 

students of color.37 The most recent US census data indicates 14.1% of Multnomah county 

residents (2009-2013) were born in another country, and nearly 2 in 10 individuals over the age 

of five speak a language in addition to English at home (19.6%, 2009-2013).38  
 
Figure 4. Percent of population age 5+ who speak a language other than English at home39 
 

 
 
Communities of color are experiencing patterns of displacement and gentrification and the 
beginning of economic segregation.40 As figure 6 shows, many residents have moved from inner 
Southeast, North and Northeast Portland to the west and Eastern areas of the county.41 
Accordingly, Figure 4 indicates nearly half of people who speak a different language than 
English at home are living in the East portion of the county. Figure 5 indicates a similar trend of 
many people of color living in Mid- and East county. This represents a rapid, recent 
demographic landscape shift in relation to a history of government policies and business 
practices that have led to changing rent and housing costs.42  
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Figure 5: Percent Change in Populations of Color in Multnomah County 2000-201043 

 
 
A history of government and private sector policies called “redlining” in specific neighborhoods – 
the active practice of denial of home and business loans to people of color, particularly African 
Americans – left many residents in North Portland neighborhoods lacking capital investment and 
infrastructure.44 This history left communities of color with disproportionately less resources, 
notably home and business ownership, and less related opportunities, compared to White, non-
Latino peers.45 These practices also left these same areas, and the communities living in them, 
vulnerable to instability when government decisions moved to “renew” these areas, without 
putting protections against displacement in place.  African American community members in 
particular are experiencing a new wave of displacement from the inner North Portland 
neighborhoods they have known as home. For example, in 2000, there were ten Census tracts 
in Albina that were majority Black and by 2010 there were none after nearly 10,000 people of 
color, mostly Black, moved away.46 The housing prices also shifted. For example, in 2000 the 
median house cost was $135,450 and in 2010 it was $235,950; an amount that is not affordable 
for people experiencing economic hardship.47 

 
The City of Portland has also historically under-invested in neighborhoods in Mid- and East 
Multnomah County, e.g. incomplete sidewalk infrastructure.48 As a result, these demographic 
shifts are creating new unhealthy conditions of exposure for communities of color. 
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Figure 6. Distribution of people of color within Multnomah County 

 
  
This is the beginning of economic segregation in our community. Segregation is not just about 
separating people based on race or ethnicity or class; it affects how opportunity is distributed. 
When a group is segregated from others, they are kept from opportunities and determinants that 
can contribute to a healthy vibrant life.49 50  It is critical for Multnomah County decision makers to 
work together to prevent these circumstances from worsening based on evidence that 
neighborhood conditions contribute to poor health outcomes independent of race, ethnicity, 
income or other household characteristics. These conditions are more likely to affect 
communities of color and, as the region’s demographics continue to shift to a growing majority 
of people of color, it is a health imperative to prevent worsening burdens. Particularly because 
these negative conditions affect the children’s current experiences and later opportunities.51 52 
  
Many people of color are moving into what is called a circumstance of “concentrated 
disadvantage (Figure 7).” This measure is calculated by the number of people in a census tract 
living below the poverty line, relying on public assistance programs, where households are more 
likely to be headed by women, where more people are unemployed, and a higher number of 
children under the age of 18 live.53  
 
These factors interact to shape the experience of residents who live there.54 
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Figure 7. Areas of Concentrated Disadvantage in Multnomah County 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Concentrated disadvantage contributes to community’s decreased ability to organize and 
advocate to institutions that have the responsibility to provide services.55 Concentrated 
disadvantage can also contribute to adverse childhood experiences such as children witnessing 
violence, having a family member who is depressed, or having family or friends who engage in 
risky behaviors such as alcohol use.56 57 The extent of health disparities under-resourced 
communities face cannot be explained by personal choices alone because so many of our 
choices are limited by our living environments and income. Where a person lives is often 
determined by forces outside any one person’s control. The health outcomes resulting from a 
person experiencing economic hardship living in the only community they can afford can be 
profound and multi-generational. Increases in developmental delays, low birthweight newborns, 
asthma, obesity, heart disease, diabetes, violence, crime, social isolation, and numerous other 
health outcomes are all directly correlated to the community where a person lives.58  

CHIP Accountability Structures 

Leadership Team 

A primary principle of the MultCo-OHEA CHIP is for the process to be community-led and 
transparent. Several accountability structures of the CHIP development process uphold this 
principle. First, Multnomah County Health Department’s selection of OHEA to oversee the 
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CHIP, in a competitive bid process, creates a channel from which project leadership reflects 
racial / ethnic communities in Multnomah County. Several organizational members of OHEA’s 
steering committee volunteered in the application process to serve on the CHIP’s leadership 
team, based on capacity. The leadership team includes the following community-based 
organizational partners: Asian Pacific American Network of Oregon (APANO), Immigrant 
Refugee Community Organization (IRCO)-Africa House, Native American Youth and Family 
Center (NAYA), Oregon Community Health Workers Association (ORCHWA), Oregon Latino 
Health Coalition (OLHC), Unite Oregon (formerly Center for Intercultural Organizing), Upstream 
Public Health, and the Urban League of Portland. Most of these organizations represent and 
work with one or more culturally specific group including the African-American, African 
Immigrant and Refugee, Black, Asian-American, Latino/a, urban Native American/Alaskan 
Native, and Pacific Islander community groups. 

Advisory Committee 

A second accountability structure in the plan development phase was the CHIP Advisory 
Committee. This committee provided leadership and guidance on numerous aspects of the 
CHIP process. Staff from the CHIP leadership team organizations, as well as partners from the 
Multnomah County Health Department Public Health Division participated as committee 
members. Community-at-large members also participated. To recruit community members, the 
CHIP Manager, with leadership team approval, drafted a description of committee membership 
and brief application. Application questions provided opportunity for an individual to: express 
their interest in participation and passion for health improvement issues; share their lived 
experiences and draw a connection between individual experiences and the larger systems 
affecting health; and share any prior history working in a collaborative process on public health 
issues. The application was shared with OHEA members with a request to distribute among 
organizational partner networks and on social media. The CHIP manager accepted applications 
for a specified time period in the fall of 2015. Volunteers from within the CHIP leadership team 
reviewed 22 unique applications from community members and selected seven individuals, 
representing several communities within Multnomah County. These members received stipends 
for their participation. In total, 20 members comprised the CHIP Advisory Committee (see the 
Acknowledgements section). 

Consensus Process 

The opportunity for decision-making can occur at the CHIP Leadership Team or Advisory 
Committee. A consensus process maintains a straight-forward decision-making approach. 
Consensus is indicated by a threshold of 75% agreement of present participants in any meeting 
in which a proposed decision was either moved forward or rejected, with or without any 
reservations. If significant dissent occurs, the group must discuss further, which could potentially 
lead to an alternate proposal and additional application of the consensus process.  

Tech Trio  

An additional accountability structure is the Tech Trio, the technical assistance arm of the 
Leadership Team that includes the CHIP Manager, Upstream’s Health Equity Manager and 
Upstream’s Research Manager. Upstream has extensive expertise and understanding that 
health begins long before illness in our homes, schools, and jobs. Technical assistance includes 
project management, research, public health accreditation, data analysis, and writing and 
editing support. This group created a number of supporting documentation and processes for 
the CHIP project. 
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Chapter 2 Project Approach 
The MultCo-OHEA CHIP is designed as a community-led, community-driven process with an 
applied racial equity lens and frameworks for health equity and empowerment and social 
determinants of health. This approach was developed based on the direction of the County 
Health Department Public Health Division and OHEA’s mission for community-driven solutions 
to improve the health of our communities.59 
 
The most current data available on racial and ethnic-specific health outcomes and health 
determinants is linked to this CHIP, identified from the Multnomah County Health Department 
2015 CHA sources as a starting point. Each organizational partner of the project Leadership 
Team also identified their top 3 reports within the last five years based on communities they 
work with. Older Portland reports from the City Club were also scanned, based on the 
recommendation of an advisory committee member. These are referenced as context where 
appropriate. 
 
The Oregon State Health Improvement Plan (SHIP) and Healthy People 2020 Leading Health 
Indicators are also linked and threaded throughout this CHIP. These connections are noted 
within the Community Health Status Assessment, which serves as a data foundation for the 
CHIP (please see Appendix 2). 
 
It is recommended by the Public Health Accreditation Board to use a national framework to 
document community engagement approaches. In the initial planning stage, the MAPP model 
was selected to guide the MultCo-OHEA CHIP workplan strategy. Mobilizing Action through 
Planning and Partnerships (MAPP) is a dynamic planning process used by communities to think 
strategically about how to address prioritized public health issues and resources. It contains five 
planning cycles and one action cycle (see Figure 8). The CHIP workplan is reflective of the five 
planning stages, including the assessment component. The workplan and associated timeline is 
reflected as follows: 
 
Table 1B: CHIP Stages and Goals 

CHIP Stage Completed 
by 

Main goals 

Stage 1: Creating 
Structures 

Nov-15 CHIP Leadership Team, Manager, Advisory Committee 
Formed 

Stage 2: Community 
Visioning 

Dec-15 First CAC meeting and Visioning/Values 

Interim Stage: Form Sub-
committees 

Feb-16 Second CAC meeting and Subcommittees begin work on 
community engagement events MAPP assessments 

Stage 3: Assessment May-16 Third and fourth CAC meetings in April and May to 
prioritize issue areas 

Stage 4: Develop and 
Approve 
Recommendations 

Aug-16 Final CAC meeting June 2 to begin goals / objectives 
development and 80% draft of CHIP submitted to County 
on June 30; begin strategy development among 
Leadership Team and County partners 

Stage 5: Report 
Dissemination 

Sep-16 Finalize CHIP report with community-vetted 
recommendations and submit final to County on Sept 30 
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Modified MAPP Process 

The five planning stages of the MAPP include Organize for Success and Partnership 
Development; Visioning; Four MAPP Assessments; Identifying Strategic Issues; and Formulate 
Goals and Strategies. The four MAPP assessments are categorized as Community Themes and 
Strengths, Local Public Health System, Community Health Status, and Forces of Change (see 
Figure 8). The CHIP project team (Tech Trio and Leadership Team) made adjustments to the 
assessment section, detailed in the MAPP Assessment Methods section of this document.  
 
Figure 8: MAPP Framework60 

  

 
 
Additional structures of the CHIP Advisory Committee support the MAPP process. Three 
subcommittees of the CAC and LT formed to respond directly to the Community Themes and 
Strengths, Local Public Health System, and Forces of Change Assessments. The Tech Trio 
worked on the Community Health Status Assessment. NAACHO’s Health Equity supplement 
and existing reports were used, where feasible, to inform development of each MAPP 
assessment. For example, using the NAACHO Health Equity criteria, the Community Health 
Status Assessment (CHSA) included the 2015 and 2011 Multnomah County Community Health 
Assessments (CHA), among additional community report sources. CHIP Leadership Team 
members also identified the top 3 reports for each community they work with as a source of 
information in addition to the CHA.  

MAPP Assessment Methods 

Community Health Status Assessment (see Appendix 2 for summary) 

● Completed by the Tech Trio 
● Used top ranked health outcomes and health behaviors and top ranked health issues 

(section 2 of CHA tables 2,3 and 5) in Multnomah County’s 2015 CHA as an 
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organizational method for synthesizing health inequities  by population in order to 
identify health inequities common across communities of color in Multnomah County 

● Leadership Team and Advisory Committee asked to identify gaps and concerns that are 
not showing up in the health inequities sections of the CHA 

● Identified which CHA top ranked health outcomes and behaviors do and do not align 
with existing inequities by each racially specific or ethnically specific group, especially 
across all people of color 

● Cross referenced with state health improvement plan goals 
● Cross referenced with Healthy People 2020 Leading Health Indicators61  
● Used community reports to understand what other factors, behaviors or outcomes are of 

deep concern to intersection communities of people of color including the homeless, 
LGBTQ2I, youth, and immigrants and refugees 

● Summarized policies, actions and strategies listed in community reports where relevant 
and provided those to the policy/strategy workgroup 

Local Public Health Systems Assessment (see Appendix 3 for summary) 

● Completed by subcommittee 
● Responded to questions about the Center for Disease Control’s 10 Essential Services of 

Public Health 
● Completed questions as much as they could on their own and reached out to partners in 

other agencies, community based organizations, or institutions for further clarification of 
responses 

● Summarized key actions or strategies for each of the 10 essential health functions and 
shared these with the Leadership Team and Advisory Committee 

Community Themes & Strengths and Assessment (see Appendix 4 for summary) 

● Completed by subcommittee 
● Developed questions for use in community engagement events (see Appendix 1 for the 

Facilitator Guide) 
● Synthesized themes based on notes from community engagement events in response to 

the questions:  
● What supports your health?  
● What are specific examples of people, groups, places, or activities in your 

community that support health? 

Forces of Change Assessment (see Appendix 5 for summary) 

● Participants from the Forces of Change subcommittee were provided the opportunity to 
answer the following questions: 

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

local public health system?  

What specific threats or opportunities are generated by these occurrences? 

● Brainstormed potential Forces of Change within each area in order to help inform 
strategy development. Afterward, team members individually developed the more 
specific threats and opportunities provided by each Force of Change issue area. 

● Identified the following list of Force of Change issue areas: 
● Housing and Homelessness 
● Education  
● Health Care 
● Transportation 
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● Physical and Built Environment  
● Public Safety 
● Political 
● Jobs/ Economy  
● Structural Racism 

Community Engagement 

Community Engagement Events 

A key element of the CHIP process is community engagement events. These events serve as 
essential opportunities to learn concerns of community members, as well as approaches 
members want to see in place to support the health of community.  
 
The subcommittees of the Advisory Committee developed an initial set of questions addressing 
three of the MAPP assessments, for use in community engagement events. The aim was to 
develop a handful of questions to generate discussion within a conversational setting of 
approximately two hours. The Leadership Team reviewed the initial questions and provided 
feedback. On guidance from the Advisory Committee, an Oregon Health Authority Health Equity 
Coach was consulted to provide additional assistance with culturally appropriate phrasing of the 
questions. The Leadership Team approved the final set of questions, available in the Facilitator 
Guide (see Appendix 1). 
 
As this process of inquiry emerged, other questions arose within both the Leadership Team and 
Advisory Committee, particularly around voices missing from the process. Though it was 
recognized not all community groups would necessarily be part of the CHIP process, notable 
groups missing were identified as the lesbian, gay, bisexual, trans, and queer, houseless, youth, 
elders, and people with disabilities in our communities. As a result, the team worked to include 
these additional groupings of community members in the CHIP process. However, one limitation 
is the perspectives of community members with disabilities were not captured in this CHIP. 
 
Leadership Team members scheduled community engagement events by reaching out to 
members within their respective organizations and partner organizations for support. With the 
decision to include additional community groups, the CHIP Manager conducted outreach to 
other organizations around Multnomah County. These groups were briefed on the CHIP project, 
principles, workplan, and goals, and asked if they would be interested in facilitating community 
engagement events. All groups who agreed to participate in the process received funding to 
host an event, based on a proposed budget developed by the Leadership Team.  
 
The CHIP Manager drafted a facilitator and note-taker guide and promotional materials for 
community engagement events, with input and feedback from the Leadership Team and 
Advisory Committee. The CHIP Manager trained volunteers and organizational staff on the 
Facilitator Guide (see Appendix 1). The guide included a notification section informing 
participants of the type of information being collected and how this information would be used 
after completion of the events.  

How We Collected Community Engagement Data 

Consistent data collection is necessary for successful data extraction later. A total of 24 
community engagement events were conducted between March and May. These events saw 
participation from 223 community members from ten different community groups. Two events 
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were hosted in the primary language of the community group.  Each of the events was 
supported by at least one facilitator and one note-taker. Notes from these events were 
eventually uploaded onto two tracking spreadsheets or notes were submitted to the CHIP 
Manager who synthesized information. Information collected included top issues and strategies 
prioritized by community groups during their events. A brief survey was distributed to 
participants, inquiring about demographic information such as race / ethnicity, language, zip 
code, etc. Notes from the two events conducted in the community’s primary language were later 
translated into English through a language translation service.  

 

Once community engagement events were complete, data were analyzed using a qualitative 
software program, Dedoose©. This is described elsewhere in this document. Following data 
analysis, both Advisory Committee and Leadership Team worked diligently to establish priority 
areas and associated goals and objectives. These processes are described below, in Identifying 
Priority Issue Areas, Developing Goals, Objectives, and Strategies.  

Data Sources and Synthesis 

How We Analyzed Community Engagement Data  

It is important to have a systematic process to consistently analyze input from all community 
engagements events in order to develop priorities based on community input. This project used 
qualitative research method techniques to ensure equitable management of the community 
engagement event input. Specifically, the community engagement notes collected were 

analyzed using a program called Dedoose. Dedoose is described as “a web-based 
application for organizing and analyzing textual, audio, and video data (qualitative) along with 
outstanding functionality for their integration with survey, test score, ratings and demographic 
data (quantitative).”62  

 
The primary advantage of using Dedoose to analyze our qualitative information is it allowed 
for a thorough review of notes from each community event; identification of excerpts (i.e., 
community quotes) from the notes containing content meaningful to the MultCo-OHEA CHIP 
project questions about priority health concerns and health issues, strategies to address them, 
and existing strengths and assets; and a way to categorize the information by applying codes. 

Dedoose offered a number of ways to pull and analyze coded information including by code, 
event, race or ethnicity, secondary community description, and various combinations of those 
descriptors. It also provided code frequency to show how often any one code or codes could be 
applied across community events and groups. The result of using this program was a 

mechanism to see which issue areas rose to the top across all communities. Further, Dedoose 
revealed how often a particular issue area arose across each community group. Finally, to see 

what community members from all 24 events said about a specific topic, Dedoose provided a 
way to pull all excerpts connected to a specific code.  

The Coding Process 

An Overview 

The coding process is a bulky process requiring involvement by more than one individual from 
the CHIP team. CHIP project members volunteered to be part of a coding team to move the 
data analysis forward. This group was led by a member of the Tech Trio who took on a primary 

role in learning and applying Dedoose.  
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Notes from the community engagement events were uploaded into the Dedoose database. 
Based on an iterative process informed by grounded theory,63 64 the code team used the notes 
to develop an initial set of root codes (i.e., main category codes that did not contain sub-
category codes), parent codes (i.e., main category codes that did contain sub-category codes), 
and child codes (i.e., the sub-category codes of parent codes). Coders entered and organized 
detailed descriptions of the community groups convened at each event into two distinct groups. 
The primary community was described by race and ethnicity, including Multicultural, African, 
Native American / Alaska Native, Latino/a, African American, Asian, Middle Eastern, and Pacific 
Islander.65 The secondary community was described by non-race/ethnicity based groupings, 
including Youth, Immigrants and Refugees, Houseless, LGBTQ2I, Adults, Youth, and Elders.  
 
Table 2 shows how two randomly selected community quotes (known in Dedoose as “excerpts”) 
from two different community events were coded. The code team lead pulled quotes from the 
section of notes where community members identified and prioritized the “Top Issues” facing 
their communities. 
 
Table 2. Sample of Community Quotes by Race / Ethnicity 

Community 
Org 

Race /      
Ethnicity 

Secondary 
Community 
Description 

Community Quotes on 
Top Issues / Excerpt 

Copy 

Top Issue Codes 

Sisters of the 
Road 

Multicultural Houseless Organizations like SOTR 
and the Oregon Food Bank 
are doing a great job of 
bringing education about 
healthy eating and access 
to healthy food, fruits and 
vegetables to the people 

 Community 
Education: Health, 
Wellness, Health 
Care systems, all 
systems 

 Healthy Food 
Access 

 CBOs providing 
community support 

MCHD African 
American 

Low-Income 
mothers 

Free financial and 
educational 
counseling/workshops  

 Community 
Education: Health, 
Wellness, Health 
Care systems, all 
systems 

 Financial Literacy 

 

Dedoose also provides a method for pulling community quotes on any one specific issue, from 
across all 24 events. The excerpts below are a sampling of quotes across all community 
engagement events that were coded as “Affordable Housing”: 
 

● “Affordable housing would solve most unhoused individuals health issues”- Multicultural, 
Houseless (Sisters of the Road event) 

● “Housing was the number 1 issue for this group: housing showed itself by families 
doubling up, though they didn't focus on the actual cost, they said the crowding and 
moving disrupted families and created tension and stress”- Pacific Islanders, Elders 
(APANO event) 

● “Affordable housing & homeownership programs are something our community is 
interested in”- Multicultural, Youth (BRAVE Reproductive Justice Coalition event) 

● “Force developers with every housing project to make a certain percentage of units 
affordable housing”- American Indian / Alaska Native, Elders (NAYA event)   

● “Stop gentrification that is moving us away from our community and organizations like 
NAYA & NARA.”- American Indian / Alaska Native, Elders (NAYA event) 
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● “Many of these issues came up when talking about a time in people’s lives when they felt 
healthy or that they were surrounded by healthy conditions.  Jobs, stable housing (which 
was defined [by the group] as safe, quiet, clean, good landlord, respectful neighbors) 
and access parks and fresh air.  When these elements aren’t present, then there is a 
daily stress that takes a toll on people’s health.”- African American, Adults (Urban 
League of Portland-CHWs) 

● “Access to affordable housing and resources to maintain a healthy lifestyle”- African, 
Immigrants and Refugees (Africa House/ ORCHWA event) 

Identifying Priority Issue Areas, Developing Goals, Objectives, and Strategies 

Once the data are analyzed, the next task of the CHIP is to identify priority issue areas.  
As mentioned previously, notes from the community engagement events were uploaded into the 

Dedoose database. Coding team members applied codes to the notes collected from 
community engagement events, using codes initially created by their team lead and creating 
more as needed. The team focused first on coding notes described as “Top Issues” in order to 
develop a set of top health priority areas. This was followed by an iterative discussion to 
reorganize all codes, sometimes merging codes, or re-categorizing or renaming a root, parent or 
child code to more accurately organize statements provided by the community. For example, a 
number of root codes such as “cultural / community stigma”, “devaluing of communities”, and 
“dominant culture philosophies and practice” were ultimately grouped under the parent code 
“Discrimination”. For accuracy, coders looked at example statements from each code before 
regrouping or renaming any codes. 
 
The coding team created and applied nearly 140 unique codes to nearly as many community 
statements from notes describing “Top Issues”. Normalized frequency count data of these 
codes were then pulled and analyzed across all primary community groups (see next section for 
more information on normalization). 
 
The coding process resulted in 20 parent codes (the ones with subcodes) with the highest 
frequency counts. The Tech Trio whittled these down to 17 parent codes after thorough 
discussion and review of the data. The CHIP Advisory Committee convened to engage in an in-
depth prioritization process of top issue area categories from community events. After 
collectively reviewing lists of codes with the greatest frequency counts across primary and 
secondary community groups, related community quotes, and lists of relevant subcodes, and 
through iterative discussion, the group used frequency across all race and ethnicities as the 
primary criteria for developing a top issue area. This ensured the CHIP be built on issues that 
matter to communities of color the most and are most acceptable to community members. In 
this way, the Advisory Committee narrowed the priority issue list from 17 to a top 10. While the 
aim was to identify 5 priority areas, this group proposed incorporating an additional five to honor 
the top concerns community members put forward. At this request, the Leadership Team 
worked some partner organizations to finalize the list of priority issues, shown in table 3.  
 
Table 3. CHIP Top Issue Area Evolution  

17 Priority Issue Areas Across All Groups Final Top 5 Prioritized Issue Areas 

1. Access to Culturally Responsive 
Health Care 

2. Access to or Develop Services and 
Resources 

1. Access to Culturally & Linguistically 
Responsive Health Care  

2. A Neighborhood Home for All 
3. Essential Community Resources and 
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17 Priority Issue Areas Across All Groups Final Top 5 Prioritized Issue Areas 

3. Housing 
4. Health and Wellbeing (general) 
5. Address Discrimination 
6. Transportation 
7. Education 
8. Jobs 
9. Importance of Family 
10. Food 
11. Safe Neighborhood Environment 
12. Preserving cultural practice 
13. Economic Insecurity 
14. Criminal Justice System 
15. Capacity Building 
16. Houseless 
17. Civic engagement 

Services 
a. Transportation 
b. Education 
c. Jobs 
d. Food  

4. Supporting Family and Community 
Ways 

5. Transformative Change for Equity and 
Empowerment 

 
Once these priorities were identified, the Tech Trio prepared the data so the creation of goals 
and objectives could begin. The 5 priority areas contained a number of codes and subcodes 
within them. A prioritization process using normalized frequency data was used to narrow down 
these 101 codes to just the top 29 parent and child codes: 
 

Access to Culturally & Linguistically Responsive Health Care 
o Access to Health Care: Improve Patient Care 
o Access to Health Care: Provider Education, Cultural and Gender 

competency training 
o Culturally Specific Services (health-related) 
o Access to Health Care: Health insurance coverage 
o Access to Health Care: Access to Alternative Treatment 
o Oral Health 
o Access to Health Care: Quality of Care 

 
Essential Community Resources and Services 

o Improve Access to Services 
o Community Education: Health, Wellness, Health Care systems, Financial 

Literacy, all systems 
o Improve government services 
o Funder Practices 
o Resource Allocation 
o Access to Basic Services 
o Culturally Specific Programming (not health-specific) 

 Transportation 
o Public Transportation 

 Education 

 Jobs 

 Food 
o Healthy Food Access 
o Food systems 
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Supporting Family and Community Ways 

 Importance of Family 

 Mental Health 

 Mental Health Barriers and Resources 

 
Transformative Change for Equity and Empowerment 

 Racism 

 
When the Advisory Committee met again, they reviewed the priority issues and developed an 
initial set of goals and objectives based on these 29 codes and subcodes. The group used data 
from the 2015 CHA, a summary of data from the MAPP Community Health Status Assessment, 
the list of 29 codes and subcodes, and example quotes from community events for each parent 
code. In small groups, the Advisory Committee developed an initial draft of goals and objectives 
for each priority area. The Leadership Team then refined the draft goals and objectives during 
the report development process.  
 
Members of the CHIP Leadership Team developed background information and authored 
sections of the CHIP report describing each priority area. Their leadership created a platform to 
1) report back to community members during the summer of 2016, 2) provide an 80 percent 
draft to Multnomah County Health Department by June 30, and 3) have sufficient background to 
involve stakeholders who can co-develop strategies rooted in community-identified solutions 
and address the goals and objectives of the top five CHIP priorities.  

A Note on Data Normalization 

The team used community engagement information in the CHIP primarily to 1) identify issues 
common across community engagement events as a basis for the Advisory Committee to 
identify the CHIP priority areas, 2) identify common assets and strengths, and 3) identify 
community-suggested strategies that align with the top issues. Different community-based and 
often culturally specific organizations hosted a number of community events for different 
community groups: 

Community: Number of Events 
African: 2 
African American: 6 
American Indian/ Alaska Native: 2 
Asian and Pacific Islander: 1 
Pacific Islander: 1 
Latino/a: 4 
Middle Eastern:1 
Multicultural: 7 
Total for all groups: 24 

 
Because the number of events per community group varies, this can skew the frequency data of 
applied codes. Normalizing the frequency data allowed for analysis as though each community 
group had met the same number of times. The code team lead pulled normalized code and 
subcode frequency data for all groups by race and ethnicity, as well as for all groups by 
secondary community description. 
 
In addition, because the CHIP is focused on addressing ethnic and race-based disparities, the 
group made initial decisions about results categorized by race and ethnicity, and not secondary 
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community categories. The codes were organized within each issue area from highest to lowest 
frequency to determine which subcode issues came up the most in community conversations. It 
was also important to see how many community groups described the particular subcode as a 
priority issue.  

Limitations 

As with all assessment and planning processes, there are several limitations to acknowledge.  
 
The Community Health Assessment used to understand who is impacted and how by health 
inequities does not provide county-level health data for all groups in this report. For example, 
data on LGBTQ2I health inequities is lacking and much of the information related to Native 
Americans / Alaska Natives is incomplete. Some health issues that repeatedly come up for 
some communities among the organizations that serve them, such as oral health and different 
forms of cancer, do not show up as a health inequity for multiple communities of color in the 
data. There are also time lags in how data is reported that may result in an incomplete picture of 
health issues by neighborhood. For example, the level of gentrification and displacement in the 
last five years means many people who responded to surveys about health five years ago may 
have relocated, either to another area within the county or out of Multnomah County. The CHIP 
team sourced other community-based and public agency reports as much as possible to provide 
a broader understanding of health inequities people in Multnomah County experience (please 
see Appendix 2 for reports used).  
 
Given timing and strict deadlines, including significant time and energy invested in learning the 

Dedoose program, a major limitation is the coding team was unable to conduct an inter-coder 
reliability assessment until after the “Top Issues” notes were completely coded. Inter-coder 
reliability checks are important to ensure all coders are likely to evaluate and code the same 
excerpt in the same or similar ways, thereby ensuring a degree of coding consistency across 
coders.66 After the “Top Issues” notes were completely coded, the coding team completed an 
inter-coder reliability test where all coders applied codes to a handful of community statements 
(notes that had not already been coded as “Top Issues”). The team compared their assigned 
codes and initially found coding was within 60 percent reliability, on average. In discussing 
differences among applied codes, the group determined reliability was likely higher as there 
were no disagreements about additional subcodes applied. For example, some coders applied a 
parent code and a few supporting subcodes, while others applied more subcodes. This may 
have affected the outcome of our frequency counts overall, potentially resulting in more detailed 
coding for some events compared to others. Once all community events were completely 
coded, facilitators from each event were asked to review the codes for each event and ensure 
the codes reflected the intent behind the notes and conversation. Note that due to time 
constraints, we were not able to ask facilitators to complete this review prior to analyzing Top 
Issues data. 
 
Community-provided information is limited to individuals who attended the events and by the 
engagement events held. This information can only represent the views of those who attended. 
Facilitators also provide varying levels of detail in how they entered the prioritization results from 
each community event. For example, if one facilitator entered a relatively thin amount of 
information to summarize the top 3 issues and another facilitator expanded their summary of the 
top 3 issues with more information, the second event would have more information to code, 
even if both sets of information emphasized community priorities. This means even with 
normalized frequency data, some events had more information than others. Despite these 
limitations, the extensive number of events with focused outreach to communities most 
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impacted by health inequities, the use of a structured facilitator guide, coding of notes from the 
events, and systematic analysis of the information were all beneficial to the CHIP.  
 
Finally, the goals, objectives and strategies were not developed with all community leaders from 
all institutions who can take action on them at the table. The strategies and commitments 
included here are based on the activities and actions currently taken by organizational partners 
from the CHIP Leadership Team and the County health department. The CHIP Leadership 
Team includes a subset of OHEA members and is not exhaustive.  
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Chapter 3: CHIP Priority Areas for Health Equity 
 

Priority 1: Access to Culturally & Linguistically Responsive 
Healthcare 

Priority 2: A Neighborhood Home For All 

Priority 3: Essential Community Services and Resources 

Priority 4: Supporting Family and Community Ways 

Priority 5: Transformative Change for Equity and Empowerment 

Health Equity Priority 1: Access to Culturally & Linguistically 
Responsive Healthcare 

Access to Culturally & Linguistically Responsive Healthcare and Our Health 

Culturally responsive health care access is critical to maintaining health and wellbeing. When 
we are sick, we struggle to get the support we need, be with loved ones, work, and learn. If we 
do not receive care this can affect many other aspects of our life. One of the most salient issues 
facing communities of color, the unhoused, the LGBTQ2 community, people with disabilities, 
people experiencing mental illness, and communities whose first language is not English, is 
access to culturally and linguistically competent healthcare services. Unfortunately, the 
healthcare system has been largely designed to serve and be responsive to the dominant 
culture.67 In other words, our current healthcare services, and research may default to focus on 
the needs of individuals who are heterosexual,68 able privileged,69 white, non-ethnic, and 
English speaking70 unless there is a conscious effort and encouragement to put attention on 
other groups.71 This means communities of color and other marginalized communities 
experience significant dissonance and encounter barriers when seeking care. These barriers 
may include being seen by providers who do not speak our language; whose communication 
style does not match ours; whose sexual orientation or lived experience does not align with 
ours; and thereby inhibiting provider-patient rapport and trust.  
 
In community events, some participants reported they would like more “culturally appropriate 
response[s] to health needs, and to resolve problems of language barriers” in healthcare 
settings (Middle Eastern community, CIO event); others noted that “more training for physicians 
and healthcare staff around gender and sexuality and sensitivity toward at-risk groups” should 
be a top priority (multicultural youth, Milagro event). In one forum for Pacific Islander Elders, 
“folks felt like their needs weren’t taken seriously when interacting with public health systems 
and they note this was most reflected by lack of time or explanation, as well as accessibility 
after being seen by the doctor and/or staff.”  
 
In more egregious cases this can result in: 

● misdiagnosis,  
● misunderstood after care or discharge plans,  
● discontinuity of care, or 
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● dangerous and contraindicated medication utilization, among other adverse health care 
outcomes.72 73 74 

 
There is a need for greater access and methods to reduce barriers to care. Our healthcare 
system services are misaligned with our communities’ cultural, behavioral, and communication 
needs. Communities from different cultures may have healthcare-seeking practices based on 
their country of origin that do not reflect ways to access healthcare services available here. For 
example, African immigrant and refugee community members noted they tend to “downplay 
their sickness… so we don’t’ seek help immediately.” Unfortunately, this and other differences in 
healthcare-seeking practices creates long-term health issues downstream since the health 
condition becomes exacerbated over time, more expensive, and more challenging to treat, 
further compromising the ability of the nuclear family to provide for itself.   

Why Access to Culturally & Linguistically Responsive Healthcare is a 
Priority in Health Equity  

Access to culturally responsive mental health services and supports is an inequity related to 
multiple health challenges.75  A lack of culturally and linguistically competent healthcare 
providers and systems means our communities often do not feel welcomed or even safe in 
these health care settings. 
 
There is an opportunity to transform our healthcare settings from unfriendly places to safe 
medical homes and safe welcoming harbors. Safety net clinics, including migrant health centers, 
community health centers, homeless health centers, and other non-federally qualified health 
centers (FQHC) offer limited primary care access for those who do not qualify for Oregon’s 
Medicaid program or Affordable Care Act (ACA)-related insurance products. However, these 
safety net clinics are at capacity and 90 day wait times are not uncommon.76  Additionally, 
specialty care referrals and prescription coverage are significant after-care barriers for low- 
income communities. 
 
In community events, and in culturally responsive organizations that work with community 
members, people described many barriers to accessing culturally and linguistically competent 
health care. These include and are not limited to the following: 

● Proximity of care 
● Cost  
● Language 
● Differing cultural beliefs of when to seek care 
● Social isolation 
● Linguistic isolation 
● Lack of navigation assistance 
● Geographic isolation, often combined with inadequate public transportation 
● Lack of a culturally and linguistically diverse healthcare workforce 
● Criminalization when seeking health care by immigrant and undocumented communities 
● Public Charge Fears -a fear held by immigrant communities that if they seek government 

related services, they will be disqualified from being able to adjust their immigration 
status at a later time 

● Immigration status 
● Racism and past differential treatment based on race 
● Non-integrated healthcare systems that bifurcate oral health and mental health services 
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● Internalized self-sufficiency belief system - communities have a deeply entrenched, 
internalized value of self-sufficiency which precludes our willingness to reach out and 
seek or lean on government funded services 

● Generalized, historically-founded mistrust of county, state, and federal health services 
because some of our communities are unable to draw a clear distinction between federal 
immigration programs and federally funded healthcare services 

● Non-welcoming front office staff and forms that are not patient friendly 
● Upfront payment mechanisms meant to dis-incentivize care-seeking behavior 
● Over-reliance of in-clinic services and absence of outreach workers 
● Lack of translated documents and notices 
● Unsafe healthcare environments 
● Differential power status between providers and patients 
● Long, often 90 day waiting times to be seen 
● Employment insecurity or no sick time  benefits 

● Lack of (affordable) child care services 

Who Is Impacted and How 

One of the primary barriers to accessing healthcare services is directly tied to uninsured rates 
for communities of color and other marginalized communities.  While we have seen significant 
improvements in insurance rates since implementation of the Affordable Care Act, disparities 
remain. For example, in Oregon, the Hawaiian Pacific Islander uninsured rate is 18%, 21% for 
Latinos and 21.5% for Native Americans.77  This is in stark comparison to 8% for whites, 
according to the American Community Survey for 2014.78 
 
Lack of health insurance, the high cost of care, a feeling of language isolation, and lack of 
covered care by those who speak the community’s language and understand the culture is a 
central issue for people of color in Multnomah County.79  Access to oral health services for 
Latinos is one of the biggest challenges due to lack of insurance or underinsurance.80 
 

"Accessing healthcare is really hard and doctors ask questions that have 
nothing to do with why you are there. I go to the doctor and they always ask me 
“are you drinking or using drugs”. I tell them “no I don’t use those things. It’s in 
my chart.” They keep asking me if I’m sure. "I bet they are doing that because 
of your appearance. They did that to my mom (who is Native)." – Community 
member, NAYA, Native American/ Alaskan Native event 

 
While health insurance is a strong predictor of health, the importance of culturally responsive 
providers and systems cannot be underscored. Nationally, LGBT people of color are twice as 
likely as white LGBTs to experience discrimination and substandard treatment in health care 
settings (7% vs. 3%).81 Additionally, 13% of LGBTQ2I community members surveyed mentioned 
the importance of health care and social services, specifically to LGBTQ2I appropriate care 
across the treatment spectrum, with a pronounced need for culturally specific mental health care 
services for and by LGBTQ2I providers.82 In the Local Community Health Status Assessment, 
public health services area 1, monitoring health status to identify community health problems, 
and area 7, linking people to needed personal health services emerged as assessment 
priorities. Many community members in the events brought up negative experiences in 
navigating the healthcare system: 

 
“The youth mentioned several times that it is hard to talk to their parents about 
their health questions and needs. They rely heavily on school-based health 
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centers for access to reproductive care, condoms, and general questions. They 
noted there are specific services their friends go to planned parenthood for that 
are not accessible through SBHC.” - Asian and Pacific Islander, Youth, APANO 
 
“The medical institution tends to treat African American people like second 
class people in our own community. Medical providers need to treat African 
American people with the same respect, and courtesy as all others.” - African 
American, Houseless, Urban League 
 
“Male trans people under OHP have a lot of barriers accessing birth control. 
For OHP there are only 2 black female therapists in all of Oregon and they just 
relocated to Washington.” - Community member, BRAVE RJ Coalition, 
Multicultural, Youth event 

 
 
Our communities are highly resilient and portage many culturally imbued protective factors, 
including but not limited to family cohesiveness, extended family structures, resiliency and 
youthful optimism, to name a few.  
 
Despite these factors, combined barriers to accessing healthcare can and do have a chilling 
effect in seeking healthcare services. This often results in deferral of care until preventable 
health conditions become entrenched chronic health conditions which contribute to poor 
community health and result in high emergency room utilization and high healthcare costs. 
 
In summary, while we have made significant advancements in health insurance coverage since 
ACA implementation, significant coverage and care gaps exist, specifically for communities of 
color, houseless, communities whose first language is not English, those who face categorical 
exclusions due to immigration status, and LGBTQ2I communities who all lack access to 
culturally and linguistically specific providers. 

What We Will Do About It 

While our current healthcare systems are not yet culturally and linguistically responsive, there 
are a number of interventions to help ameliorate these systemic barriers.  For example, fully 
diversifying the health care workforce to ensure a more representative health care system. This 
can and should include organizational commitments and investments in recruiting and retaining 
a more culturally and linguistically diverse workforce, intentional redesign of hiring practices, 
and an organizational culture which values diversity. In addition to investments in bilingual and 
bicultural staff, health care systems must also examine and redesign their governance 
practices, policies, and advisory bodies. This includes ensuring organizational boards are made 
up of at least 51% of clients and communities being served and budgetary investments 
meaningfully recognize and invest in differential salary structures that attract and retain racially 
and linguistically diverse health care providers. These linguistically, culturally and racially 
diverse staff must be represented not just in frontline staff but across all levels, including 
physicians and senior management staff. 
  
Specific goals, objectives and strategies for making our health care systems more culturally and 
linguistically responsive are listed in Table 4a-4d. These are starting points only and do not 
represent the complexity of the work that needs to be done. 
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How We Will Get There 

In the last ten years, much has been done to advocate for community health workers and policy 
infrastructure to support the diversification of systems through the use of CHWs, peer wellness 
specialists, peer mental health specialists, doulas, and peer support specialists. This was made 
possible by partnering with funders, the Oregon Health Authority Office of Equity and Inclusion, 
community colleges, universities, and state / federal Medicaid offices to establish training 
standards for CHWs, reimbursement models, and care standards.  
 
Table 4a. Strategies, Commitments, and Activities for Health Equity Priority 1, Goal 1 

Priority 1: Access to Culturally & Linguistically Responsive Health Care, Goal 1 

Goal 1: Diversify the health care workforce to reflect the changing racial / ethnic 
demographics and need in Multnomah County 

Objective 1 of 3: County agencies and services adopt best practices for diversity recruitment 
and retention 

Objective 1 Strategies 

 Develop and pass a cultural competency training for medical providers in collaboration 
with state, academic, and other community partners 

 Ensure CHWs can be certified and CHW services are reimbursable by federal and state 
agencies 

 Develop the infrastructure that supports recruitment, hiring, and retention of CHWs into 
county health departments and healthcare systems, including pathways that allow for 
further diversification of the healthcare system after hire (e.g., CHWs receive 
reimbursement for education to become medical assistants, etc) 

 
Objective 1 Commitments and Activities 

 APANO: Ensuring full implementation of Cultural Competency for State Licensed 

Healthcare Professionals; Ensuring full implementation of Oregon’s Data Equity 

standards for race, ethnicity, language and disability status 

 IRCO Africa House: Partnered with Multnomah county health department Mid county 

clinic to hire African immigrant and refugee culturally responsive staff to address barriers 

to Accessing to Culturally Responsive Healthcare across the county health departments; 

Partnered with Oregon health Authority public health division to have conversation 

around community accessing better health in culturally responsive way; Working on 

developing African cultural specific community health care worker curriculum and 

developing a workforce of  twenty five African community health care workers that will be 

tasked to improve community health outcome in collaboration with healthcare system. 

 MCHD: The Public Health Division (PHD) strategic plan and Human Resources (HR) 

Strategic Roadmap both support adopting best practices for diversity recruitment and 

retention. In the next year, Health Department Patient Centered Medical Home (PCMH) 

teams are adding Community Health Workers across provider teams to increase 

outreach and enabling services. 

 NAYA: Provide Culturally Responsive care to community and culturally responsive 

training to health providers through current CHW Programs (2 FTE at NAYA): Warriors 

of Wellness, Rockwood Pathways, Future Generations Collaborative (trained 27 CHWs); 

County advocacy around trauma-informed Fetal Alcohol Spectrum Disorder training to 

providers in order to ensure that service delivery is culturally and cognitively appropriate. 
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Priority 1: Access to Culturally & Linguistically Responsive Health Care, Goal 1 

 OLHC: Diversification of the workforce and promote development of best practices in 

hiring and retention through the foundation of the Oregon Community Healthworkers 

Association and the Traditional Healthworkers Commission 

 ULPDX: Objective 1 & 2:The Urban League is working to build the workforce of 

Community Health Workers as trusted community members who promote health in their 

own communities.  CHWs provide culturally appropriate services to communities of color 

and other Oregonians experiencing health disparities.   We Are Health Movement CHW 

training program, which trained 50 Afro-Centric Community Health Workers in 2014 in 

partnership with Multnomah County’s Community Capacitation Center. 

 Unite Oregon: Advocated Multnomah County departmental managers review the 

Workforce Equity Strategic Framework developed by the Office of Diversity and Equity 

and the Metropolitan Workforce Equity Coalition and implement the strategies 

throughout all departments. 

 CAC Member – Nancy Wong: Back in school working to become an occupational 

therapist (OT) in a field that is typically dominated by white women; as a first generation 

college student and child of immigrants, fostering a culture that of care that provides 

culturally and linguistically responsive healthcare; will need some strategies that reach 

out to younger generations, bolstering the involvement of first generation (to navigate 

systems) and second generation kids to become interested in working in healthcare 

someday. 

 CAC Member – Baher Butti: Concerned that not enough emphasis on trauma-informed 

care in this priority area (not a lecture, not just a training, need integration) and not 

enough emphasis on mental health. 

Objective 2 of 3: County agencies and partner institutions Increase hiring of communities of 
color and underserved communities across systems at all levels of employment 

Objective 2 Strategies 

 Hire community health workers 

 Have county boards and commissions who reflect the communities they serve so that if 
boards are made up of consumers will recommend policies, procedures and hiring 
procedures that will make the organizations/systems culturally and linguistically diverse.  

 Policies and values in these organizations value diversity and inclusion, that translates to 
hiring practices, interview panels, diversity goals, accountability standards across 
management positions. 

 
Objective 2 Commitments and Activities 

 APANO: Research and analysis on health disparities, with a focus on immigrants, 

refugees and Pacific Islander communities, to target services needed 

 IRCO Africa House: Partnered with Multnomah county health department Mid county 

clinic to hire African immigrant and refugee culturally responsive staff to address barriers 

to Accessing to Culturally Responsive Healthcare across the county health departments; 

Partnered with Oregon health Authority public health division to have conversation 

around community accessing better health in culturally responsive way; Working on 

developing African cultural specific community health care worker curriculum and 

developing a workforce of  twenty five African community health care workers that will be 
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Priority 1: Access to Culturally & Linguistically Responsive Health Care, Goal 1 

tasked to improve community health outcome in collaboration with healthcare system. 

 NAYA: State political advocacy:  A bill will be introduced (co-sponsored with ORCHWA) 

to identify sustainable funding for THWs across the state.  

 OLHC: Continues to work to ensure that 17 600 children have access to healthcare who 

are currently categorically excluded; Recent security of 10 million dollars to safety net 

clinics, representing best practice, through providing services by culturally diverse 

workforce, FQHC requirement of Board consist of 51% min of consumers to inform 

policies and practices by communities. 

 ORCHWA: ORCHWA convenes community-based organizations and acts as a hub so 

that hospitals and CCOs can connect to and fund CHWs in community based 

organizations. 

 ULPDX: Objective 1 & 2:The Urban League is working to build the workforce of 

Community Health Workers as trusted community members who promote health in their 

own communities.  CHWs provide culturally appropriate services to communities of color 

and other Oregonians experiencing health disparities.   We Are Health Movement CHW 

training program, which trained 50 Afro-Centric Community Health Workers in 2014 in 

partnership with Multnomah County’s Community Capacitation Center. 

Objective 3 of 3: County agencies work with partner institutions to create healthcare profession 
pathways for CHWs and related professions (all THWs) 

Objective 3 Strategies: 

 Make fiscal investments in culturally specific organizations who are using proven best 
practice models to diversity services and workforce  (actively hire nurses and health 
professionals who have certifications from other countries as health educators for 
example) 

 County agencies and clinics work with colleges to develop certifications and programs to 
train staff.  

 
Objective 3 Commitments and Activities: 

 APANO: Research and analysis on health disparities, with a focus on immigrants, 
refugees and Pacific Islander communities, to target services needed 

 ORCHWA: Currently ORCHWA works with other partners to provide continuing 
education credits for CHWs and supports continuing CHW professional development 
through conference attendance and other trainings in tri-county area (i.e. policy 101). 

 
Table 4b. Strategies, Commitments and Actions for Health Equity Priority 1, Goal 2 

Priority 1: Access to Culturally & Linguistically Responsive Health Care, Goal 2 

Goal 2: Eliminate the barriers facing communities that are ineligible for insurance or are 
underinsured 

Objective 1 of 3: Invest (fund) in community-based orgs and community health workers to 
provide more navigation, assistance, referrals, and education to communities of color and to 
those which English is not a first language, to Increase utilization of health insurance by 
communities of color and those which English is not a first language 
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Priority 1: Access to Culturally & Linguistically Responsive Health Care, Goal 2 

Objective 1 Strategies 
 Get CCOs and other health systems to make financial investments in community based 

organizations who use CHWs in their provision of services 
 
Objective 1 Commitments and Activities 

 IRCO Africa House: We are working to enroll more Africans to get health insurance  

 MCHD: The Refugee Health Coordinator position works with refugee resettlement and 
training agencies to assure access to the Oregon Health Plan and continues to seek 
ways to simplify the insurance application process for recently arrived refugees. The 
Integrated Clinical Services Mid-County Community Health Center serves almost all 
refugees resettled in Oregon through the Refugee Medical Assistance Program.   

 NAYA: We are currently addressing Objective 1 through our CHW programs (Although 
we are not funded to currently provide health insurance enrollment, so we are providing 
limited support to our current clients) 

 OLHC: Secured $2 million that are earmarked and will be disbursed to organizations to 
employee CHWs to do outreach to undocumented children as part of the Safety Net 
Capacity Grant Program; Expanding postpartum care to undocumented women 

 ULPDX: As part of our Healthy Families program, Urban League works to outreach to 
underserved communities to insure all Oregonians are aware of the opportunities for 
health coverage, including enrollment assistance, plan selection, and follow up for both 
public and private health insurance.  We educate about the available choices and 
navigate clients through the application process, working towards more equitable access 
to health insurance for African American Oregonians. We believe that health insurance 
should be flexible and accessible to everyone. Our outreach team is a one-stop shop that 
includes support through the entire process, so clients can learn about options for health 
coverage from private insurers and public programs, such as the Oregon Health Plan and 
Healthy Kids, and then get step by step help with applying and enrolling in health 
coverage. 

 Unite Oregon: We do this through our local, state, and national policy advocacy that 
promotes inclusion 

 CAC Members - Nancy Wong: advocacy work embedded in professional development, 
involved in letter-writing campaigns to Congress re: this issue 

Objective 2 of 3: Advocate to State of Oregon and the Oregon Health Policy Board to eliminate 
immigration status as qualifier for health care insurance 

Objective 2 Strategies 

 Organize the community, the health care industry, unions, and other allies to educate the 

state legislature and key decision makers to eliminate categorical exclusions for these 

populations which include undocumented children, legally residing adults who face a five 

year bar, Pacific Islanders (COFA), among others 

 
Objective 2 Commitments and Activities 

 MCHD: In the Adolescent Sexual Health Equity Program (ASHEP), a key strategy is 

increasing youth access to care and improving their ability to navigate the health system. 

 Unite Oregon: We do this through our local, state, and national policy advocacy that 

promotes inclusion 

 CAC Members – Nancy Wong: advocacy work embedded in professional development, 

involved in letter-writing campaigns to Congress re: this issue 
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Priority 1: Access to Culturally & Linguistically Responsive Health Care, Goal 2 

Objective 3 of 3: Work with state Medicaid partners to increase the number of people eligible for 
the Oregon Health Plan based on income requirements. 

 
Objective 3 Strategies 

 Support convened task force who submitted set of recommendations to state 
legislature, currently in revision and will be resubmitted to state legislature for the Basic 
Health plan in Oregon with more generous income guidelines. 

 
Objective 3 Commitments and Actions 

 OLHC: Support to work happening with BHP 

 CAC Members – Nancy Wong: advocacy work embedded in professional 

development, involved in letter-writing campaigns to Congress re: this issue 

 
Table 4c. Strategies, Commitments, and Actions for Priority 1, Goal 3 

Priority 1: Access to Culturally & Linguistically Responsive Health Care, Goal 3 

Goal 3: All people are provided timely, responsive health care inclusive of mental health, 
oral health and vision health services. Specific attention is given to ensure that this is 
true for people of color, LGBTQ2I, people with mental illness, people with disabilities 

(inclusive of mental health, oral health and vision health services). 

Objective 1 of 5: Develop partnerships and foster funding investments by CCOs in the safety 
net clinics. Increase investments to build community capacity for health care, including mental 
health, oral health and vision health services. 

Objective 1 Strategies 
 Make investments in these services 
 CCOs, county health departments, safety net clinics, hospital systems and all other 

providers work together on oral health mental integration and mental health integration 

Objective 1 Commitments and Actions 

 MCHD: Maternal Child Medical Home. facilitates the coordination of a collaborative team 

of providers and staff, both internal and external, to meet the special needs of women 

during pregnancy. 

o MCHD strategically locates community health centers, dental clinics, specialty 

care clinics for people living with HIV and School-Based Health Centers to ensure 

all populations can access comprehensive primary care and preventive health 

services regardless of where they live, work or attend school.  

o The Public Health Division Harm Reduction program, working with community 

partners (Outside In, Urban League, Transition Projects, Home Forward, others), 

provides low barrier linkage to care and direct acute health care services to 

unhoused people. 

 OLHC: Secured $2 million that are earmarked and will be disbursed to orgs to employee 

CHWs to do outreach to undocumented children as part of the Safety Net Capacity Grant 

Program; Expanding postpartum care to undocumented women 

Objective 2 of 5: MultCo increase its allocation to MCHD to increase number of sites (or mobile 
clinics) and staff to serve communities of color, LGBTQ2, people with mental illness, and people 
with disabilities 
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Priority 1: Access to Culturally & Linguistically Responsive Health Care, Goal 3 

Objective 2 Strategies 
 Conduct assessment that documents barriers to accessing services including but not 

limited to wait times, access to culturally and linguistically competent providers, and 
geographic and economic barriers to accessing current locations. Present results to 
commissioners with recommendations to address gaps. 

 
Objective 2 Commitments and Actions 

 MCHD: Public Health Division is conducting an assessment of compliance with civil 

rights, services for Limited English Proficiency individuals, and Culturally and 

Linguistically Appropriate Service standards, followed by recommendations and plan for 

implementation. 

o The HIV Health Services Center serves over 1,200 persons living with HIV each 

year as the only HIV-specific clinic in Oregon.  

 NAYA: Partnership with MCHD with the FGC – goal is to utilize CHWs through FGC at 

county level 

Objective 3 of 5: MCHD and OHA to maximize federal funding / dollars and opportunities 
directed towards Oregon for health care services and establish reasonable standards that 
require a new patient appointment within 30 days by any entity that receives any Medicaid 
funding in a way that works for the patient (i.e.mobile clinic, in home visit from CHW) 

Objective 3 Strategies 
 Work with state Medicaid office and Dept of Consumer and Business Services to identify 

federal matching opportunities not currently utilized by county or state. 
 
Objective 3 Commitments and Actions 

 MCHD:  PHD is 1) provider-of-last-resort clinical services for immunizations and TB; and 

2) provides culturally-specific TB and STD clinical specialty care 

o The Integrated Clinical Services Division employs a multi-site model that 

responds to the eastward shift of target populations and persons experiencing 

homelessness by operating four sites in East Multnomah County, including 

MCHD’s two largest Community Health Centers, an School-Based Health Center 

and a mobile van. 

Objective 4 of 5: MCHD develop best practices to transgender communities for health care 
services including but not limited to Objective 5. 

Objective 4 Strategies 
 Increase access and availability of health care services to transgender communities 

 
Objective 4 Commitments and Actions 

 MCHD: The Integrated Clinic Services Division Community Health Centers utilize a 

Patient Centered Medical Home Model. 

Objective 5 of 5: Required competency training to support transgender and LGBTQ2 
communities  (for healthcare providers and staffing across all levels of the health care 
institutions) 
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Priority 1: Access to Culturally & Linguistically Responsive Health Care, Goal 3 

Objective 5 Strategies 
 LGBTQ2 work with MCHD to advocate and develop and implement a training to support 

transgender and LGBTQ2  
 Partnership with community based organizations serving LGBTQ2 communities 

Objective 5 Commitments and Actions 

 In development. 

 
Table 4d. Potential Partners for Priority 1 

Priority 1: Access to Culturally & Linguistically Responsive Health Care Potential Partners 

Goal 1: Asian Health and Services Center; Oregon Primary Care Association; Coalition of 
Community Health Clinics; CareOregon; Project ACCESS Now; IRCO Asian Family Center; 
Coalition of Communities of Color; Multnomah County Community Capacitation Center; 
ORCHWA; Communicable Disease and Sexually Transmitted Diseases CHW; Warriors of 
Wellness Partners; Future Generations Collaborative; Rockwood Pathways; OLHC partners 
(71); unions, hospital systems, CCOs; Kaiser Permanente, Health Share, Providence, Cambia; 
AFCSME, Verde, Urban League, APANO, and VOZ 
Goal 2: Oregon Law Center, NARAL; Oregoncare and Health ExchanPe; NAYA, Oregon Health  
Authority, Office of Equity and Inclusion in OHA; Fairshot, OHEA, and People’s Action 
Goal 3: Center for Community Capacitation; Coalition of Community Health Clinics, Care 
Oregon, MCHD FQHC; CAP, Ryan White Part A, STD/HIV Program Services, Equi Institute and 
Q Center; Oregon Latino Health Coalition, Maternal Medical Home; Multnomah County Office of 
Diversity & Equity; FGC; Outside In; Wallace Medical Concern and Oregon Food Bank; D3, early 
child education centers, the ACHIEVE coalition 

 

  



 

 41 

Health Equity Priority 2: A Neighborhood Home for All 

A Neighborhood Home for All and Our Health 

Our home is a core determinant of our health.  The stability and quality of where we live 
significantly impacts all levels of development from early childhood through adulthood as well as 
familial health and the overall development and economic security of our communities.83 
Housing insecurity often occurs when poor urban planning, a lack of social services, and an 
unregulated housing market intersect with poverty, overcrowding, unemployment, criminal 
justice involvement, etc. Housing insecurity is a contributor to poor health and affects the 
development of our children and individual and family well-being84 85 and in one forum, 
Asian and Pacific Islander youth noted that: “housing affordability is a big issue and the main 
driver for youth getting jobs early to contribute to the household.” 
 
Our housing is determined by our social and economic circumstances, and is a key social 
determinant of health. It affects our quality of life; where our children go to school and how they 
get there; if an older family member can get to a health appointment; how we get to our jobs and 
what jobs we are able to have; the transportation options we have to the closest affordable food; 
if there is a park or open space where we can safely walk with our family; and ultimately how we 
feel--whether it be stressed, unwelcome or connected to our community--when we walk out our 
front door. It can also impact one's sense of belonging in a community as well as access to 
informal and formal resources, from affordable and safe childcare, to family and community 
gathering places, to accessing poverty prevention and social support services. 
 
Evidence supporting the connection between housing and health has grown exponentially in 
recent decades requiring a fundamental shift in the way we relate to our physical 
surroundings.86 This is especially critical for communities of color and other affected populations 
whose current reality in housing poses health and general safety risks on a daily basis. The 
state of our housing and neighborhoods has become a public health issue we can no longer 
ignore. By shifting the way in which we understand the relationship between communities and 
the places they live, we can begin to take steps to improve health outcomes and overall well-
being for all. 
 
Public and private efforts around affordable, safe and sustainable housing have expanded 
beyond traditional housing and community development circles and into the health sector.  
Effective public planning of livable and sustainable neighborhoods, comprehensive economic 
security policies that support keeping families in their homes, and criminal justice reentry policy 
that addresses housing eligibility and discrimination, should all intersect with community health 
improvement. 
 
By setting targeted goals— such as increasing the stock of affordable housing for families most 
affected by housing insecurity, designing affordable housing developments, addressing mold 
and other health hazards, or fostering community health in livable neighborhood planning— we 
can model the many ways in which solutions for safe and affordable housing are also solutions 
for our health.  Conversely, if we do not address the current housing crisis facing Multnomah 
County and surrounding areas, Oregonians, especially communities of color, will continue to 
suffer from both increasing economic and social disparities as well as poor physical and mental 
health outcomes. 
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Why Housing Is A Priority For Addressing Health Equity 

All people deserve access to safe and affordable housing. Yet for many families, especially 
communities of color, multiple barriers exist in our public health, social and public service, and 
private development systems.  These systemic inequities provide the foundation for many of the 
public health challenges we see today. By addressing these issues, we begin to achieve health 
equity. 
 
Rising housing costs and poor urban renewal policies split families and communities. A lack of 
housing choice has resulted in families doubling up in homes, creating severe overcrowding.87 
This situation weakens renters’ ability to address poor housing conditions when they do not feel 
comfortable reporting mold, requesting repairs or other housing concerns.88  It also causes 
stress and tension. In addition to poor mental health, physical health challenges, such as 
increased asthma and lead poisoning, result from substandard housing conditions.89 Based on 
limited affordable housing options, all communities of color are more likely to live in 
neighborhoods with greater exposure to diesel particulate matter.90 
 
The issues of displacement and gentrification have deleterious impacts on familial and 
community health and well-being. Displacement causes immediate and physiologic stress and 
tension on families being forced out of their homes. It also contributes to homelessness, a 
predictor of multiple health problems, including high mortality rates and higher vulnerability to 
violence and severe trauma, especially for women of color.91 Finally, the immediate loss of 
access to informal support systems, such as neighbors or relatives, affects employment, 
childcare, and ability to attend healthcare appointments, among other challenges. 
 

“In the African American community, family members stay in the neighborhood to 
remain close to each other. As housing costs rise, families are forced to move 
away from each other, breaking up the community. Many families that grew up in 
North and Northeast Portland are now forced to move away from the 
neighborhoods where they have lived their entire lives. When the Vanport floods 
occurred, the African American community was displaced. When Emanuel 
Hospital was built, my community was displaced. When the Coliseum was built, 
my community was displaced. When the Rose Garden was built, my community 
was displaced. Now, with the new high-end housing and businesses getting built, 
my community and I are getting displaced”.92 

 
Gentrification and poor urban renewal policies cause long-term financial stress and affect daily 
living. Rising rent prices force people to new neighborhoods with fewer resources and public 
investment, and often less green space.93  Additionally, the disruption from moving impacts 
children and youth.94 95 The stress of high mobility affects childhood development and ultimately 
education outcomes.96  For those who are able to remain in their homes, changing 
neighborhood demographics create tension and an unwelcome environment, increasing social 
isolation. 
 
Feeling safe and stable in your home is necessary to strong health and general well-being. 
Challenges navigating community services and a lack of knowledge around renters’ rights are 
grave concerns for community members, who echoed the need to increase access to legal 
services and classes for communities facing housing instability. Current practices are often not 
trauma-informed and do not incorporate the reality of discrimination in housing and the ways in 
which this can affect a family’s mental and physical health.97 98  Housing support programs that 
do not educate people with criminal justice backgrounds on their rights can create additional 



 

 43 

barriers to housing as well as exacerbate existing stigmas that criminal justice involvement has 
on families. In all of these cases, re-traumatization can occur and subsequent barriers for 
engagement are high. 
 
The houseless community, and those at risk of losing their homes, do not receive equitable 
treatment by healthcare providers, especially at hospitals. Within the homeless community, the 
intersections of negative institutional experiences and high trauma rates and multiple 
marginalized identities inflame the problem of obtaining health care - connecting to the CHIP 
Priority area 1.99 In a forum for houseless community members held by Sisters of the Road, 
participants expressed that “unhoused/in shelter folks of color are treated worse by healthcare 
providers and hospitals especially, than their white counterparts”, while another participant 
noted that “they felt doctors didn't want to touch them.” 
 
Without stable housing, those who leave the hospital after being ill, injured or having surgery do 
not have a safe, hygienic place to recover. This threatens the efficacy of treatment, ability for 
prompt follow up and overall positive long-term health outcomes. Additionally, living on the 
streets or in crowded shelters can exacerbate existing disabilities and can also result in new 
health and mental health problems stemming from stress, injury, exposure to the elements, and 
living in violent and unsanitary conditions.100 

Who Is Impacted and How  

Community members repeatedly brought up the issues of housing and houselessness, or the 
risk of being without a home at engagement events.  
 

“Housing is the number one issue that affects the entire family.” - Community 
member ORCHWA Africa House, African Immigrants and Refugees 
 
“[We need]  legal training on rental and tenant rights but also information and 
training on how to engage the school system (parents) and how to  search for a 
new place to live” - Community member, APANO event with Pacific Islanders  
 
“'There is a lot of housing problems where you live in poor conditions and there 
is not a good income coming in to help with this” - Community member, Central 
City Concern (Puentes) Latino event 

 
“We need a hygiene center! Many showers, storage, etc. Too many people, 
and not enough places to accommodate us. Especially for laundry.“ - 
Community Member, Sisters of the Road, Multicultural, Houseless event 

 
Despite the Mayor of Portland’s declaration of a State of Emergency on Housing and 
Homelessness in 2015, communities of color, houseless communities and lower income 
individuals and families all continue to suffer housing inequities, affecting their health on a daily 
basis. Currently, an individual working at minimum wage who is not able to access the limited 
affordable housing stock has to work 78.5 hours per week to live in Multnomah County.101 In 
addition to substandard housing conditions, communities of color, including immigrants and 
refugees, experience much lower rates of homeownership, lower housing values when they own 
homes, and much higher housing insecurity compared to their white counterparts.102 103 For 
example, African-American households have a 33% homeownership rate compared to about 
60% of White households in Multnomah County.104 Rents continue to rise. Currently half of the 
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Latino population pay 30% or more of household income on rent105, and 46% of African families 
with youth spend more than 50% of their income on housing.106 This crisis is unsustainable. 
 
Multnomah County’s 2015 Point-in-time Count of Homelessness in Portland/ Gresham/ 
Multnomah County highlights the impact of housing on the health of individuals living on the 
street, in shelters, in temporary housing, or who are ‘doubled up’ in housing.107 These men, 
women, and children are placed in incredibly vulnerable situations with few resources and 
experience the poorest health outcomes. There has been a 48% increase in the African-
American homeless population, representing the highest homeless community at 24%, 
compared to only 7% of the county. 108 
 
Housing inequity and discrimination also impact culture and tradition for our communities of 
color. For example, when landlords and regulators enforce occupancy limits that do not align 
with African traditions, many of our African immigrant and refugee communities and families are 
split up, affecting support systems crucial to health and well-being.109 We know housing 
discrimination continues to impact all our communities of color.110  
 
The face of those experiencing housing inequities and homelessness is changing.  Youth of 
color, especially immigrant youth, are emerging as new populations of the homeless community, 
as well as an increase in Native American, Latino, and Asian populations.111 These populations 
are also aging, creating a 23% increase in older homeless adults; the number of people over the 
age of 55 increased by 23%.112 Finally, recent figures show that 67% of houseless women 
report having at least one disability, compared to 57% of the overall housing community, who 
has at least one disability. Women, whose homeless count has grown by 15% over the past two 
years, face severe trauma and are vulnerable to poor health outcomes, almost half of whom 
report being a victim of domestic violence.113 The intersections of housing security, houseless 
communities and reproductive health has been understated as a result of the lack of local (and 
federal) data and comprehensive understanding about the implications of houselessness, 
housing instability, menstrual health and hygiene, and access to menstruation products and 
appropriate facilities.  
 
Understanding who is disproportionately impacted by poor housing and health should inform 
how we track our progress in setting disparity reduction targets.  Our solutions and strategies 
must be rooted in a clear understanding of the experiences of the communities most impacted. 

What We Will Do About It 

There are a number of opportunities to address housing issues within Multnomah County. 
These span policy options (Table 5a) that invest in creating neighborhoods that promote equity 
and good health, center housing reform for houseless individuals, ensure quality housing, inform 
the supply and access of affordable housing, and speak to an economic system that more 
equitably distributes resources and reduces economic disparities among the most marginalized 
communities. 

How We Will Get There  

While we know that housing stability is an incredibly challenging arena of work, we have heard 
from community leaders and experts about ways in which these necessary systematic and 
structural changes can be accomplished, offering more stability and support for our 
communities. In our current environment, we need not only acute remedies to safely house 
those who are houseless but also long term solutions for rising rents, disproportionately high 
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rent, no-cause evictions, affordable housing, pathways to homeownership, measures that 
protect community cohesion, individual and familial health and access to services and resources 
in the context of where we live. Through the process of this report, the following strategies in 
Table 5a-5e have been elevated as strong opportunities to inform, educate and empower 
people about health issues; mobilize community partnerships, identify and solve health 
problems; and develop policies and plans that support individual community health efforts.  
 
Table 5a. Strategies, Commitments, and Actions for Health Priority 2, Goal 1 

Priority 2: A Neighborhood Home for All, Goal 1 

Goal 1: Create safe, welcome, and secure neighborhoods that promote equity and good 
health for all people in Multnomah County 

Objective 1 of 6: Improve partnerships with anti-gentrification/displacement coalitions, urban 
planning efforts, law enforcement agencies around a shared health and housing agenda. 

Objective 1 Strategies 
 Fund CBOs to continue participating in various housing, houselessness, transportation, 

mental health, disability and anti displacement coalitions and organizations  
 Develop and implement a strategy to align and coordinate work of the various housing, 

houselessness, transportation, mental health, disability and anti displacement coalitions 
and organizations around eliminating housing and health disparities for communities of 
color  

 If Portland passes $250 million tax bond for affordable housing, advocate to ensure 
communities of color and underserved communities are funded to participate in bond 
fund implementation 

 
Objective 1 Commitments and Actions 

 APANO: Obj 1: Leading affordable housing bond, state policy change for Just Cause 

eviction and removing the state pre-emption for rent stabilization policies 

 IRCO Africa House: we are working through IRCO resource council and through our 

African Leadership Institute to advocate for local government to promote housing 

stability and affordability for our community members. 

 MCHD: The Health Department has supported Anti-Displacement recommendations in 

various land use plans, such as Anti-displacement PDX and Metro’s Equitable Housing 

Initiative.  

o MCHD will apply a “health in all policies” lens to all proposed strategies for 

implementation. 

o The Healthy Birth Initiatives strategic plan includes a focus on economic 

development in N/NE Portland. 

o The Public Health Division funds community partners to provide housing case 

management and rental support for people living with HIV. 

o The Public Health Division pursues harm reduction strategies to protect people 

who are experiencing homelessness and at elevated risk for life-threatening 

communicable diseases. 

o MCHD supports Rose Community Development and Baby Booster Initiative to 

connect housing in outer SE PDX to early life outcomes; this includes providing 
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Priority 2: A Neighborhood Home for All, Goal 1 

data and technical assistance to Rose CD to obtain land to develop affordable 

housing with units for families. 

o The Public Health Division works with Housing Managers hired in healthcare 

(Care Oregon, Providence, etc.) to explore developing SDOH/Upstream 

programs and address housing. 

 NAYA: Obj 1, 2, 3, and 6: We are addressing these objectives through participation in A 

Home for Everyone, Welcome Home Coalition, Homeless Youth Continuum, Statewide 

Runaway Homeless Youth Advisory Committee, and Anti-Displacement PDX.  We are 

also expanding our NAYA owned affordable housing portfolio with 40 new units opening 

in January in the Lents Neighborhood (Generations Project - Intergenerational living with 

a focus on housing low income elders and foster families). We currently own and 

operate 52 units in North 

 ULPDX: Worked with Anti-Displacement Portland (ADPDX) and have maintained and 

built coalitions with Welcome Home and Fairshot for All initiatives. 

 Unite Oregon: Objective 1&3: Unite Oregon is working on Portland bond measure that 

will increase available units for low-income community members. We also support 

statewide Just Cause Eviction policy change by partnering with other organizations and 

coalitions. 

Objective 2 of 6: Ensure equity strategies are created for improved data collection for 
underrepresented communities, including LGBTQ2I, older adults, immigrant and refugees, as 
well as people of differing ability status 

Objective 2 Strategies 
 Advocate to implement a county policy platform which requires better housing data 

collection for communities of color, communities whose first language is not English, 
mixed race community members, LGBTQ2I, low-income, others 

 Include communities of color and underrepresented communities in decision making 
around data collection 

Objective 2 Commitments and Actions 

 APANO: Engaging Vietnamese and Chinese language renters in Outer Southeast 

Portland 

 MCHD: The Public Health Division currently collects housing status for HIV+, sexual 

health, and other vulnerable populations via surveys, BRFFS, PRAMS, Student 

Wellness Survey, OR Homeless Data for Multnomah County. 

o MCHD is currently partnering with OHEA on a pilot project involving snowball, 

respondent-driven sampling for Pacific Islander communities through the 

Behavioral Risk Factor Surveillance System (BRFSS). 

o The Public Health Division ensures the connection of client stories from Maternal, 

Child & Family Health programs to data assessment to capture community 

wisdom and experience and build the story of housing impacts.   

o The Public Health Division is increasing traditional data capacity to include social 
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Priority 2: A Neighborhood Home for All, Goal 1 

epidemiology. 

o The Public Health Division has consistently had a champion on the Chair’s 

chartered County-wide Data Equity Task Force to encourage expansion of race, 

ethnicity, sexual orientation, gender identity data in the Health Department, 

DCHS, and DCJ. 

 NAYA: Obj 1, 2, 3, and 6: We are addressing these objectives through participation in A 

Home for Everyone, Welcome Home Coalition, Homeless Youth Continuum, Statewide 

Runaway Homeless Youth Advisory Committee, and Anti-Displacement PDX.  We are 

also expanding our NAYA-owned affordable housing portfolio with 40 new units opening 

in January in the Lents Neighborhood (Generations Project - Intergenerational living with 

a focus on housing low income elders and foster families). We currently own and 

operate 52 units in North Portland. 

Objective 3 of 6: Advocate for city, county and regional anti-gentrification policies that promote 
housing stability for communities most impacted by housing insecurity. 

Objective 3 Strategies 
 Advocate at state level to implement Just Cause evictions, remove state pre- emption for 

rent stabilization policies, and landlord education through mandatory landlord licensing 
 Adopt and implement anti-displacement measures in all city comprehensive plan 
 Advocate at city level to develop a policy on community benefits agreements 

 
Objective 3 Commitments and Actions 

 APANO: Advocacy for Portland policy on community benefits agreements 

 MCHD: Provide testimony and data, as needed, to support housing stability policies; 

release reports and issue briefs that highlight health impacts of displacement; advance 

policies that increase housing supply for individuals with 50% median family income or 

below; advance policies that rehab or retrofit existing housing that is not healthy. 

 NAYA: Obj 1, 2, 3, and 6: We are addressing these objectives through participation in A 

Home for Everyone, Welcome Home Coalition, Homeless Youth Continuum, Statewide 

Runaway Homeless Youth Advisory Committee, and Anti-Displacement PDX.  We are 

also expanding our NAYA-owned affordable housing portfolio with 40 new units opening 

in January in the Lents Neighborhood (Generations Project - Intergenerational living with 

a focus on housing low income elders and foster families). We currently own and 

operate 52 units in North Portland 

 Unite Oregon: Objective 1&3: Unite Oregon is working on Portland bond measure that 

will increase available units for low-income community members. We also support 

statewide Just Cause Eviction policy change by partnering with other organizations and 

coalitions. 

Objective 4 of 6: Ensure safe parks and green spaces are incorporated into regional planning 
and community safety policy for communities experiencing greatest health disparities 
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Priority 2: A Neighborhood Home for All, Goal 1 

Objective 4 Strategies 
 Advocate at local and regional level to ensure new parks and green spaces are 

prioritized for historically neglected or underserved communities 
 Advocate at city and regional level  to ensure safe parks and green spaces are 

incorporated into regional planning and community safety policies 
 Advocate for city and county investment in collaborations like Living Cully 

Objective 4 Commitments and Actions 

 APANO: Advocacy for parks in East Portland and Jade 

 MCHD: The Public Health Division participates in Committee Analytic work (city, 

regional, state) to ensure safe parks and green spaces are incorporated into regional 

planning and community safety policy. 

o The Public Health Division Harm Reduction program partners and provides direct 

service to primarily homeless clientele to reduce drug related harm and overdose 

death, and working with parks, neighborhood associations and other businesses 

to decrease improper disposal of used syringes so that parks where unhoused 

people congregate are safe. 

 NAYA: We are addressing this objective through our work with Living Cully 

Objective 5 of 6: Improve air quality for geographies with poorest health outcomes 

Objective 5 Strategies 

 Advocate at city, county level for investments and policy opportunities to improve air 
quality, especially in low- income communities and communities of color 
 

Objective 5 Commitments and Actions 

 APANO: Lents Health Survey with AHSC to identify hot spots, educate 

 MCHD: The Public Health Division capitalized on policy opportunities and 

investments to focus resources on improving air quality 

 ULPDX: Participated in recent discussions on air toxics 

Objective 6 of 6: Influence built environment policy to incorporate a set of goals to both 
address the daily stress of racism, discrimination and unwelcome environment as well as other 
factors affecting generations of young women and people of childbearing ability, their families 
and communities of color. 

Objective 6 Strategies 

 As part of goal 1, Objective 1, ensure alignment of housing and built environment 
priorities include goals regarding stress, racism and correlated health outcomes; 
consider a “Developmental Origins of Health and Disease” lens 

Objective 6 Commitments and Actions 

 APANO: Parent organizing on East 82nd Ave focused on LEP families, ELL and DLI 

programs 

 NAYA: Obj 1, 2, 3, and 6: We are addressing these objectives through participation 
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Priority 2: A Neighborhood Home for All, Goal 1 

in A Home for Everyone, Welcome Home Coalition, Homeless Youth Continuum, 

Statewide Runaway Homeless Youth Advisory Committee, and Anti-Displacement 

PDX.  We are also expanding our NAYA-owned affordable housing portfolio with 40 

new units opening in January in the Lents Neighborhood (Generations Project - 

Intergenerational living with a focus on housing low income elders and foster 

families). We currently own and operate 52 units in North Portland. 

 
Table 5b. Strategies, Commitments, and Actions for Health Priority 2, Goal 2 

Priority 2: A Neighborhood Home for All, Goal 2 

Goal 2: Comprehensive reform for houseless individuals and families and people 
experiencing lack of fixed, regular, and adequate nighttime residence 

Objective 1 of 4: Increase understanding of health equity policy and program opportunities 
related but not limited to; meeting health and hygiene needs (ex. sanitation stations) and 
understanding reproductive health intersections (ex. menstruation justice) 

Objective 1 Strategies 

 Fund culturally specific CBOs to work with (or continue to work with) a Home for 
Everyone to explore the development of sanitation stations, reproductive health needs, 
and other health and hygiene needs identified by houseless community 

 Implement policies and programs to support and house, houseless residents living with 
infectious disease and/ or addiction 

 
Objective 1 Commitments and Actions 

 APANO: Reproductive Justice workshops with high school youth, college students, 

parents, tenants 

Objective 2 of 4: Commitment and funding by city and county leadership to set targets re 
overall decrease the number of houseless community members through community led 
strategies 

Objective 2 Strategies 
 Advocate to city and county to increase affordable housing for the most underserved 

and needy populations, and decrease number of houseless community members 
through community led and funded strategies 

 If Portland passes $250 million tax bond for affordable housing, advocate to ensure 
communities of color and underserved communities are funded to participate in bond 
fund implementation   

 Fund culturally specific CBOs to work with (or continue to work with) a Home for 
Everyone and MC Homeless Youth Continuum to address shelter needs 

 
 Objective 2 Commitments and Actions 

 APANO: Obj 2: City of Portland affordable housing bond 

 NAYA: Obj. 2 and 4:  Our work with A Home for Everyone is addressing shelter needs 

and has developed a data driven strategy to reduce the number of people sleeping on 

the streets due to lack of shelter beds.  This strategy is tied to incremental increases in 

affordable housing units.  Through the MC Homeless Youth Continuum, we are also 

involved in a Housing First model with increased resources to house young people (17-

24) as quickly as possible. 
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Priority 2: A Neighborhood Home for All, Goal 2 

Objective 3 of 4: Address immediate houseless needs and shelter needs such as hygiene 
station 

Objective 3 Strategies 
 Advocate to city and county for immediate houseless needs such as, but not limited to, 

hygiene facilities, shelters for people recovering from illness and injury, and transitional 
housing 

 Implement policies and programs to support and house, houseless residents living with 
infectious disease and/ or addiction 

 
Objective 3 Commitments and Actions 

 MCHD: The Public Health Division coordinates with Home for Everyone staff and 

healthcare providers during communicable disease outbreaks among persons 

experiencing homelessness, to assure compassionate and timely response and 

interventions. 

o The Public Health Division works with partners to house persons experiencing 

homelessness who have active infectious tuberculosis (TB) Disease, in order to 

assure client can receive regular treatment, and prevent spread of TB during 

infectious period. 

o The Public Health Division participates in and informs the dialogue on temporary 

housing needs for homeless people who inject drugs as part of a broader set of 

Public Health opioid-related efforts (i.e. Safe injection Facilities) in order to 

decrease overdose, decrease soft tissue infection, and decrease HIV/Hepatitis C 

transmission. 

Objective 4 of 4: Increased data collection in houseless community 

Objective 4 Strategies 
 Advocate to implement a county policy platform which requires better houseless data 

collection, and builds on A Home for Everyone’s approach to data collection 
 Home for Everyone successes Include houseless community members in decision 

making around data collection 
 

Objective 4 Commitments and Actions 

 NAYA: Obj. 2 and 4:  Our work with A Home for Everyone is addressing shelter needs 

and has developed a data driven strategy to reduce the number of people sleeping on 

the streets due to lack of shelter beds.  This strategy is tied to incremental increases in 

affordable housing units.  Through the MC Homeless Youth Continuum, we are also 

involved in a Housing First model with increased resources to house young people (17-

24) as quickly as possible 

 
Table 5c. Strategies, Commitments, and Actions for Health Equity Priority 2, Goal 3 

Priority 2: A Neighborhood Home for All, Goal 3 

Goal 3: Ensure quality and safe homes. 

Objective 1 of 4: Reduce exposure to indoor and outdoor pollutants 
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Priority 2: A Neighborhood Home for All, Goal 3 

Objective 1 Strategies 
 Advocate for better clean air, environmental health policies  
 Support and fund Cully Weatherization 2.0; replicate effective policies and strategies in 

other communities (such as Green and Healthy Homes initiative) 
 Fund culturally specific CBOs to educate community members about pollutants, unsafe 

housing conditions, and tenant rights 
 Explore development of medical legal partnerships with FQHCs related to quality 

housing; helping patients manage landlord issues and unsafe housing conditions 
 
Objective 1 Commitments and Actions 

 NAYA  

o Objective 1, 2, and 4: Involved in a project called Cully Weatherization 2.0 in 

Cully Neighborhood to assist elders to stay in homes through assistance to 

address mold and mildew issues. NAYA’s  Project has spurred planning (city – 

county – community collaborative) to establish a Green and Healthy homes 

chapter aiming our work to address health outcomes. 

o Objectives 1-3: Educate immigrant and refugees about unsafe housing 

conditions and advocating statewide policy change such as Just Cause Eviction. 

Objective 2 of 4: Expand programs that protect renters from unsafe conditions 

Objective 2 Strategies 
 Support and fund Cully Weatherization 2.0; replicate effective policies and strategies in 

other communities (such as Green and Healthy Homes initiative) 
 Fund culturally specific CBOs to educate community members  about pollutants and 

unsafe housing conditions and their rights as tenants 
 Advocate for healthy housing policies that are proven to have cost savings and a 

positive impact on health 
 Advocate for housing inspection policies that address tenant health and requires staff at 

all levels to be culturally responsive 
 Advocate at state level to implement Just Cause evictions legislation 

 
 Objective 2 Commitments and Actions 

 APANO: Just Cause eviction policy at state 

 MCHD: The Public Health Division is conducting a feasibility study for the Portland 

Housing Bureau that identifies the cost savings and health impacts of housing 

interventions that improve the health of housing; but also ensures stability. The Pay for 

Success project will propose to private investors, healthcare and local foundations the 

need for more housing interventions that directly improve health.The Public Health 

Division supports the Portland Housing Bureau in the development of a rental rehab 

program that will retrofit multifamily housing in East County 

 NAYA: Obj 1, 2 and 4: NAYA is involved in a project called Cully Weatherization 2.0 in 

Cully Neighborhood to assist elders to stay in homes through assistance to address 

mold and mildew issues. NAYA’s Project has spurred planning (city – county – 

community collaborative) to establish a Green and Healthy homes chapter aiming our 

work to address health outcomes. 

Objective 3 of 4: Objective 3: Improve maintenance codes and funding to landlords for code 
improvements 
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Priority 2: A Neighborhood Home for All, Goal 3 

Objective 3 Strategies 
 Advocate at state level to implement Just Cause evictions legislation 
 Advocate at city level for improved safe and healthy housing standards by advancing 

recommendations from Quality Rental Housing Workgroup, National Health Housing 
Standards, and Healthy Homes program, etc. 

Objective 3 Commitments and Actions 

 MCHD: The Public Health Division is advancing the Quality Rental Housing Workgroup 
recommendations. The Public Health Division advocates for an update of local 
habitability codes to align with the National Healthy Housing Standards. The Public 
Health Division Healthy Homes program provides a nurse asthma educator and 
community health work to control and manage childhood asthma; the program connects 
client stories to larger advocacy efforts. 

 Unite Oregon: Objectives 1-3: Educate immigrant and refugees about unsafe housing 
conditions and advocating statewide policy change such as Just Cause Eviction. 

Objective 4 of 4: Ensure clean air policies are incorporated in all relevant agency plans 

Objective 4 Strategies 
 Advocate at state level to continue funding the Healthy Homes program  
 Explore existing public housing and clean air policies, and opportunity for broader air 

quality policies 
 
Objective 4 Commitments and Actions 

 IRCO Africa House: Advocacy to protect renters and ensure clean air policies by 

creating a climate change and environmental education 

 NAYA: Obj 1, 2 and 4: NAYA is involved in a project called Cully Weatherization 2.0 in 

Cully Neighborhood to assist elders to stay in homes through assistance to address 

mold and mildew issues. NAYA’s  Project has spurred planning (city – county – 

community collaborative) to establish a Green and Healthy homes chapter aiming our 

work to address health outcomes. 

 
Table 5d. Strategies, Commitments, and Actions or Health Priority 2, Goal 4 

Health Equity Priority 2: A Neighborhood Home for All, Goal 4 

Goal 4: Increase supply and access to affordable housing 

Objective 1 of 5: Support and endorse campaigns promoting safety and sustainability 

Objective 1 Strategies 
 Advocate at local and regional level to ensure new parks and green spaces are prioritized 

for historically neglected or underserved communities 
 Advocate at city and regional level to ensure safe parks and green spaces are incorporated 

into regional planning and community safety policies 
 
Objective 1 Commitments and Actions 

 APANO: City of Portland GO Bond 

 MCHD: Working on editing their activities and commitments 

 NAYA: Living Cully Coalition 

 Unite Oregon: Objectives 1-6: City of Portland Bond measure. work policies that 

increases access to affordable housing through the city and  the county. 

Objective 2 of 5: Pass strong rent control measures 



 

 53 

Health Equity Priority 2: A Neighborhood Home for All, Goal 4 

Objective 2 Strategies 
 Develop a community-centered communications approach that elevates the 

experiences of community members most likely to experience housing disparities 
 Explore best practices in rent control measures for counties of similar size and 

demographic as Multnomah County 
 Advocate at state level to implement Just Cause evictions, remove state pre- emption 

for rent stabilization policies, and landlord education through mandatory landlord 
licensing 

 
 Objective 2 Commitments and Actions 

 IRCO Africa House: Advocacy to protect renters and ensure clean air policies by 

creating a climate change and environmental education 

 NAYA: Obj 1, 2 and 4: NAYA is involved in a project called Cully Weatherization 2.0 in 

Cully Neighborhood to assist elders to stay in homes through assistance to address 

mold and mildew issues. NAYA’s  Project has spurred planning (city – county – 

community collaborative) to establish a Green and Healthy homes chapter aiming our 

work to address health outcomes. 

 Unite Oregon: Objectives 1-6: City of Portland Bond measure. work policies that 

increases access to affordable housing through the city and  the county. 

Objective 3 of 5: Ensure renters’ rights are protected 

Objective 3 Strategies 
 Endorse campaigns that support renters 
 Support programs that teach renters’ rights (pre-active approach) 
 Support programs that assist renters’ around their rights (slightly more re-active) 

 
Objective 3 Commitments and Actions 

 IRCO Africa House: We are working through our community resource council and the 

leadership program to ensure renters’ rights are protected and also the promotion of 

race and health equity 

 NAYA: Obj 3: Rent Well Classes provided from our culturally specific providers  

 ULPDX: Obj 3: ensure renters rights are protected 

Objective 4 of 5: Promote race equity and health equity statements as a requirement for 
community developments 

Objective 4 Strategies 

 Community development projects, programs, and organizations apply racial and health 
equity lenses to their work 

 
Objective 4 Commitments and Actions 

 IRCO Africa House: Advocacy to protect renters and ensure clean air policies by 

creating a climate change and environmental education; Participate any advocacy 

alongside  CCC or CHIP members that promote these priorities. 

 MCHD: The Public Health Division and Rose Community Development partnership 

leverages an understanding of early life impacts of housing stability to secure new 

housing for families in Southeast Portland. 

 NAYA: Obj 1, 2 and 4: NAYA is involved in a project called Cully Weatherization 2.0 in 
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Health Equity Priority 2: A Neighborhood Home for All, Goal 4 

Cully Neighborhood to assist elders to stay in homes through assistance to address 

mold and mildew issues. NAYA’s  Project has spurred planning (city – county – 

community collaborative) to establish a Green and Healthy homes chapter aiming our 

work to address health outcomes. 

 Unite Oregon: Objectives 1-6; City of Portland Bond measure. work policies that 

increases access to affordable housing through the the city and  the county. 

Objective 5 of 5: Increase access to, and number of, available middle housing (smaller 
complexes, duplexes/ row homes) and affordable housing units 

Objective 5 Strategies 
 Advocate to expand New Generations project, ULPDX’s Housing Assistance Program, 

and affordable housing units owned and operated by culturally specific organizations 
 If Portland passes $250 million tax bond for affordable housing, advocate to ensure 

communities of color and underserved communities are funded to participate in bond 
fund implementation, and explore opportunities to increase middle housing stock in 
addition to affordable housing 

 Leverage success of Rose CD and Living Cully (and other community led economic 
development initiatives) and advocate to implement their successful policies and 
programs at the county and city levels. 

 
Objective 5 Commitments and Action 

 IRCO Africa House: Advocacy to protect renters and ensure clean air policies by 
creating a climate change and environmental education 

 NAYA: Obj 5: NAYA owns and operates 53 affordable units. See above re: new 
Generations project in Lents neighborhood starting in Jan 2017.  

 ULPDX: Objective 5: Housing Assistance Program 

 Unite Oregon: Objectives 1-6: Advocate for the City of Portland Bond measure. Work 
toward policies that increase access to affordable housing through the city and the 
county. 

 
Table 5e. Strategies, Commitments, and Actions or Health Priority 2, Goal 5 

Priority 2: A Neighborhood Home for All, Goal 5 

Goal 5: Support comprehensive economic security reform 

Objective 1 of 3: Create a policy agenda that addresses the intersection of health and 
community development and aligns efforts of multiple partners 

Objective 1 Strategies 
 Organize those organizations addressing health and those focusing on community 

development and work collaboratively to present the connections to key stakeholders 
 Develop a community-centered communication strategy that elevates the stories of 

community members and their experiences at the intersection of health and community 
development 

 Objective 1 Commitments and Actions 

 NAYA: We are working loosely on these objectives 1 and 3 through our coalitions named 

above.  

 ULPDX: Working to create a policy agenda that address intersection of health and 

housing. 

 Unite Oregon: Objectives 1-3: We feel comfortable committing to advocacy work 

Objective 2 of 3: Ensure livable neighborhood policy incorporates goals to reduce economic 
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Priority 2: A Neighborhood Home for All, Goal 5 

disparities for communities most at risk of displacement 

Objective 2 Strategies: 
 Establish baseline information that identifies communities most at risk of displacement 
 Identify and partner with key stakeholders to develop policies that reduce economic 

disparities for communities most at risk of displacement and ensure those community 
members are part of the discussion from the beginning 

 
Objective 2 Commitments and Actions: 

 IRCO Africa House: Ensure livable neighborhood policy incorporates goals to reduce 
economic disparities for our communities most at risk of displacement. Our resource 
council is working work with other housing advisory group to influence these priorities. 

 NAYA: Obj 2: Portland Youth and Elders’ Council (coordinated through NAYA staff) is 
working on policies to reduce economic disparities and anti-displacement issues 

Objective 3 of 3: Support reentry policy that addresses housing and employment disparities for 
people with criminal justice backgrounds 

Objective 3 Strategies 
 Partner with county and city government, as well as police agencies and housing-focused 

organizations to develop re-entry policies that address housing and employment 
disparities for people with criminal justice backgrounds – based on best practice: 
http://action.naacp.org/page/-/Criminal%20Justice/Reentry%20Toolkit.pdf 

 
Objective 3 Commitments and Actions: 

 IRCO Africa House: We are working through our community resource council and the 

leadership program to ensure renters’ rights are protected and also the promotion of race 

and health equity 

 NAYA: We are working loosely on these objectives 1 and 3 through our coalitions above.  

 ULPDX: Helping to pass the Ban the Box initiative and help diminish disparities with 

implementation. Plan on building to ensure livable neighborhoods include reentry policies 

for people with criminal justice backgrounds and reduce economic disparities for 

communities most at risk of displacement. Working to create a policy agenda that address 

intersection of health and housing.  

 
Table 5f. Potential Partners for Priority 2 

Health Priority 2: A Neighborhood Home for All 

Goal 1: Fair Shot for All, Community Alliance of Tenants, & OPAL; OPAL EJ Oregon, SEIU 49, 
Community Alliance of Tenants; Coalition of the Community of Color; Care Oregon, Providence; 
Rose CDC; Healthy Birth Initiative, PCRI, N/NE Affordable Housing Plan, PAALF; DCHS, DCJ 
Goal 2: Some overlap with Goal 1; 1000 Friends of Oregon, Welcome Home Coalition; Shelter 
and homeless services providers 
Goal 3: Coalition of Community of color, SEI and the PSU Institute of Sustainability; Housing 
Bureau; Northwest Natural Gas; Community Alliance of Tenants, and Fair Shot coalition; Medical 
Legal Partnership of FQHCs 
Goal 4: CCC members; , Living Cully; CAT, Just Cause, Fairshot Coalition; City, County, and 
other community based organizations 
Goal 5: CCC as well as with TANF Alliance group; coalitions listed in Goal 1 

 

http://action.naacp.org/page/-/Criminal%20Justice/Reentry%20Toolkit.pdf
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Health Equity Priority 3: Essential Community Resources and 
Services 

Essential Community Resources, Services and Our Health  

Our health is determined by our opportunities to be educated, to be employed, eat nutritious 
food, and get where we need to go. These social determinants intersect with other CHIP priority 
areas as critical supports. For example, transportation access affects our ability to receive 
culturally relevant health care. Benefitting from an education and a job affects our ability to pay 
rent or own a home. And food is a centerpiece to many cultures that supports nutrition, can 
reduce the risk of chronic disease, and supports family and community ways. Communities of 
color face existing inequities related to limited access and opportunities in each of these 
resources and supports. 
 
Community members in the engagement events described intersecting challenges that led to 
this priority area. For example, recent immigrants and refugees with extensive education and 
professional credentials struggle to find employment: “We are highly skilled in our own countries 
but we are underemployed in this country” (African immigrant and refugee community forum, 
ORCHWA/ African House). People talked about the challenges of working with limited child care 
and a need for culturally appropriate support for single mothers. The concept of adult education 
to help navigate many systems was repeated: legal services, housing services, healthy 
systems, resettlement needs, and identification options such as a driver’s license for those 
without documentation status.  Pacific Islander Elders attending an event hosted by APANO 
focused on this in some of their comments: “Navigating community services and knowing rights 
as a renter was a big issue for folks; multiple times legal services and classes were mentioned” 
(Pacific Islander, Elders forum, APANO). Similarly, African American adults attending an Urban 
League forum said “lack of knowledge about how to navigate systems” is a barrier to good 
health. 
 
At the same time, in the Community Strengths and Themes Assessment, community members 
reinforced that organizations that provide support now are greatly appreciated in each area - 
from grocery stores such as the Portland Mercado or Fred Meyer, to Trimet, to Schools Uniting 
Neighborhoods and Outdoor School programs. Many social services such as recreation and 
community centers, the American Consulate, the unemployment office, Russian Social 
Services, the Aging and Disability Services, churches, parks like Mount Tabor, and libraries, are 
examples of supports participants reported support their health. Participants also urged the 
continued funding of many community-based organizations that provide needed services (e.g. 
La Puerta Roja, Voz, Latino Network, ORCHWA, IRCO, Africa House, Sisters of the Rad, 
Oregon Food Bank, Catholic Charities, El Programa Hispano, Central City Concern, NAYA, 
NARA, Unite Oregon, Future Generations Collaborative, the Urban League of Portland, Fishes 
and Loaves, Oregon Intertribal Breastfeeding Coalition, Asian Health and Services Center, 
Siletz Office, APANO, St. Vincent DePaul, Causa, P:ear, Black Parent Initiative, Impact NW 
Multicultural Senior Center, United Way of the Columbia Willamette, Verde, OPAL, PFLAG 
Portland Black Chapter). 

 
Also, many community members expressed a desire to increase their community self- 
sufficiency, but lack resources to do so. Several community members expressed interest in 
seeing more funds and resources go to culturally- specific community based organizations: 
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 “We need more organizations like this one who provides leadership development and 
gives us the opportunity to be involved in our kids education.” Latino/a, Immigrants and 
Refugee, CIO 

 “Preserve traditional Native ways by those with resources (city/county/state/foundations, 
etc.) reducing barriers and providing the funding we need to practice and problem solve 
from a traditional perspective specifically to create healthy families, better life skills, and 
caring for elders and children.”- Native American/ Alaska Native, Adults and Youth, 
NAYA. 

 “Systems should support funding to meet our needs (we know how to do this best).” - 
Native American/ Alaska Native, Elders, NAYA 

Essential Community Service: Transportation  

Regional and local policies and where transportation investments are made have a profound 
effect on our health and wellbeing. The availability of easy, accessible, and affordable modes of 
transportation is a foundational infrastructure, getting people from their homes to jobs, school, 
vital services, parks and other types of recreation.114 For many people of color and those 
experiencing low-incomes, public transit has become a lifeline to mobility, and ultimately their 
access to opportunities for life success.115 116 In the United States, an extensive reliance on 
vehicles contributes to a number of health challenges: 

● Pollution: heavy traffic creates ground level particulates or “air toxics” that are associated 
with lung cancer, heart disease, respiratory illness, and even premature death.117  When 
exposed, infants and children are particularly vulnerable, seeing impaired lung 
development and function.118 119 

● Physical Activity Supports Physical and Mental Well Being: the use of cars encourages a 
more sedentary lifestyle, and this inactivity results in a rise in chronic illnesses such as 
type 2 diabetes.  People who use public transit are more likely to walk to and from stops 
and stations.120 Physical activity can also reduce symptoms of depression and support 
wellbeing.121  

● Safety: traffic crashes are the leading cause of death for young adults.122 Collisions can 
also cause increased injury leading to burdensome medical expenses and loss of 
workplace productivity.  

● Climate change: In the U.S., the transportation sector is the second largest contributor of 
greenhouse gas emissions.123 We have already seen changes to the environment, such 
as catastrophic weather events like Hurricane Katrina, flooding, wildfires, etc., with direct 
health impacts such as asthma, diarrheal diseases, and allergies.124 

Why Transportation Is a Priority For Addressing Health Equity 

Despite massive public investment in our transportation infrastructure, not all people enjoy the 
benefits of that increased mobility. Without mobility, choices and opportunities are limited. We 
heard community members tell us of a need for a driver’s license or alternative identification 
card to ensure they could get where they need to go, for jobs, and services. 

 
“We used to have the ability to travel long distance to obtain healthy food at 
grocery stores. Now it’s very hard without being able to have a driver’s license to 
drive. Not having a driver’s license creates stress on us and it’s affecting my health 
and my family’s.” - Latino/a, Immigrants and Refugees event, CIO. 

 
There is a disproportionate burden on those most dependent on public transit, who are most 
often people of color or those with low incomes.125 Inadequate and inequitable investments in 
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public transportation in poorer zip codes result in barriers to opportunity - including health care 
access - for many transit riders, many of whom are also the most at-risk from air toxic emissions 
and are most vulnerable to the impacts of climate change.126 Some community members also 
spoke to us about how they feel unwelcome, and poorly treated, by bus drivers, potentially due 
to racial or a different identity bias. One factor in supporting transportation equity, is to ensure 
public transit-dependent riders are included in decision making processes.127  

Who Is Impacted by Transportation Barriers and How 

What we heard from community members about this health inequity: 

Community members were adamant that public transportation investments must be more 
equitable. Investing in neighborhoods such as East Portland and East Multnomah County to 
improve service and also by ensuring ticket prices remain affordable even for low-income 
residents. Also, having a greater say in decisions about transportation investments was also a 
major priority.  

 “[We need ] to provide a more economic[al] way for those who rely on public 
transportation.” Latino/a, Immigrant and Refugee event, CIO 

 “[We] need transportation for youth who don’t have access to cars/don’t feel comfortable 
asking parents for a ride to certain services.” Asian and Pacific Islanders, Youth, APANO 

 “[The county should] work with Trimet to get better transportation options in East 
County.” African American, Adult, Healthy Birth Initiatives Community Action Network 
Group, MCHD event 

 “Youth mentioned they feel at home in their chosen community but often feel like a 
nuisance when accessing services like Trimet alone.” Asian and Pacific Islanders, 
Youth, APANO 

Essential Community Resource and Service: Education  

Quality education is an essential building block for life success, determining your job 
opportunities, your earning power and adult health outcomes.128 The less education an adult 
has, the more likely they are to die prematurely of specific chronic conditions.129 The difference 
between the lifetime wages of college and high school graduates can be as high as $1 million 
dollars.130 
 

Why Education Is A Priority For Addressing Health Equity 

Research indicates that education is a key social determinant of health: “The consequences of 
educational disparities are striking: adults with low educational attainment are more likely to die 
precipitately from cardiovascular disease, cancer, infection, lung disease, and diabetes, for 
example131. On average, a high school graduate lives six to nine years longer than a 
dropout132.133 134 

 
People of color experience the greatest disparities in achieving a quality education. Our public 
education is not currently meeting youth of color’s needs - by eleventh grade 6 - 12% of youth of 
color report being bullied about their race or ethnic origin compared to 1.6% of white youth, 
more youth of color are not graduating in 4 years compared to white peers, and more youth of 
color are consistently disproportionately disciplined in Multnomah County School Districts.135136 
137 Figure 9 shows that students of color on average have lower High School graduation rates in 
Multnomah County School Districts than their white peers.138 
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Figure 9. Graduation Rates for Multnomah County School Districts by Race and Ethnicity, 2013-
2014 Academic Year 

 
 
On a related note, a higher number of students of color are leaving school before graduation 
relative to their white peers in Multnomah County school districts, see figure 10 below.139 The 
recent report on chronic absenteeism indicates that many youth of color may be encountering 
barriers. 
 
Figure 10. Drop Out Rates for Multnomah County Districts by Race and Ethnicity, 2013-14 
Academic Year 

 
 
More than 20% of children of color in Oregon live in Multnomah county, but the county ranks 
fifth from the bottom in terms of opportunity for children of color.140 All children of color would 
benefit from more supports as they are more likely to not experience being read to by a family 
member, students are more likely to not read at third grade reading level standards, they are 
less likely to enter and complete High school, and also less likely to attend college and complete 
it compared to non-Latino whites.141 Several school districts in Multnomah County serving 
higher numbers of students of color have larger median class sizes when compared to the state 
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average.142 There is also disproportionately low representation of teachers of color in Oregon 
relative to the number of students of color, see figure 11.143 (Source: State of Oregon, Educator 
Equity Report 2015)  
 
Figure 11: Race and ethnicity of teachers and students, 2014-2015 

 
A recent report on chronic absenteeism indicates that many youth of color may be encountering 
multiple barriers, including historic trauma, which leads to lower levels of attendance.   

Who Is Impacted and How 

Community members were adamant that education and life learning must be more equitable, 
and that educational opportunities should start in early childhood. The need for more focus on 
early childhood programs, like Head Start, was noted numerous times by African Americans 
attending a forum hosted by the county's Healthy Birth Initiatives Program. Youth, adults, and 
seniors should have increased access to opportunities to increase their knowledge and better 
themselves and their life opportunities.  
 
Public education also should also be available to many more non-traditional students such as 
older adults. One community group noted “[We need] access to education for our kids, and us. 
Being able to have courses for low-income communities to continue with education, especially if 
they are parents.” (Latino/a Immigrants and Refugees, CIO). Latino/as attending an event 
hosted by Central City Concern agreed, saying, “If there is more education it will help improve 
the wage salary and poverty level. Providing education workshops will provide more skills to 
individuals to succeed and live a good quality of life.”  
 
Reducing barriers to the expense of education such as scholarships and grants, as well as 
providing no cost options, was also deemed important. For example, Asian and Pacific Islander 
youth who attended an event hosted by APANO said they “want schools to make after school 
programs more accessible to students who don’t have a lot of money.” Latino/as at a CIO event 
said “the government can help our kids by providing more scholarships to attend higher 
education.” 
 

https://www.oregonlegislature.gov/citizen_engagement/Reports/EducatorEquityReport7815HR.pdf
https://www.oregonlegislature.gov/citizen_engagement/Reports/EducatorEquityReport7815HR.pdf
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Non-academic programs were also important, such as School Based Health Centers, 
afterschool programs, and sexual education. Youth attending an event hosted by Milagro 
discussed a need to “bring accessible and factual sex- ed to everyone” and “Teach body 
education young (consent, gender, menstruation, vague sex info.)” a concept echoed by Native 
American Elders who also commented on the need for “more health education both sexual and 
preventative for the community.” 

Essential Community Opportunity: Jobs 

The county’s economic base, and health, will be stronger if we build the human capital of our 
residents by providing access to education and training as well as opportunities for increasing 
income and financial assets.144 A good living wage job is worth its weight in gold (“suc khoe la 
vang/health is golden” – Vietnamese Proverb). A good paying job determines more than just the 
cash you have on hand; it can make way for a family to develop savings, and support housing 
and health stability when unexpected expenses arise (i.e. medical bills from injury, increasing 
rents, etc.).  Savings over time can also help families build wealth to invest in education, buy a 
home, or even start a business.  

Why Jobs is a Priority for Addressing Health Equity 

Research shows that people of color are less likely to be fully employed than their white 
counterparts in both good and bad economic times.145 Nationally, Asians and Blacks are on 
average unemployed for longer stretches of time than other ethnic groups, and are more likely 
to be among the long- term unemployed. 146 Unemployment is also “associated with elevated 
rates of mental and physical health problems, increases in mortality rates, and detrimental 
changes in family relationships and in the psychological well-being of spouses and 
children…”147 The impact of unemployment extends beyond individuals and families to 
communities and neighborhoods. High unemployment and poverty go hand in hand, and the 
characteristics of poor neighborhoods amplify the impact of unemployment.148 Inadequate and 
low-quality housing, underfunded schools, few recreational activities, restricted access to 
services and public transportation, limited opportunities for employment - all characteristics of 
poor neighborhoods - contribute to the social, economic, and political exclusion of individuals 
and communities, making it more difficult for people to return to work. In a six-country study, 
increased risk of mortality was associated with higher neighborhood unemployment rates.149 
Unemployed workers also report less neighborhood belonging than their employed 
counterparts, a finding with implications for neighborhood safety and community well-being.150151 
The following graph, figure 12, shows the racial disparities in unemployment rates in Multnomah 
County. 
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Figure 12. Unemployment Rates (16 yrs and Older) for Multnomah County School District by 
Race and Ethnicity 

 

Who is Impacted and How 

What we heard from community members about this health inequity: 

Community members across all groups expressed a strong desire to increase job access and 
wages. African immigrant and refugee community members noted “A lot of people here they 
aren’t working, which is different than in Africa where people work everyday. It is not easy to 
work in the U.S.”.  Others noted that there is “no childcare to allow folks to work” (Houseless, 
multicultural, Sisters of the Road), while Latino/as attending a Central City Concern forum 
pointed out that “the government can help by providing a form of ID for us to use. To create 
equality on things we are doing for everyone.  Higher salaries and livable wages were deemed 
essential by many in the community, as well as job benefits like “right to time for medical visits” 
and for Latina undocumented workers in fast food restaurants, the right to “take their work 
breaks… to pump breast milk at work” (Latino/a, Immigrants and Refugees, WIC MCHD). 
Finally, many members asked for more equitable access to job training, including Asian and 
Pacific Islander youth who “want to know where to take their parents to for information as to how 
to get a better job, access training, and to know their rights as employees.” 

Essential Community Resource: Food  

Food access, including affordable food that is culturally relevant, easily available, and nutritious 
is fundamental to supporting whole body and mental health. Food is part of our culture, can be a 
way of connecting, and is an important element of building a strong body and mind for pregnant 
moms, babies, and developing children. Nutritious food is also a foundation for maintaining 
health and activity as we age in adulthood.152 A family’s access to food, including affordability of 
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nutritious items such as fruits and vegetables, is affected by many health factors. For example, 
job opportunities influence a household’s income and the overall budget for food may be 
affected by transportation and utility costs.153 154 

Why Food is a Priority for Addressing Health Equity 

Food is a priority because we cannot live without it. It is a health equity issue because lack of 
nutritious food is a) a disparity that primarily affects communities of color and residents 
experiencing economic hardship in Multnomah County, and b) diet is a risk factor for developing 
chronic conditions such as type 2 diabetes, high blood pressure, heart disease, stroke and even 
some forms of cancer.155 156 Communities of color and residents experiencing economic 
hardship in Multnomah County bear a disproportionate burden of many diet-related chronic 
conditions.157 158  

Who Is Impacted and How 

What we heard from community members about food and health inequity: 

All communities of color living in Multnomah county experiences less access to healthy food and 
healthy food retail, greater exposure to fast food, and greater food insecurity, compared to their 
white, non-Latino counterparts.159 In community events, people spoke about a need for access 
to healthy food, fruits, and vegetables. Many appreciated having food at all, noting how 
expensive it is to eat nutritious foods. Additional comments spoke to the way food systems are 
currently set up, particularly that many neighborhoods have numerous places to buy unhealthy 
foods (i.e. low nutrients, high calories) without access to affordable grocery stores. Many 
community members brought up the issue of food security as a growing concern about the 
ability to access foods.  

 
“So much sugar and processed food in this country which is associated with so 
much stress” - African, Immigrants and Refugees, ORCHWA/ Africa House 

 
“With a better wage we could buy healthier food and be more active and afford 
housing.” - Latino/a, Immigrants and Refugees, CIO 

 
“Housing and food is very expensive that it is really hard to survive or live a 
healthy life.” - Latino/a, Immigrants and Refugees, Central City Concern 
 
“When youth and family live in Battle Ground, when there are no fast food establishments 
nearby families eat better, healthier, more vegetables and fruits” - African American, 
Youth, Urban League of Portland.  

 
Adult fruit and vegetable consumption arose as a top-ranked issue for the county in the Healthy 
Columbia Willamette CHA, and also corresponds to two of the Healthy People 2020 
benchmarks. Members of the CHIP team indicated food security and access should be an area 
of additional focus and research, especially for immigrant and refugee communities.160 
Community reports further highlight the need for food access.161 162 

● Asian, African American, Pacific Islander, and Latino communities are more likely to live 
in neighborhoods with a higher ratio of unhealthy food retail to healthier food retail; 
numbers from Native American and Native Alaskan communities were too low to identify 
the likely health inequity.163 This can contribute to lower healthy food access and an 
exposure to an abundance of fast foods. A top-ranked issue in the Healthy Columbia 
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Willamette CHA was adult and fruit and vegetable consumption, which is also a 
community leader concern.164 

● African American, Black, Native American, and Native Indian communities experience 
disparities in food/activity/smoking/stress related chronic diseases and conditions 
including diabetes, stroke, obesity, coronary heart disease, premature mortality, all 
cancer deaths, lung/colorectal/prostate cancer deaths, and incidence rates for several 
STDs (including HIV/AIDS).165 

● The use of physical activity and food access strategies to address a state goal to slow 
the increase of obesity arose as a community concern among nearly all communities of 
color.166 167 

What We Will Do About It & How We Will Get There 

The health of our communities is greatly affected by services and resources outside of the 
healthcare system. The Forces of Change Assessment identified housing and houseless, 
education, jobs and the economy, transportation, food access, and support related to welfare 
systems as major factors that will affect health inequities now and in the future (see Appendix 
5). There are numerous possibilities to expand or create equitable programs and practices that 
improve, support, create, and maintain community health. As shown in Table 6a, these 
opportunities look at creating spaces for communities to safely convene, increase equitable 
access, prioritize cultural responsiveness, as well as explore development, to name a basic few. 
Transportation policies should encourage more options other than cars, reduce greenhouse gas 
emissions, and increase access to all the opportunities and amenities necessary for a healthy 
life (see Table 6b). 
 
The Local Public Health System Assessment (LPHSA) identified public health service area 4: 
Mobilize community partnerships and identify and solve health problems as a priority that aligns 
with accessing and developing services and resources. Further, the LPHSA workgroup 
identified the public health service area 3: Inform, educate and empower people about health 
issues as being a critical need that would support changes related to housing, transportation, 
food access and employment opportunities. The goals, objectives and strategies in this area 
emphasize the need for investment in community based organizations already working with 
community members who benefit from culturally-responsive supports.  
 
Tables 6a. Strategies, Commitments and Actions for Health Equity Priority 3, Goal 1 

Priority 3: Essential Community Resources and Services, Goal 1 

Goal 1- Create, re-allocate and prioritize access to resources and services for people of 
color, low income, immigrant and refugee communities including youth, elders, 

houseless, LGBTQ2, people experiencing mental illness, and people with disabilities. 

Objective 1 of 3: Increase opportunities for language and other community education supports 
for youth and adults 

Objective 1 Strategies:  
 Identify and partner with community education programs, adult learning schools, and 

academic institutions to develop culturally responsive curriculum for youth and people of 
color 

 Funders, CCO community benefits programs fund CBOs to increase language and other 
community education supports 
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Priority 3: Essential Community Resources and Services, Goal 1 

Objective 1 Commitments and Activities: 

 MCHD: Provides on-going health education for recent refugees and immigrants in 

collaboration with refugee resettlement and training agencies (e.g. 25 languages 

provided over four 8-10 week sessions). Translation provided for multiple languages 

during the session. Funded through federal Office of Refugee Resettlement grant.   

o The Healthy Birth Initiatives Community Action Network partners with DHS on 

jobs programs and education for living wage jobs. 

 NAYA: NAYA offers many community education opportunities for children, youth, adults 

and elders. Cultural-specific topics include: sex education, cultural arts and education, 

workforce development, vocational training, college and career readiness, parenting 

classes, gang prevention, and others. 

 Unite Oregon: Unite offers parent education program for people of color, immigrant and 

refugees, LGBTQ2, and low-income community members.  

 Iraqi Society: The Iraqi Society provides language and education supports for youth 

and adults such as English as a Second Language (ESL) classes. The Society is 

planning to do driver trainings in the next five years with the East Portland Neighborhood 

office.   

Objective 2 of 3: Ensure equitable investment in community centers in neighborhoods with the 
highest proportion of people experiencing economic hardship and language isolation. 

Objective 2 Strategies: 
 CBOs work with city, county, and / or academic partners to conduct assessment 

identifying areas lacking community centers and partner with city and county to identify 
key stakeholders who will benefit in investing in these areas 

 Partner with hospitals to identify opportunities for investment through community benefits 
programming 

 
Objective 2 Commitments and Actions:  

 APANO: Advocating for comprehensive Community Benefits Agreement framework and 

policy at City of Portland; Advocacy to set a higher standard for community benefits 

agreements; Advocating for equity policy and decision-making screens for resource 

investments that prioritize racial equity 

 MCHD: The Public Health Division provides Striving to Reduce Youth Violence 

Everywhere (STRYVE), Adolescent Sexual Health Equity Program (ASHEP), and Baby 

Booster programs. In the future, PHD will increase partnerships with Aging, Disability 

and Veterans Services Division through District Senior Centers and Equity Partners. 

 NAYA: continue operating community-center like services open to all youth ages 10-20 

(open gym, youth group classes, art classes) through partnership with the City of 

Portland and the Mayor’s office since we are located in a community-center desert in the 

Cully neighborhood. 

Objective 3 of 3: Increase investments in culturally responsive, community-based organizations 
that provide services to community members. 
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Priority 3: Essential Community Resources and Services, Goal 1 

Objective 3 Strategies: 

 CBOs conduct storytelling initiatives elevating the experiences of community members 

and the ways in which culturally responsive CBOs have provided services 

 Disseminate storytelling initiatives broadly to regional funders such as Meyer Memorial 

Trust, MRG Foundation, Grantmakers of Oregon and SW Washington, Multnomah 

County, etc.  

 Advocate for culturally responsive community based organization investments 

 
Objective 3 Commitments and Actions: 

 APANO: Advocating for Asian Pacific Islander culturally specific resources in any 

culturally specific strategy for example all public programs, the Portland Children’s Levy, 

others as applicable. In future will make the case for more resources for culturally 

specific public services (i.e. SUN investment as an example of success from APANO 

advocacy) 

 IRCO Africa House: Advocate at the County level to increase investments in culturally 

responsive, community-based organizations that provide services to community 

members. 

 MCHD: Future Generations Collaborative (FGC), developing Maternal Child Medical 

Home, and re-investing of Title V money into community-based organizations based on 

new priorities in Title V. 

 NAYA: Advocates for investment in culturally responsive community based 

organizations related to services in each of these areas: education, health, DV, elder 

services, housing 

 Urban League: provides services to community members through its direct social 

services.  In particular, we have Community Education Works and Community Health 

Workers who provide services to community members. 

 
Table 6b. Strategies, Commitments and Actions for Health Equity Priority 3, Goal 2 

Priority 3: Essential Community Resources and Services, Goal 2 

Goal 2- Provide equitable transportation access for all community members. 

Objective 1 of 3: Develop and expand reliable, safe, affordable and available public and private 
transportation options 

Objective 1 Strategies:  
 CBOs partner with Trimet and other transit agencies to create affordable options to 

purchase bulk tickets for CBOs providing direct service 
 Organize communities of color on the issue of affordable transit to educate on need and 

impact of transit on lived experience 
 Advocate for active transportation infrastructure  
 Diversify transportation decision making bodies to ensure experiences of riders of color  

and youth are not marginalized and / or create a community oversight board for all 
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Priority 3: Essential Community Resources and Services, Goal 2 

transportation bodies (needs an action or commitment) 
 
Objective 1 Commitments and Actions: 

 APANO: Improved sidewalks and streets in and around the Jade District. In the next five 

years inform long-term land use and transportation policy plans, increased funding for 

active transportation, public transit. 

 IRCO Africa House: We are working on advocacy for reliable, affordable and available 

public transportation. In the next five years we will work with CCC to advocate for 

affordable, reliable and accessible public transportation. 

 MCHD: The Racial and Ethnicity Approaches to Community Health (REACH) efforts to 

increase transportation options through the Gresham Active Transportation Plan. 

 NAYA: We are currently working on Trimet issues disproportionately affecting youth of 

color. We purchase nearly $10,000 bus tickets/yearly which are dispersed to community 

members related to education and employment related goals. 

 ULPDX: The Urban League occasionally provides bus passes for community members 

to seek social services. Urban League also provides transportation within our senior 

services program.  Urban League plans on maintaining transportation services to our 

program participants.  

Objective 2 of 3: Expand access to driver’s license for everyone 

Objective 2 Strategies: 
 Advocate for a driver’s license policy at the state level. 
 Organize communities of color on campaign for equitable access to driver’s license 

Objective 2 Commitments and Actions: 

 Unite Oregon: Unite Oregon has been part of ongoing work that is geared to eliminate 

barriers around access to driver’s license by certain immigrant and refugee community 

members.  

 MCHD: Support long-term advocacy efforts with OHEA on driver's license equity to 

develop and approve alternative identification for people lacking documentation status in 

order to work. 

Objective 3 of 3: Eliminate racial profiling on public transit system 

Objective 3 Strategies: 
 Partner with transit agencies to create trainings describing impacts of racial profiling on 

communities of color and that address racism, discrimination, and implicit bias 

 Diversify transportation decision making bodies to ensure experiences of riders of color 

and youth are not marginalized and / or create a community oversight board for all 

transportation bodies (needs an action or commitment) 

 

Objective 3 Commitments and Actions: 
Unite Oregon: Unite Oregon is lead organization for ending profiling and will continue to push 
those efforts until is accomplished. 
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Table 6c. Strategies, Commitments and Actions for Health Equity Priority 3, Goal 3 

Priority 3: Essential Community Resources and Services, Goal 3 

Goal 3- Create and provide more opportunities for an education ecosystem that all 
learners can thrive. 

Objective 1 of 7 - Ensure equity in resource allocation to households experiencing economic 
hardship. 

Objective 1 Strategies: 
 Increase Education investments allocated to households experiencing economic 

hardship 

 Expand free access to community college to include low-income students (needs 

commitment or action) 

 Advocate at state level to increase funding for Healthy Families Oregon (needs 

commitment or action) 

 Advocate at state level to implement universal preschool (needs commitment or action) 

 
Objective 1 Commitments and Actions: 

 NAYA: NAYA is deeply focused on education equity K-12, early learning, and post-

secondary success for 1st generation students. 

 ULPDX: Our After School Leadership Program is designed to provide extra academic 

support to African American and other high school and middle school students through 

homework clubs, leadership development training, post secondary education workshops, 

and community service opportunities. The program aims to inspire and motivate youth 

to: complete their high school education, pursue post secondary education, and become 

leaders in their community.  This work provides an increase in education investments to 

households that may be experiencing economic hardship.  By creating a space for 

students to achieve, education investments are allocated to households.  

 Iraqi Society - Advocating to start employing staff and teachers who are bilingual in 

Arabic and English in Portland Public Schools. If they build something that can be 

successfully done in other districts would reach out further to other districts in the county. 

Objective 2 of 7: Ensure that families with children under 5 receive / benefit from education 
services, tools and resources to ensure their kids are prepared to enter public school system by 
Pre-K 

Objective 2 Strategies: 
 Examine existing allocations of public agency dollars by end use, neighborhood 

community served 

 Partner with public agencies to develop disbursement option that more equitably allocate 

funding 

Objective 2 Commitments and Actions: 
 MCHD: Continue the Healthy Birth Initiatives, Nurse Family Partnership, Maternal Child 



 

 69 

Priority 3: Essential Community Resources and Services, Goal 3 

Family Health programs 

 NAYA: NAYA is deeply focused on education equity K-12, early learning, and post-

secondary success for 1st generation students. 

 Unite Oregon: Unite Oregon advocates for policy changes at the local, state, and 

national levels that increase equity and reduce disparities experienced by immigrants, 

refugees, people of color, rural communities, and people experiencing poverty.  

Objective 3 of 7: Increase and expand affordable and accessible childcare and educational or 
extracurricular programming to support parent education and employment 

Objective 3 Strategies: 

 Establish a childcare campaign to reduce the cost of childcare and increase childcare 
options to families seeking higher education opportunities and working families 

 Fund CBOs to offer childcare and additional education programming for children / youth 

 Advocate at state level to expand employment related day- care (Children First may be 
working on this) 

Objective 3 Commitments and Actions: 
 APANO: Advocate to expand eligibility and resources for Employment Related Day Care 

state program 

 MCHD: Healthy Birth Initiatives Community Action Network works with employers to look 

at hiring practices; STRYVE has employment opportunities for youth in the summer; 

Maternal Child Family Health engages with childcare providers to professionalize child 

care work and advocate for higher pay.  

 NAYA: NAYA is deeply focused on education equity K-12, early learning, and post-

secondary success for 1st generation students. We operate 2 Headstart Classrooms to 

directly address this objective. 

 Iraqi Society: Working to collaborate with pre-school education program, early learning 

program in Multnomah County 

Objective 4 of 7: Create a pipeline for accessible and affordable higher education regardless of 
documentation status 

Objective 4 Strategies: 

 Expand free community college to include low-income students  

 Advocate and endorse policies that bring additional funding to better prepare high school 

students to finish high school and begin a career path such as Initiative Petition 65 in 

2016  

Objective 4 Commitments and Actions: 

 APANO: Advocating for English Language Learning reform 

 NAYA: NAYA is deeply focused on education equity K-12, early learning, and post-

secondary success for 1st generation students. 

 MCHD: Promote access to higher education for undocumented youth through funding 

DREAMers and the.Deferred Action for Childhood Arrivals. 
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Priority 3: Essential Community Resources and Services, Goal 3 

Objective 5 of 7: Invest adult education programs that will assist families access to higher 
paying jobs 

Objective 5 Strategies: 
 County, Portland Community Development Commission, and other funding partners fund 

CBOs to provide programs that connect individuals to employment opportunities 

 
Objective 5 Commitments and Actions: 

 NAYA: NAYA is deeply focused on education equity K-12, early learning, and post-

secondary success for 1st generation students 

 ULPDX: Our employment program is part of our Community Works Program and is in 

partnership with the Oregon Department of Human Services (DHS) and other culturally 

specific organizations. We offer clients culturally supportive workforce specialists to 

provide aid with resume, cover letter, and interview preparation and execution, and a 

skill development center with seminars and individualized sessions to help build job 

readiness skills. 

Objective 6 of 7: Ensure K-12 budget decisions are child-centered 

Objective 6 Strategies: 
 Advocate to align education costs with the needs of students taking into account 

socioeconomic status, disability status, languages, grade levels and achievement level  

 Advocate to establish accountability mechanisms that links funding to achievement 

outcomes 

 Advocate at the state level to fund alternative and charter schools at the same level as 

their district –run counterparts (needs commitment or action) 

 Advocate at state level to develop standards for how K-12 budget should be spent at the 

district level (i.e. some districts offer anywhere from 165- 180 days of school per year; 

this creates inequities) (needs commitment or action) 

Objective 6 Commitments and Actions: 
 NAYA: We regularly advocate for equitable public funding methodologies to address 

disparities.  

Objective 7 of 7: Eliminate racial profiling of students of color in education systems 

Objective 7 Strategies: 
 Implement ethnic studies in schools across the county 

 Develop school-based curriculum addressing racism, implicit bias, and discrimination, 

and impact of racial profiling on communities of color 

 Advocate to end zero tolerance discipline policies in school districts  

 Advocate for school districts to use restorative justice as a discipline measure 

Objectives 7 Commitments and Actions: 
 APANO: Supporting ethnic studies policy implementation in Portland Public Schools 

with goal to support county-wide expansion 
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Priority 3: Essential Community Resources and Services, Goal 3 

 NAYA: NAYA is deeply focused on education equity K-12, early learning, and post-

secondary success for 1st generation students. 

 MCHD: Clearly understand link between racism & public health to eliminate racial 

profiling of students of color. 

 
Table 6d. Strategies, Commitments and Actions for Health Equity Priority 3, Goal 4 

Priority 3: Essential Community Resources and Services, Goal 4 

Goal 4- Ensure all communities have access to culturally relevant, nutritious, affordable 
food in their neighborhoods 

Objective 1 of 2 Decrease number of communities of color who are food insecure through mix 
of economic and food access efforts 

Objective 1 Strategies 
 County works with farmers markets to remove barriers of accepting SNAP at all farmers 

markets in Multnomah County 
 Increase SNAP-matching at all farmer’s markets  
 Develop culturally-responsive criteria for enrollment in supplemental food programs (e.g. 

WIC) and community gardens 
 Form partnerships between full-service grocery stores and other partners to create 

sustainable produce cost reduction programs that support families experiencing food 
insecurity  

 
Objective 1 Commitments and Actions 

 MCHD: Maternal, Child and Family Health program evaluating WIC design in the coming 
year to better support pre-conceptual, prenatal and infant nutrition through community 
partnerships.  

o Participating in the Right From the Start coalition to understand how best to work 
with Family, Friends and Neighbor (FFN) child-care providers to support an 
approach to nutritious food in FFN child-care. 

o Developing food component of work in Maternal Child Medical Home. 
 Urban League has a community garden which helps mitigate food insecurity. We have 

continued to offer African Americans a healthy community gathering place in our Urban 

Harvest Garden, now in its 3rd year. The garden offers individuals and families an 

opportunity to grow healthy produce in a culturally-supportive, community-supported 

environment at no cost. Expand upon food insecurity and food access efforts by 

promoting new food businesses in key locations and gaining access to food resources 

for the community.  

 Upstream Public Health- Partnering to develop a pilot veggie Rx program in 

Multnomah county that would allow individuals and families that are food insecure to 

receive a $30 a month supplement for fruits and vegetables from local grocery stores 

and farmers markets in mid and east county. This involves working with clinics who 

would identify families in need and possibly offer, or work with other partners to offer 

food education supports.  
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Priority 3: Essential Community Resources and Services, Goal 4 

Objective 2- Decrease number of neighborhoods with high access to high calorie/low nutrient 
foods and low access to culturally relevant/high nutrient foods 

Objective 2 Strategies 
 Invest in community gardens throughout Multnomah County, in areas where access to 

fresh fruits / vegetables are limited 
 Promote development of small businesses, i.e. culturally specific grocery stores in areas 

lacking full-service grocery options 
 Create incentives and innovative private public funding structures to increase number of 

grocery stores where people of color live (i.e. within 1.5 miles) 
 Funders provide opportunities for community members to develop culturally responsive 

small businesses, i.e. grocery stores 
 
Objective 2 Commitments and Actions 

 APANO: Building and maintaining community gardens at Harrison Park K-8 

 MCHD: Through REACH- Rockwood- small business development, grocery, farmers 

markets, A PHD representative sits on Advisory Committee for the SNAP-match 

program at farmers markets called Double Up Bucks Oregon, convened by PDX 

Farmer's Market Fund - conversations are likely to occur about expanding this into 

grocery store settings in advance of next round of funding. 

 NAYA operates two emergency food pantries, one Harvest program, a community 

learning garden, multiple traditional food initiatives, and is actively involved in food 

security issues through neighborhood involvement work with Living Cully. We hope to 

expand these in the coming years. 

 IRCO Africa House: We are working with OHSU to have community members access 

lands and get resources for farming to ensure their food security 

 
Table 6e. Strategies, Commitments and Actions for Health Equity Priority 3, Goal 5 

Priority 3: Essential Community Resources and Services, Goal 5 

Goal 5- Improve and expand living wage with benefits, job opportunities for all 
communities 

Objective 1 of 5: Support hiring of professionals with equivalent degrees.  

Objective 1 Strategies  
 Create role standards that acknowledge skillsets of jobs done in other countries 
 Fund spaces for employers and interested individuals to discuss employment opportunities 
 
Objective 1 Commitments and Actions: 

 ULPDX: Our Career Connections Job Fair events gives job seekers the chance to meet 

face to face with recruiters from some of the area’s most desirable employers. These 

recruiters come to the Career Fair to seek qualified candidates for positions from entry-

level to professional, from management to executive, ranging from construction and 

retail to government and corporate opportunities.  
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Priority 3: Essential Community Resources and Services, Goal 5 

Objective 2 of 5: Develop and approve alternative identification for people lacking 
documentation status in order to work. 

Objective 2 Strategies: 
 Assess other efforts made to develop and approve alternative identification for people 

lacking documentation status in order to work 

 
Objective 2 Commitments and Actions: 
 In development 

Objective 3 of 5: Eliminate employment policies that create barriers and promote poverty for 
communities most negatively impacted 

Objective 3 Strategies: 
 Support and endorse campaigns to eliminate employment policies that create barriers and 

promote poverty conditions for communities most negatively affected 
 Support and endorse policies that create opportunities and are inclusive of all communities, 

including undocumented, people of color, youth, and LGBTQ2 people 
 Assess hiring practices with an equity lens 
 
Objective 3 Commitments and Actions 

 APANO: Advocating for paid family medical leave state policy; fair work week scheduling 

policy (statewide and in City of Portland) 

 MCHD: Healthy Birth Initiatives Community Action Network action plan includes working with 

employers to evaluate  hiring practices. STRYVE provides employment opportunities for 

youth summer work. 

 NAYA has a Community Works program. Will advocate for policies that reduce barriers. 

 ULPDX: Our Community Works Project is a program that provides employment services 

and comprehensive social services to people who receive welfare but want to get off 

welfare. Our program helps them do so through Jobs Opportunities Basic Skills (JOBS) 

Plus, a subsidized work program. Participants are traditionally underserved job seekers from 

diverse backgrounds. They receive comprehensive employment training tailored to their 

individual needs, including job search assistance/placement and tuition assistance. Urban 

League has also been a prominent advocate of political initiatives, such as Ban the Box, to 

get disenfranchised citizens a fair chance at employment opportunities.   Urban League 

plans on continuing our work in employment training and providing services that will build 

the workforce.  For example, our latest program, The Urban Tech Jobs Program is an 

accelerated technology training program that is exclusively designed for unemployed adults. 

The customizable program includes Job Readiness and Resiliency workshops, certificate or 

license bearing technology training classes, and paid work based training. Program 

graduates will be able to compete for jobs in a high demand and growing industry. We are 

also working on implementing Ban the Box, as that work will be continuous throughout the 

future.   

 Unite Oregon: Works to increase economic opportunity for immigrant and refugees, people 
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Priority 3: Essential Community Resources and Services, Goal 5 

of color, and low income community through issue campaigns and policy advocacy.  

Objective 4 of 5: Create a pilot licensing system to recognize degrees and certifications from 
other nations 

Objective 4 Strategies: 
 Assess feasibility of creating a pilot licensing system that recognizes degrees and 

certifications from other nations 
 Organize and elevate the voices of those community members who are licensed / certified 

professionally in other states but are denied opportunity to practice 
 
Objective 4 Commitments and Actions 

 IRCO Africa House: We are pushing for a pilot licensing system to recognize foreign 

credentials 

Objective 5 of 5: Provide community development investments that create opportunities for 
residents in their own neighborhoods and around the region. 

Objective 5 Strategies: 

 Partner with Portland Community Development Commission to develop investments that 
create opportunities for residents within their own neighborhoods and around the region. 

Objective 5 Commitments and Actions 

 APANO: Advocate for updating Hospital Community Benefits policy statewide for 

investments 

 MCHD Healthy Birth Initiatives Community Action Network action plan includes working with 

employers to evaluate  hiring practices. STRYVE provides employment opportunities for 

youth summer work., Maternal Child, and Family Health works with childcare partners on 

professionalizing child care work and advocating for higher pay. 

 ULPDX: Our Summer Youth Employment Programs, for both middle school and high 

school/young adults, are focused on employment readiness and postsecondary education.  

 
Table 6f. Potential Partners 

Who Will Take Action: Likely Partners 

Describe potential partners and stakeholders and how we will partner with them to implement 
strategies.   

 Multnomah County Commissioners 
 Multnomah County Health Department 
 Multnomah County Office of Equity and Inclusion  
 Portland City Commissioners 
 City of Portland Bureaus 
 Portland’s Office of Equity and inclusion  
 State of Oregon  
 Community Based Organizations  
 Oregon Health Equity Alliance 
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 Goal 1 – Coalition of Communities of Color, Successful Families 2020, Statewide 
Runaway and Homeless Youth Coalitions, Portland Public Schools, PSU, PCC, East 
Portland Neighborhood office 

 Goal 2 - Public transportation providers such as Trimet, Transportation Justice Alliance, 
Oregon Environmental Council, CCC, Fairshot for All, OHEA,  

 Goal 3- DCHS Early Childhood work, ELM, Fairshot Coalition, OPAL, Community 
Alliance of Tenants, Portland Public Schools,  

 Goal 4 food access partners such as Outgrowing Hunger, OHSU, Living Cully, PSU, 
Oregon Food Bank, FoodCorps, Grocery stores, health clinics 

 Goal 5 - UFCW Local 555, Working Families Party, Fairshot, APANO, Unite Oregon, 

Africa House, ULPDX, OHEA  

HOW WILL WE EVALUATE PROGRESS IN IMPLEMENTING THE PLAN? 
(We will return to this as stakeholder discussions develop) 
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Health Equity Priority 4: Support Family and Community Ways 

Support Family and Community Ways for Our Health 

Multnomah County is the land of the Multnomah, Clackamas, and Kathlamet bands of the 
Chinuk (Chinook), Tualatin Kalapuya, and Molalla in addition to many other tribal peoples. 
Chinuk Wawa (Chinook language) communicates the concept of community as ɬush khanawi 

kaku-ixt ntsayka, which roughly translates to mean “we should all be as one.” The emphasis is 
on the need for cohesion and harmony amongst the group.  

From a relational worldview, to be truly healthy, there must be a balance of wellness in physical, 
mental, emotional, and spiritual health. The social context in which individuals live must also be 
well in order to support the individual in attaining optimal health. Families and communities must 
function in positive ways, mutually supporting and reinforcing strengths and resiliency in the 

face of challenging external circumstances, in order for individuals to thrive.  

Why Supporting Family and Community Ways is a Priority for Addressing 
Health Equity 

For many communities in Multnomah County, our top priorities are strengthening familial and 
community bonds and supporting families from a variety of cultural and national backgrounds to 
maintain their traditions and languages while simultaneously navigating the mainstream world in 
a way that brings opportunity and needed material resources to the home. To maintain 
traditional ways, community members must have access to foods and healing medicines or 
practices indigenous to their communities of origin, to land which supports physical activity and 
connection to the natural world, as well as opportunity for ceremonial, religious, cultural, 
educational, and celebratory community gatherings that create community cohesion and share 
the important life skills or teachings needed for youth to grow up in a good and healthy way. As 
some African immigrant and refugees pointed out, “Our younger generations are being 
Americanized and this is stressful for parents. Dealing with life here and figuring out DHS and 
looking for jobs makes up for so much stress and due to lack of coordination and understanding, 
we end up not having time to work and find balance…Thus social health is very important. 
Communication between individuals is very important. So it is not about the food we eat only, 
we need to feel spiritually (including going to church or mosque) and mentally healthy through 
our community.” 

The Life Course Health Model “tells us that today’s experiences and exposures influence 
tomorrow’s health…The life course model also highlights that the broader community 
environment strongly affects the ability of individuals to be healthy” (pg. 32).168 This is similar to 
a generations-old way of thinking that emphasizes the important role community and family 
context plays in supporting health and wellbeing. 

Multnomah County’s Native American/Alaska Native community strives to keep culture and 
tradition alive and to pass this on to the next generation. In the Urban Native community, health 
and wellness are inextricably linked to traditional values, culture, language, and community 
bonds. In order to create a healthy life living in two distinct cultures and following centuries of 
attempted eradication of native people traditions through colonization, there must be continual 
connection to ancestral knowledge.169 170 171 172 The Portland Indian Leaders Roundtable’s 2006 
Making the Invisible Visible report, expressed the process thusly; 



 

 77 

We are passing on our many strengths and assets. We serve the community and we 
help each other. As distinct as urban peoples may be, we have a collective vision of 
what we want for our children and families. We work to connect with other urban Native 
people; to create a common place to meet and reconnect to each other, our ceremonies 
and cultures. We want to be recognized and treated with respect. We want our cultures 
and religions to be valued. We want safe, affordable housing, access to employment 
options, and equal opportunities to build community. We have important and diverse 
indigenous values that contribute to the uniqueness of Portland, and we see ourselves 
as part of its future (Pg 2). 

Similarly, Multnomah County’s indigenous Latino community finds strength to face the barriers 
they are faced with both culturally and linguistically in accessing healthcare, employment, 
housing, and education in their traditions. Some Pacific Islander Elders said they felt healthiest 
when they have “spiritual nourishment at home and within my community.” In the Introducing 
Portland’s Newcomers report by Curry-Stevens et al. (2016) the authors note the importance of 
intergenerational connection to culture. 

Many indigenous immigrants are very proud of their indigenous ancestry and take great 
strides to ensure their children are raised in their traditions.  Adherence to the group, to 
family, and to tradition is very important.  It is this sense of connection with others in the 
indigenous community that feeds indigenous newcomers and keeps them going in spite 
of barriers to success in their new home (Pg 81). 

Who Is Impacted and How 

The health of our mothers and children are critical. The future, of course, rests primarily in the 
hands of those who will carry on these traditions and culture. Youth of color have a keen 
awareness of the challenges facing their families and communities. Across multiple community 
engagement events, in addition to identifying needs for culturally responsive healthcare, 
housing, reducing violence, and addressing institutional racism, youth identified the importance 
of caring for mothers and babies.  

Youth recognized there are consistent inequities in who has access to prenatal care, has poor 
birth outcomes, and experiences depression during or after pregnancy as also outlined in the 
2015 Community Health Assessment.  The CHA notes for African American, Native 
American/Alaska Native, Latina, Asian and Pacific Islander women and babies there are 
ongoing and significant disparities in accessing early prenatal care, premature births, low birth 
weight, and higher infant mortality rates than in comparison to their white/European 
counterparts.173  

Additionally, youth noted their communities struggle with high rates of poverty, echoing what 
studies over the last several years have reported as well. “Youth feel incredibly burdened and 
stressed out by having to support families by working and/or translating / liaising between bill 
companies, etc.” (Asian and Pacific Islanders,Youth, APANO). Poverty affects more 
communities of color (44%) than white families (28%); youth of color are overrepresented 
among the houseless and this is increasing especially among immigrant youth.174 

For culturally specific communities, accessing healthcare, especially Mental Health services, is 
fraught with barriers including lack of cultural and linguistic proficiency and fear and distrust of 
systems due to historical mistreatment and abuse.175 “Mental Health is a big issue. And 
suffering from that I don’t want to do anything and I just want to be a recluse in my house. 
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Finding a therapist of color who isn’t critical and the first question they ask is individual and 
there is this lack of awareness” (LGBTQI, Multicultural, CIO). 

With these challenges facing communities of color and other marginalized groups, the 
strengthening, protection, and resiliency brought about by continual connection to traditional 
ways, culture, language, and intergenerational opportunities to gather together have never been 
more important. For communities of color, immigrant/refugee communities, elders, the 
unhoused and LGBTQI communities, connection to community and family are vital to survive 
and to thrive. 

What We Plan to Do About It 

In order to achieve thriving, strong families and community ways, we must see systemic policy 
change, monetary and programmatic support, and increased opportunity to promote and 
support cultural preservation, reclamation, and recognition. This focus should be at the center of 
structural, service, and program development, from signage in our neighborhoods to foods 
available in our neighborhood stores to curriculum in our children's schools. Cultural connection 
is synonymous with health and wellness, no matter the community, and as such our systems 
are obliged to not just acknowledge this but prioritize it in addressing existing health disparities. 
Tables 7a-7d describe initial strategies and communities in support of this priority. 

 
Table 7a. Strategies, Commitments and Actions for Health Equity Priority 4, Goal 1 

Priority 4: Supporting Family and Community Ways, Goal 1 

Goal 1: Develop and amplify strategies that promote and support cultural preservation 
and reclamation 

 Objective 1 of 1: By FY 2018, secure ongoing funding to support minority-owned businesses 

in reclaiming neighborhoods and local economies 

Objective 1 Strategies:  

 Community based orgs and agencies secure Tax Increments Financing (TIF) 

investments and other funding that support culturally-led development and 

redevelopment of neighborhoods and support culturally specific programs, micro 

enterprise, and small business development 

 Public agencies use language specific supports in licensing and inspection systems for 

business owners to ensure businesses can adapt to changing policies and regulations 

 Public agencies include policies in strategic plan to prioritize contracts to women and 

minority-owned businesses  

 Regional funders and public agencies include funding of culturally-led development and 

redevelopment in strategic plans (in development). 

 

Objective 1 Commitments and Actions 

 APANO: Creating Jade District Tax Increments Financing (TIF, public financing 

method used as subsidy) investments with small businesses; creating APANO 

Community Center on 82nd ave and SE Division 

o Leadership on PDC Neighborhood Prosperity Initiative; implementing Jade 

Equity & Strategic Plan 

 IRCO Africa House: Working to ensure that our community members have access to 
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Priority 4: Supporting Family and Community Ways, Goal 1 

resources to support minority-owned businesses 

o Work to reduce barriers to accessing resources 

 MCHD: Cully- Project partnership with Environmental Health Services- lead to secure 

contracts for minority owned women- enterprise. 

REACH/HBI- support business, child care contracts to local groups. 

Social impact bonds with the city of Portland Housing  
Environmental Health Services- Restaurant inspections that are culturally and language 
specific to some Asian owners. Teaching about laws, food safety. 
Healthy Birth Initiatives offers a wide array of culturally specific groups and classes.  
Healthy Birth Initiatives Community Action Network strategic plan includes family unity 
sub-committee led by parents. 

 NAYA: NAYA has a micro-enterprise/small business program, and is actively involved 

in the Living Cully project and other business incubator program (Powwow to 

Prosperity) 

 ULPDX: Urban League is currently forming economic empowerment initiatives that 

would include working with minority-and-women-owned businesses. 

 
Table 7b. Strategies, Commitments and Actions for Health Equity Priority 4, Goal 2 

Priority 4: Supporting Family and Community Ways, Goal 2  

Goal 2: Secure ongoing funding (county, city, hospital community benefits, and CCO flex 
funds), and formalize, through policy change, for cultural preservation and reclamation 

work 

(All Objectives are listed here because all Strategies, Commitments and Activities can be 

used for all 3 Objectives) 

Objective 1 of 3: By FY2018, secure ongoing funding to support culturally-specific CBOs in 

engaging community to increase signage and public art highlighting historical and current place-

based significance of local sites to specific cultural communities 

Objective 2 of 3: Support culturally-specific CBOs and community groups to develop and 

implement culturally-specific programs and educational curriculum/core history standards that 

support cultural preservation, accurate historical context and community reclamation (i.e., tribal 

sovereignty classes for youth) 

Objective 3 of 3: By FY 2020, secure ongoing funding through formal policy change where a 

proportion of regional funder and public agency investment is consistently allocated to culturally 

specific CBOs and community groups 
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Priority 4: Supporting Family and Community Ways, Goal 2  

Objective 1-3 Strategies:  
● Advocate for city and county investment in cultural preservation and reclamation. 

● Advocate for consistent city, county and regional funder investment support of culturally 

specific community based organizations 

● Assess potential benefits to cultural preservation and reclamation of policies in land use 

plans, coordinated care organization planning and use of hospital community benefit 

dollars (in development) 

 

Objective 1-3 Commitments and Actions 

 APANO: campaign for Jade development and APANO community center, Jade Place 

Making program, APANO Mic Check Series  

o Supporting Strong OHEA Coalition 

 IRCO Africa House: We currently advocating for ongoing funding to support culturally 

specific Community Based-Organizations and community groups (Moved up from old 

goal 5 that was duplicate of goal 2) 

o Continue advocacy work with other CCC member to promote culturally specific 

funding opportunities (Moved up from old goal 5 that was duplicate of goal 2) 

 NAYA: We are part of the Intertribal Gathering Garden in Cully Neighborhood, which 

includes signage and cultural preservation work 

o Portland Youth and Elders Council has work in this area 

o We are involved in Anti-displacement PDX 

o NAYA engages in cult-spec pedagogy work with three local school districts 

o Ongoing advocacy work to secure funding for policy change (in many areas)  

o NAYA secured an Oregon Cultural Trust grant (partial funding for project) that 

will commence in January: activities include convening Native American 

traditional knowledge keepers and Oregon tribal leaders with a focus of 

identifying and creating signage for historical and currently place-based 

significant sites. 

 ULPDX: Social Justice and Civic Leadership Cohort 

o By enhancing the skills, analysis and organizing ability of emerging immigrant 

and refugee leaders across cultural groups, the Pan-Immigrant Leadership and 

Organizing Training (PILOT) Program builds long-term relationships between 

diverse immigrant and refugee communities in Portland and builds the capacity 

and voice of new communities to affect change. 

 Unite Oregon: Unite Oregon develops new leaders through signature leadership 

development programs, through strategic trainings, and through on-the-ground 

leadership positions within our issue campaigns that impact their communities.  

 
Table 7c. Strategies, Commitments and Actions for Health Equity Priority 4, Goal 3 

Priority 4: Supporting Family and Community Ways, Goal 3  

Goal 3: Increase culturally specific intergenerational healthy eating and active living 
opportunities offered by Portland and other City Park Departments, farmers markets, 

SUN schools, seniors centers, community based organizations, etc. 
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Priority 4: Supporting Family and Community Ways, Goal 3  

Objective 1 of 3: By 2020 Increase number of partners serving communities in healthy eating 

and active living programming across the region by community and increase participation in 

those programs 

Objective 1 Strategies:  
● Assess current healthy eating and active living programming available by demographics in 

Multnomah County to identify unmet needs (in development) 

● Provide produce vouchers to food insecure families 

● Community based organizations offer food, garden and recreation programming 

 

Objective 1 Commitments and Actions 

 APANO: campaign for Jade development and APANO community center, Jade Place 

Making program, APANO Mic Check Series  

o Supporting Strong OHEA Coalition 

 IRCO Africa House: Work with partners serving communities to identify likely interest 

and participation in programming across the region by community  

 MCHD: WIC supports farmers markets by providing farmers market vouchers to clients.  

The Community Capacitation Center outreaches to children & families to connect them 

to school and SUN Programs. 

NAYA: FoodCorps program brings together youth, adults and elders to learn about 

healthy eating, community gardens, etc. All of these projects will remain for 5 years 

ULPDX: We offer activities and daily meals to dozens of seniors at our Multicultural 

Senior Center where we are co-housed with Meals on Wheels and offer daily meals. 

Our program has had a strong healthy-living focus this year, including our new Walk 

with Ease program. The six-week program is designed to reduce pain, increase balance 

and strength, and improve overall health. We will continue to grow our current services 

in this area. 

Unite Oregon: Objectives 1-4: Unite Oregon supports these objectives through policy 

advocacy. We will continue to advocate these objectives when opportunity arises but we 

do not have ongoing programs. 

Objective 2 of 3: By 2020, increase access to free or reduced City Recreation center 
memberships and programs for low income individuals and families by 25% in Multnomah 
County cities 

Objective 2 Strategies: 
o Assess feasibility of all city Parks and Recreation facilities offering free or reduce 

memberships (in development) 

o Agency program offerings of free recreation programs in the summer expand outreach 

in partnership with culturally specific organizations 

 
Objective 2 Commitments and Activities: 

 IRCO Africa House: Work with partners serving communities to identify likely interest 

and participation in programming across the region by community  

 NAYA: Engaged in partnership with Parks and Rec (City of Portland) to bring culturally-
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Priority 4: Supporting Family and Community Ways, Goal 3  

spec recreation opportunities to youth in community centers and our own spaces. All of 

these projects will remain for 5 years 

 Unite Oregon: Objectives 1-4: Unite Oregon supports these objectives through policy 

advocacy. We will continue to advocate these objectives when opportunity arises but we 

do not have ongoing programs. 

Objective 3 of 3:  
Increase active living green infrastructure development and programming in neighborhoods with 
least opportunities. 

Objective 3 Strategies: 

 Identify possible land parcels for conversion to living green infrastructure 

 Advocate for public and private investments and planning policies to maintain and 

expand green space 

 Work with existing land owners to convert land to living green usage i.e. farming, natural 

play, gardens 

 

Objective 3 Commitments and Activities: 

 IRCO Africa House: Work with partners serving communities to identify likely interest 

and participation in programming across the region by community  

o Plan to have farming lands for community members so that they can have their 

products in farmer markets and promote healthy eating 

 MCHD: REACH- Gresham- city development plans, food access into urban planning 

 NAYA: Living Cully Partnership. We are engaged with Anti-displacement PDX 

 Unite Oregon: Objectives 1-4: Unite Oregon supports these objectives through policy 

advocacy 

 Upstream: We are developing and seeking funding for a program to work with early 

child education centers in neighborhoods with less resources, serving community 

members with the least opportunities, to redesign play spaces to be inclusive (i.e. for 

children with disabilities) and promoting active, natural play (i.e. incorporating 

greenspace into the playspace). After understanding the barriers working with Child 

Care centers we will seek policy changes at the state and institutional level that support 

inclusive natural play for early child education facilities. 

 
Table 7d. Strategies, Commitments and Actions for Health Equity Priority 4, Goal 4 

Priority 4: Supporting Family and Community Ways, Goal 4  
Goal 4: Communities are able to access health supportive classes related to healthy 

eating and active living from organizations that mirror their lived cultural experiences 
Objective 1 of 2: By FY 2018, Increase access to food (free or reduced CSAs, community 
gardens, traditional food preparation classes, and local food gathering sites) and active living 
(structured activity programs, peer support physical activity such as walking clubs) opportunities 
for low income families by 25% and support CBOs in offering quarterly intergenerational cultural 
gatherings. 
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Objective 1 Strategies:  
 Secure ongoing funding to support access to annual traditional food preparation classes, 

community gardens, CSAs, and local food gathering sites (within A/PI, African American, 
Latino and Native American communities); 

 Secure ongoing funding to support active living opportunities 
 Expand existing food and active living opportunities in communities and neighborhoods 

that are most underserved 
 
Objective 1 Commitments and Actions 

 IRCO Africa House: We are working on both of these priorities through our community 
gardening. Plan to have more community gardening that will promote intergenerational 
gathering and healthy eating and active living. 

 MCHD:  Examples and collaborations with EI Mercado (sites) 
o Re-thinking our WIC strategy, FGC and the Maternal Child Medical Home. 

 NAYA: NAYA has a community learning garden that increases traditional and healthy 
foods 

o NAYA’s Portland Youth and Elder’s Council facilitates root digging and berry 
picking for Native community 

o Naya offers monthly intergenerational cultural gatherings and powwows 
o NAYA operates two food pantries with low barrier access.  One in Cully and one 

in East County 
o NAYA has a partnership with OHSU to provide cult-spec cooking classes for 

youth, parents and elders 
o NAYA is working to sustain and grow this area generally 

 ORCHWA: We help convene community members so that Community Health Workers 
or other experts can provide trainings in nutrition 

 ULPDX: We also continued to offer African Americans a healthy community gathering 
place in our Urban Harvest Garden, now in its 3rd year. The garden offers individuals 
and families an opportunity to grow healthy produce in a culturally-supportive, 
community-supported environment at no cost.  

Objective 2 of 2: By FY2018, increase access and opportunities for intergenerational healthy 
eating and active living. Increase collaborative efforts among mutual aid orgs, faith communities, 
business associations and CBOs focused on intergenerational healthy eating and active living. 
Objective 2 Strategies:  
 Hold two yearly meetings to promote and foster collaborative efforts among mutual aid 

orgs, faith communities, business associations and CBOs in order to increase access and 
opportunities for intergenerational healthy eating and active living (in development) 

 Advocate for government and private investment in intergenerational integrated housing 
and wellness centers that include healthy eating and active living (in development) 

 
Objective 2 Commitments and Actions: 

 See Objective 1 Commitments and Actions 

 
Table 7e. Strategies, Commitments and Actions for Health Equity Priority 4, Goal 5 

Priority 4: Supporting Family and Community Ways, Goal 5 
Goal 5: Establish referral pathways and payment mechanisms from physical and 

behavioral health practitioners to cultural preservation and reclamation opportunities. 
Objective 1 of 1: By FY 2020, provide sustainable payment and referral mechanisms for 
Traditional Health Workers (specifically Community Health Workers based in culturally-specific 
community based organizations) in order to increase knowledge and practices of traditional 
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healing ways. 

Objective 1 Strategies:  
 Support policy development and advocate for policy that establishes funding mechanism 

for Traditional Health Workers 
 
Objective 1 Commitments and Actions 

 IRCO Africa House:  We have African community health care worker program to 
train 25 African community health care workers. 

 MCHD:    

 NAYA: Currently working on legislation to provide sustainable funding for THWs 
within culturally-specific community based organizations 

 OLHC: CHW work - allows folks who may not otherwise find work / health 
insurance, supports them family and community ways 

 ORCHWA: Is partnering with NAYA to develop a legislative concept to sustainably 
cover the costs of community health workers. 

 Unite Oregon: Wellness for Newcomers is program that centers around 
developing and employing a trained base of immigrant and refugee “wellness life 
guides,” or traditional health workers/organizers—assisted and supported by a 
team of social service agencies, community based organizations, and health care 
providers. 

 
Table 7f. Potential Partners for Priority 4 

Health Equity Priority 4: Supporting Family and Community Ways 
Goal 1:  Jade District Steering Committee; 82nd Avenue of Roses Business Association; micro-
enterprises and Individual Development Account (IDA) programs; Living Cully Partners: Verde, 
Hacienda, Habitat for Humanity 
Goal 2: Rose CDC; Coalition of Communities of Color; Regional Tribes; Successful Families 
2020; City of Portland 
Goal 3: OHSU, Living Cully, Metro, FoodCorps, Anti-displacement PDX 
Goal 4: Metro, Home Forward, OHSU and the food bank; Community based organizations in 
Multnomah County: NAYA, Urban League, IRCO, APANO, El Programo Hispano, Clackamas 
County NW Family Services 
Goal 5: Coalition of Communities of Color; OHA/OEI 

HOW WILL WE EVALUATE PROGRESS IN IMPLEMENTING THE PLAN? 
(We will return to this as stakeholder discussions develop) 
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Health Equity Priority 5: Transformative Change Towards Equity 

and Empowerment 

What is This Issue Area  

Addressing discrimination is fundamental to improving overall population health at all levels of 
any institution, from the attitudes and beliefs of institutional decision-makers, to the delivery of 
programs directly to community members in need of health services.  Multnomah County 
defines discrimination as “unequal or different treatment of an individual in any personnel action 
on the basis of race, color, sex, age, religion, national origin, political affiliation, marital status, 
sexual orientation, gender identity, source of income, familial status, or physical or mental 
disability or other protected status in accordance with applicable law”.176 Evidence on race and 
cultural based disparities in outcomes related to multiple health factors indicates that 
discrimination in our institutions is a driving force for health inequities in Multnomah County.177 
178 
 
Transforming institutions to center equity and empowerment by redesigning and facilitating 
continuous systems change is needed to ensure structures are in place that eliminate 
discrimination, ensure equal opportunity, and redress historic inequities. 
 
At the policy level, discrimination has historically disadvantaged and marginalized communities, 
and currently is a barrier to good health for all our communities.  Discriminatory attitudes and 
beliefs have created generations of public policy that have led, for example, to disinvestment in 
culturally competent, culturally specific services to communities of color, undermining the quality 
of care, access to care, and lowering their underlying health status for generations.  This 
impacts the full range of social determinants of health. 

 
At a program level, discrimination fosters unequal treatment and undermines the basic trust 
between provider and community member that leads to misdiagnosis, mistreatment, and under-
utilization of services. This deepens health inequities by driving discrimination into the culture of 
the institution, undermining the impact of health disparities, and reinforcing the institution’s lack 
of interest in creating safe and caring environments. 

 
In the broader community, discrimination raises emotional and physical health risks.  
Discrimination has been shown to increase the risk of stress, depression,179 the common 
cold,180 hypertension,181 cardiovascular disease,182 breast cancer,183 and mortality.184  These 
risks are observed as more prevalent among communities of color and low-income 
communities. Overall, discrimination is experienced directly and indirectly through every layer of 
lived experience, perpetuated by dominant structures that support and reinforce discrimination, 
and require sustained, long-term anti-racism/anti-oppression institutional change and strategic 
partnerships and investments in communities directly affected.185 

Why Transformative Change for Equity and Empowerment is a Priority for 
Addressing Health Equity 

Multnomah County has a demonstrated history of discrimination within the intersection of public 
institutions and in the broader community.  For example historic racial violence, race-based 
redlining that led to segregation  and other discriminatory actions have produced and 
perpetuated generations of health inequities.186 187 Poor health status from birth is damaged 
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further by resource-challenged neighborhoods in close proximity to toxic pollution, unsafe 
housing, low quality and under-resourced schools, and disenfranchisement from the civic and 
democratic process.188 189 190 
 
Significant racial and cultural demographic changes over the last 20 years have reshaped the 
population landscape of Multnomah County. It's estimated 26.3% of the population are 
communities of color, including immigrants and refugees, compared to less than 15% in 1990.191 

Who is Impacted and How 

While communities of color and Multnomah County’s immigrant and refugee population 
numbers increase, efforts to understand and support these communities have failed to match 
the rate of growth. Lack of data on burgeoning ethnic communities and failure to disaggregate 
by ethnicity limits the ability to verify the effectiveness of existing community services, and fewer 
opportunities to invest in new programs. The combination of having little information about 
communities, utilizing existing data that does not accurately mirror the community experience, 
and distributing resources based upon inaccurate data, institutionalizes a culture of apathy that 
permeates all aspects of the institution. For example, the Slavic community is the largest of our 
refugee groups, yet there is a lack of data on their experiences in the school system, child 
welfare services, health and social services, and the criminal justice system. This lack of 
information makes invisible their challenges to the larger systems created to address them.192 
 
Communities of color engaging social and public services are more likely to have a 
problematic experience.193 Nearly 22% of children from Native families are taken away 
by foster services in Multnomah County, a rate 20 times higher than white children 
despite no apparent increase in abuse.194  

 
“Unhoused/In shelter Folks of Color are treated worse by healthcare providers, 
and hospitals especially, than their white counterparts” - Sisters of the Road, 
Multicultural, Houseless 

 
“Culturally specific training for healthcare providers, government workers, and 
police to end the bias and discrimination Native people face in these systems.” - 
NAYA, American Indian/Alaska Native 

 
Policing, violence and incarceration affects higher numbers of African Americans and Native 
Americans than Whites. Homicide as a form of premature mortality is a serious health inequity 
affecting all people of color.195 Native Americans are victims of violent crimes at 250% higher 
rates than Whites, experience more homicides than non-Latino Whites and double the 
incarceration rate, and youth charged with crimes at a higher rate.196 Levels of incarceration 
within a community affect the ability of community members to take action, to be gainfully 
employed, and to build healthy families. A recent report from 2014 uses a Relative Rate Index 
that compares each racial and ethnic group to a reference group, in this case non-Latino 
Whites. In Multnomah County, Black adults are 6.0 times more likely than Whites to be in jail, 
Native Americans are 1.8 times more likely and Hispanics are 1.2 time more likely than Whites 
to be in jail. Asian and Pacific Islanders were less likely to be in jail than Whites.197 The resulting 
loss of life and threat of early and long-term incarceration deconstructs the social cohesion 
communities of color rely upon to thrive in challenging environments.  

 
“Combat institutional racism as a whole. We need advocating especially for our 
children and elders.” Central City Concern, African American, Houseless 
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Multiple negative interactions with agencies can compound the effects of discriminatory trauma 
within vulnerable communities. Poor experiences navigating service systems grow a culture of 
deep mistrust among African American, Pacific Islander, Latino, Native Indian and Alaskan 
Native communities.198 This mistrust continues to grow today.199 Nearly 16% of African 
Americans felt they were treated differently based on their race when accessing Healthcare 
services.200   

 
“Youth mentioned that they feel at home within their chosen community but often 
feel like a nuisance or they don't belong when accessing services like TriMet 
alone or asking questions on behalf of their parents at the doctor, etc. “ - APANO, 
API with youth 
 

Nearly 22% of African Americans felt discrimination affected them physically and 29% 
said it impacted their emotional well-being; instances of discrimination were documented 
for all surveyed ethnic communities.201 The perception of discrimination in a healthcare 
setting has been linked to delays in seeking healthcare, a reduced likelihood of following 
doctor’s recommendations, lower preventive service utilization, lower mental health 
utilization, and should be alarming for all providers.202 203 204 

 
“We need to break through the stigmas and limitations that the ‘american dream’ 
has for the Black community. Need to invest in lifting up Black youth, fostering 
creativity, and breaking out of assigned roles (in service, low paying jobs, etc) for 
Black community. America needs to invest in changing that and practice cultural 
humility.” - Urban League, African American, CHWs 

Community Strengths and Themes Assessment:  

Throughout engagement events, community members shared certain elements or 
characteristics of community that supported health. Celebrating a shared cultural identity was 
described in terms of specific festivities or activities available in Multnomah County. Others 
expressed having welcoming environments where they live, work, and go to school. Still others 
described having a close, social network they trusted and could turn to in times of need. While 
some community members named culturally-specific community based organizations as 
resources, others spoke to the growing leadership development through community organizing 
and civic engagement. 

What We Will Do About It 

Transformative change is an evolving endeavor and occurs through shifting culture at the 
institutional, cultural, and individual level. This may include developing a workforce more 
reflective of the residents living within Multnomah County. This shift also means making more 
visible the histories that influenced and shaped the current environment for those who live here 
now. These approaches are described further in Tables 8a-8e. 
 
Table 8a. Strategies, Commitments and Actions for Health Equity Priority 5, Goal 1 

Priority 5: Transformative Change Toward Equity and Empowerment, Goal 1 

Goal 1: Adopt new practices of decision-making that shift composition, character, 
structure and power relations in Multnomah County decision-making through full 

implementation of the Equity and Empowerment Lens 
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 Objective 1 of 3: Consistent, complete and competent implementation of the 

Implement Equity and Empowerment Lens in all County programs and services. 

Objective 1 Strategies:  

 In partnership with community- based organizations, county will review and 

revamp governance and decision - making structures around EEL based 

decision- making 

 
Objective 1 Commitments and Actions 

 MCHD: The Public Health Division is currently applying the Equity and 

Empowerment Lens to internal processes including: the restructure of the 

Maternal, Child and Family Health governance structure, the restructure of the 

Public Health Leadership Group, and the Healthy Families Policy team. 

The Public Health Division will use these CHIP priority areas, goals and 
strategies to directly inform Department-wide strategic planning processes. 

Objective 2 of 3: Fully staffing Office Diversity and Equity to support implementation 

Objective 2 Strategies: 

 Advocate to county commission for increased funding for ODE (needs 

development) 

 
Objective 2 Commitments and Actions: 

 APANO: Testify as needed before Commission 

Objective 3 of 3: Increase the representation of communities of color that represent 

community in all public decision making bodies by June 2020. 

Objective 3 Strategies: 

 In partnership with community - based organizations, county will review and 

revamp metrics for increasing representation across all county programs, boards 

and services and strive to have the percent of participants in public decision 

making bodies by age, race/ethnicity, income, gender and employment 

characteristics reflect demographics of affected population (adapted from Racial 

Equity Strategy Guide) 

 
Objective  3 Commitments and Actions: 

 MCHD:  

o The Public Health Division has increased representation of communities 

of color on Maternal, Child and Family Health advisory boards. 

o The Public Health Division is developing metrics and staff work plans for 

increasing representation of communities of color on decision making 

bodies. 

 APANO: 

o Testify as needed before Commission, support evolution of Citizen 

Involvement Commission 

 Iraqi Society: 
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o Iraqi Society already advocating within City of Portland to increase 

representation of multiple communities to be represented in decision 

making processes in a formalized way. 

 
Table 8b. Strategies, Commitments and Actions for Health Equity Priority 5, Goal 2 

Priority 5: Transformative Change Toward Equity and Empowerment, Goal 2 

Goal 2: Developing, resourcing and leading new racial equity strategies, programs 
and partnerships 

Objective 1 of 1: Develop, align, enhance funding investments for partnerships with 
communities of color (Use Racial Equity Strategy Guide for strategies) 

Objective 1 Strategies: 

 Multnomah County Health Department, City of Portland, CCOs, Metro and other 

government structures will ensure funding is sufficient for staff to develop an 

equity plan for all strategies and programs. They will also dedicate funds toward 

partnerships with communities of color on strategies, programs and partnerships, 

prioritizing communities most affected by the work (adapted from Racial Equity 

Strategy Guide). 

 
Objective 1 Commitments and Actions: 

 APANO: Serve on workgroups, for example the SUN system redesign that 

applied the racial equity policy 

 MCHD: Future Generation Collaborative serves the Native community.  The 

Maternal Child Medical Home is contracting with diverse community 

organizations. 

 NAYA: NAYA is involved in numerous coalitions working towards this strategy 

(CCC, OHEA, Future Generations Collaborative, United Way Connected 

Communities, Successful Families 2020, Portland Youth and Elders Council, 

Anti-Displacement PDX, and others) 

 Unite Oregon: Unite Oregon is housing Oregon Health Equity Alliance and 

continue to support other efforts as it arises. 

 Upstream: We will continue to be members of the Oregon Health Equity 

Alliance. 

 Iraqi Society: Iraqi Society held a cultural festival last year and will continue to 

hold the annual event, pending funding, to celebrate Iraqi culture in the future as 

well 

 
Table 8c. Strategies, Commitments and Actions for Health Equity Priority 5, Goal 3 

Priority 5: Transformative Change Toward Equity and Empowerment, Goal 3 

Goal 3: Foster a diverse workforce 

Objective 1 of 2: The MCHD will increase the diversity of the workforce to better reflect 
community demographics, and will increase funding for culturally specific, trauma- informed  
training for all levels of staff and selected contractors by June 2020 (in part adapted from Racial 
Equity Strategy Guide) 

Objective 1 Strategies: 

 Public agencies set hiring policies in HR and other relevant strategic plans that result in 

more diverse workforce. 
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 Public agencies develop measures to track progress to increase hiring, retention, and 

contracting of underrepresented community members at all levels 

 Public agencies align budget for all staff and selected contractors to receive annual 

training on cultural competency and trauma informed care.  (needs development) 

 

Objective 1 Commitments and Actions: 

 MCHD: The Public Health Division supports, through federal refugee grant pass-through, 

Lutheran Community Service NW staff to conduct healthcare interpreter training, 

“Interpreting Trauma,” focusing on ability to recognize the effects of trauma on clients to 

the application of skills to cope with interpreting trauma-related content. 

 Unite Oregon Strategy Suggestions: Multnomah County identify and remove artificial 

employment barriers that may impact or prevent a diverse applicant pool, or diverse 

candidates from being hired into entry level, management, and senior level positions; 

Increase candidate pools for Multnomah County employment opportunities to reflect the 

diversity of the communities we serve; Continue to expand and identify innovative 

strategies to recruit diverse applicants, with a specific focus on culturally specific 

communities; Provide notice of employment opportunities to culturally specific 

organizations. Multnomah County develop a new vacancies report for dissemination 

aligning with budget each year. Multnomah County, working with community partners and 

governmental stakeholders, develop a way to analyze long-term capital project funding to 

support building and construction trade pipeline programs. Inform community partners on 

forecasting for upcoming needs of retirements as well as other known vacancies. 

Disseminate bi-annual HR Analytics report. Departments develop and build ongoing 

relationships with culturally specific community partners to increase diversity of applicant 

pools and align efforts across departments to replicate and expand best practices, 

formalize relationships with culturally specific workforce development programs. 

Departments reach out to culturally specific organizations to seek referral of qualified 

candidates, especially when recruiting for positions with culturally specific focus and/or 

language requirements. Support continuation and expansion of College to County 

program which focuses on providing substantive experience in county positions for 

diverse students. All recruitment processes analyze adverse impact.  

Objective 2 of 2: Remove barriers to work such as minimum sentencing laws, limits on hiring 
people who check the previously incarcerated box, and who lack documentation status. 

Objective 2 Strategies: 

 Advocate at the state level to: Remove minimum sentencing laws; improve state level 

ban the box policies; and give undocumented community members access to driver’s 

licenses.(needs development) 

 
Objective 2 Commitments and Activities: 

 ULPDX: After helping to pass Ban the Box, the Urban League has continued to advocate 

for a diverse workplace both internally and externally and working to remove barriers to 

employment. 

o Continuing to find ways to remove barriers, such as minimum sentencing laws 

and limits on hiring people who may have been incarcerated by advocating for 
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criminal justice reform. 

 

 
 
 
Table 8d. Strategies, Commitments and Actions for Health Equity Priority 5, Goal 4 

Priority 5: Transformative Change Toward Equity and Empowerment, Goal 4 

Goal 4: Protect and promote the history of communities of color 

Objective 1 of 2: Develop and increase funding for teaching about communities of color, 
immigrants and refugees, and indigenous cultures and history in educational curriculums (i.e 
Ethnic studies) 

Objective 1 Strategies: 

 Advocate at the state level to ensure consistent funding for ethnic studies on K-12 

educational curricula 

 Ensure communities of color are funded to develop ethnic studies curriculum (needs 

development) 

 
Objective 1 Commitments and Actions: 

 NAYA: NAYA is currently engaging in culturally-specific pedagogy development 

alongside educators in two districts: PPS and Reynolds.  We have developed a Native 

American culturally-specific pedagogy toolkit for educators through recent state funding.  

We have also engaged in cultural adaptations of curriculum to address teen dating 

violence, as well as sexuality education. 

o We hope to work with APANO and PPS on the new Ethnic Studies curriculum that 

is being developed. We also received a grant this year to expand culturally-

specific pedagogy training and curriculum into East County (.5 FTE) 

Objective 2 of 2: Create and fund culturally specific cultural community centers 

Objective 2 Strategies: 
● Advocate for increased and consistent city, county and regional funder investment support 

of culturally specific community based organizations and centers (needs development) 

* similar objective and strategy in “Support Family & Community Ways, Goal 2, Obj 1  
 
Objective 2 Commitments and Activities: 

 NAYA: NAYA operates as a culturally-specific community center, and our clientele often 

experience our services more from a community-center perspective, rather than a typical 

social service provider. 

 ULPDX: Urban League had previously created the Multicultural Senior Center, which is 

actively used by our senior services program. 

o Finding avenues to create more culturally specific community centers. 

 Iraqi Society: Iraqi Society held a cultural festival last year and will continue to hold the 

annual event, pending funding, to celebrate Iraqi culture in the future as well 

 
Table 8e. Potential Partners for Priority 5 

Priority Area 5: Transformative Change Towards Equity and Empowerment   
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Goal 1: None listed at this time 
Goal 2: Coalition of Communities of Color 
Goal 3: AFSCME, Verde, APANO, Urban League, and VOZ 
Goal 4: Successful Families 2020 

HOW WILL WE EVALUATE PROGRESS IN IMPLEMENTING THE PLAN? 
(We will return to this as stakeholder discussions develop) 
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Chapter 5 From Planning to Action: Next Steps 

How the CHIP will Create Real Change in Multnomah County 

Since its inception, our goal has been to create a CHIP that genuinely reflects our community’s 
hopes and needs. As we move into the implementation phase, our goal is now to ensure the 
CHIP becomes a powerful vehicle for organizations responding to those needs, and creates real 
and lasting change for communities of color in Multnomah County. 
 
A coalition of officials from the Multnomah County Health Department, and leaders from 
community-based organizations and other industry partners, will oversee implementation of all 
aspects of the CHIP. Community voice and engagement will remain instrumental during 
implementation; as the CHIP Leadership Team publicizes the CHIP goals and strategies to the 
most influential leaders in our local, county, and state officials, we will also maintain ongoing 
contact with the communities who originally gave voice to the CHIP. 

How to Participate in the CHIP Plan and Implementation  

 
A working version of CHIP goals and strategies will be released to the community in Winter 
2016. The CHIP Leadership Team will begin implementation in early 2017 by creating an 
implementation and funding strategy, and the Multnomah County Health Department is already 
prioritizing implementation of the CHIP as part of its organizational strategy. 
 
The working CHIP report will be uploaded to the Oregon Health Equity Alliance website 
(www.oregonhealthequity.org) by the end of 2016 and will continue to serve as a living 
document that informs the implementation stage of the CHIP. The website will reflect the most 
current working version of the CHIP document as it is updated on a quarterly basis. We are 
currently working to develop ways in which community members may receive updates on the 
CHIP process through multiple formats. 
 
Multnomah County residents who want to get involved: 

We are still developing a strategy for maintaining robust, consistent dialogue with 
Multnomah County community residents as the CHIP goes into implementation phase. 
We welcome your ideas and urge you to email the CHIP manager with your ideas at 
Marilou@oregonhealthequity.org. 
 

Community- Based Organizations or Public Officials who want to get involved: 
We support the involvement of any and all organizations and public officials that wish to 
contribute to the CHIP, either as a member of the Leadership Team, or as an 
independent partner whose work or interests aligns with the CHIP. If you want to find out 
how you can support the CHIP, please email the CHIP manager at 
Marilou@oregonhealthequity.org.  

http://www.oregonhealthequity.org/
mailto:Marilou@oregonhealthequity.org
mailto:Marilou@oregonhealthequity.org
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Evaluation of CHIP Implementation 

 
In the fall of 2016, the CHIP leadership team will work with community partners to form 
stakeholder action teams that will begin meeting regularly. Stakeholder action teams will 
determine the best course of action for CHIP objectives and strategies in each of the five priority 
areas.   
 
Stakeholder Action Teams will: 

 Identify what is currently happening, and who is doing what, in Multnomah County within 

each priority area; 

 

 Connect with community based organization partners, foundations, coalitions, public 

agencies, leaders, and others already doing CHIP related work; 

 

 Invite those doing the work to align with the CHIP in order to expand and build on 

strategies including applying for grants and advocating for policy change; 

 

 Refine and create new strategies; 

 

 Develop action work plans; 

 

 Identify relevant measures and data sources to track progress; 

 

 Implement and report quarterly on implementation of strategy progress; 

 

 Evaluate effectiveness; and 

 

 Communicate and celebrate success and lessons learned.  

 
The CHIP is a dynamic document and body of work that will reflect new community concerns, 
understanding from implementing strategies, and evolving circumstances as the County 
changes. The information learned in each year of implementation will inform the next CHIP 
development process in 2021. 
 
Please contact Marilou Carrera, the CHIP Manager, at marilou@oregonhealthequity.org if you 
are interested in participating on an action team! 
 
 
  

 

 
 
 

mailto:marilou@oregonhealthequity.org
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Appendices 

Appendix 1: Facilitator Guide and Questions 

Facilitator and Note-Taker Guide: Multnomah County - OHEA Community Health 
Improvement Plan (CHIP) 

  
 
Dear Facilitator and Note-takers, 
 
Thank you for your interest in facilitating and supporting this conversation for your community! 
 
This discussion is part of a larger process that will lead to a Community Health Improvement 
Plan, or CHIP. The CHIP process is a collaboration between the Multnomah County Health 
Department (MCHD) and the Oregon Health Equity Alliance (OHEA). OHEA is a collective of 
organizations representing communities of color, low-income communities, LGBTQI people, 
immigrants, and women, and strives for health equity for all Oregonians, including those within 
these groups. The purpose of the CHIP is to create a documented process that describes how 
the Multnomah County Health Department will partner with the community and other 
organizations to improve everyone’s health and end health inequities for people of color.  The 
final plan supports Multnomah County’s aims to gain national certification as a Public Health 
Department - a process that holds them to a standard focused on continual improvement.  
 
This CHIP is informed by data and research findings provided by the MCHD in their Community 
Health Assessment released in fall 2015, as well as additional reports. Examples of additional 
reports include the State of Black Oregon 2015, Housing and Poverty 2014, etc. It is unique 
from other health improvement plans because of its explicit focus on health disparities by race / 
ethnicity.  
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The CHIP process, and the engagement events, follows an adapted MAPP framework - 
Mobilizing Action through Planning and Partnerships. This includes 5 planning stages, including 
one focusing primarily on community engagement. In the events, community members will 
be asked to provide input around community STRENGTHS AND THEMES, local public 
health SYSTEMS, external FORCES that affect community health, and STRATEGIES that 
support, improve, and maintain community health. These events start with a strengths-
based approach instead of a deficit-based approach, so many questions will speak to assets 
and resources rather than gaps and barriers. Please still gather the gaps and barriers that come 
up in conversation, as these are also important. 
 
We know communities of color have often been excluded from these kinds of conversations. 
This is an exciting opportunity to hear from communities what they would want to see in place in 
order to support health for everyone. Thank you for your help in this process! 

 
In this packet, you’ll find . . . 

 Cover sheet for facilitators to complete and turn in with sign-in cards 
 Sign-in card, which participants fill out and turn in to facilitators at the end of the event to 

receive a stipend. This tracking is a County requirement in order for participants to 
receive a gift card. Please make copies for each person attending your event to fill out 

 Event facilitator’s guide; an electronic version can be mailed to you at your request 
 Event script; an electronic version can be mailed to you at your request 

 
Facilitators please gather all sign in cards, notes and flip chart paper and contact Marilou 
Carrera at marilou@oregonhealthequity.org to coordinate when she can pick them up or you 
can give them to her. 
 
If you have any questions or need additional materials, please reach out to Marilou Carrera, 
CHIP Manager at marilou@oregonhealthequity.org or 971.340.4838. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

mailto:marilou@oregonhealthequity.org
mailto:marilou@oregonhealthequity.org
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Multnomah County-OHEA Community Health Improvement Plan (CHIP) 
Cover Sheet 

 
Please submit this cover sheet with completed sign-in cards to Marilou Carrera, OHEA CHIP 
Manager. 
 
DATE:_____________________ LOCATION:_______________________________ 
 
FACILITATOR(S): 
______________________________________________________________________ 
 
NOTE-TAKER(S): 
_____________________________________________________________________ 
 
ORGANIZATION/GROUP (if applicable): 
______________________________________________________________________ 
 
Sign in here! 
 

Multnomah County-OHEA Community Health Improvement Plan (CHIP) 
Sign-in Card 

 

 

 

 

 

 

 
Thank you for joining us in today’s conversation! We are excited to partner with you in this CHIP 
process. There are several conversations happening around Multnomah County about the 
health of your community, family, and yourself, and how to improve everyone’s health. We are 
collecting some personal information about our discussions and who is in the room today to help 
us keep track. Some questions are on this sign-in card. Other questions will be asked in a group 
and those conversations will be documented on paper by a note-taker. Today’s conversation 
may also be recorded. Any information you share today will only be seen by members of the 
CHIP team. If today’s conversation is recorded, the recording will be destroyed after the CHIP 
team has listened to it. Any response you provide will be grouped with those from other 
participants. We might use a quote from you or someone else, but we will not use your name to 
make sure there is no way for anyone to figure out who said the quote. Sharing your stories with 
us may bring back memories that make you sad or upset.  If this happens, you can change your 
mind and stop sharing your story at any time.  
 
Please initial here to let us know you’ve read this statement: _________________  
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Personal Information: 

What is your racial / ethnic identity?: 
 

What is your tribal affinity?: 

What language do you use most often at 
home?: 
 

What zip code do you live in?: 

Do you think of yourself as lesbian, gay, 
straight, bisexual, transgender, transsexual, 
queer or questioning, gender non-conforming, 
or as another identity (please specify)?: 
 

Do you think of yourself as male, female, trans 
male / trans man, trans female / trans woman, 
genderqueer, gender non-conforming, or as 
another identity (please specify)?: 

What is your age?:   We can let you know more about the 
information you shared today. Please provide 
an email or phone number if you would like us 
to follow-up with you: 
 

 

Multnomah County-OHEA Community Health Improvement Plan (CHIP) 
Community Engagement Event Facilitator and Note-Taker’s Guide 

 
Every Oregonian—no matter who they are—deserves the chance to be healthy.  
 
We know our communities of color often face the greatest health disparities when compared 
with our white counterparts. We also know our communities of color are not often asked to be 
part of the planning when new programs or policies are developed. We appreciate your support 
to understand more about our communities’ health and talk about strategies and approaches 
that support, improve, and maintain community health.  
 

Roles: 

 
Facilitator: 

 Establish context of this project 
 Guide the conversation through a series of questions around community health and 

approaches that support, improve, and maintain community health 
 Prompt participants with follow up statements if needed to continue conversation 
 Track time in order to transition through questions 
 Provide space for questions 
 Provide resources at the end  
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Note-Taker: 
 In charge of consents for recording and media releases, if appropriate 
 Check recording device, if appropriate 
 Document everything either in notes or on flipchart paper 
 Keep the original meaning of the response as much as possible  

o It is ok to condense so there is time to capture other responses, 
as well 

o If multiple people speak to the same response as others, you can 
place a checkmark next to it to indicate that more than one person 
talked about this 

 Write large and clearly for participants to see; there will be plenty of paper  
 Document “notable quotes” using exact language if possible 
 Make sure the question is written on the chart paper  
 Submit one-page summary of the event via Google Forms: 

https://docs.google.com/forms/d/11o-UTVE7WnESUPnkEPfygl1cxoJ9N4IXhH1sAH8d-
pc/viewform 

 Submit typed notes via Google Forms: 
https://docs.google.com/forms/d/1g4lVuBg8_h9v4JJ7rDwPTM6svFGyf2-CZN5vYeS-
oik/viewform 
 

Objectives: 

 
 Introduce the Multnomah County - OHEA Community Health Improvement Plan to 

community members. 
 Provide high-level talking points about community health status from the Multnomah 

County Community Health Assessment, given the most current data available.  
 Define community health by lifting up community experiences and understanding what 

affects community health.  
 Identify strategies that support, improve, and maintain community health. 

 

Agenda Outline (120 min total): Materials Needed: 

 Welcome and Grounding (10 min) 
 What’s a CHIP? Why are we here? 

(5 min) 
 What’s missing? (10 min optional) 
 Talk healthy to me! (30 min) 

 What does health mean to 
you? 

 What supports your health? 
 What affects your health? 

 Break (5 min) 
 How do we make changes to 
support health? (30 min) 
 Prioritize (25 min) 
 What happens next? (5) 
 Closing (10 min) 

 Sign In Cards 
 Flipchart(s) or slides 

o Agenda 
o Objectives 
o Group Agreements 
o High-level community data talking 

points 
 Pens 
 Markers 
 8 x 11 paper for note taking 
 Nametags 
 Dot stickers 
 Extra chart paper 
 Blue tape 
 Handouts: 

o High-level community data talking 
points 

https://docs.google.com/forms/d/1g4lVuBg8_h9v4JJ7rDwPTM6svFGyf2-CZN5vYeS-oik/viewform
https://docs.google.com/forms/d/1g4lVuBg8_h9v4JJ7rDwPTM6svFGyf2-CZN5vYeS-oik/viewform
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 CHIP Image 
o Local Public Health System Image 
o Next Steps 

 

Detailed Facilitator’s Agenda 

 
Welcome and Grounding (10 min) - 15 
About this section: This section is to create a space where people can begin to get to know 
each other and understand what is going to happen during the event. It is a space to establish 
some ground rules for a communicative and supportive environment. Invite introductions and 
make sure people have filled out sign in cards so we know who is attending and you can track 
who has received stipend cards. 

 
Gender Pronouns 

 It is becoming common practice among our community-based organizations to ask for 
names, pronouns, and the ethnic community or communities people identify with.  

 It is important to explain what pronouns are and why we ask for them. There is language 
we can use from Western States Center. 

 
Review the agenda and objectives for the event. Post these in the room where they can be 
easily seen. 
 
If you do not already have established community agreements, we recommend you take time to 
create group agreements together. You can start from a blank sheet of paper or, for the sake of 
time, if you would like to start with suggestions, we recommend beginning with these five and 
asking participants to add any others that will make them feel comfortable. Please post these in 
the room where they can be easily seen. 
 

1. Take space and make space. (Explanation: If you are taking up a lot of space, please 
think about how often and why you are speaking. If you are used to holding back, please 
challenge yourself to participate and speak up when you have something to share.) 

2. Respect each other. (Explanation: Though we may not all agree at all times, this is a 
space where we want to allow everyone to speak fully and treat each other with respect.) 

3. Use “I” statements/speak from your experience. (Explanation: Try to speak from your 
experience, not in generalizations, as that may not be everyone’s experience.) 

4. Preserve confidentiality. (Explanation: We may share personal information in this 
event and may not want it shared anywhere else. A common way of thinking about this 
is that, what’s said here, stays here; what’s learned here, leaves here.) 

5. Ask questions! (Today’s topic is a complicated one. We’ve tried to make it as easy to 
understand as possible, but we’re talking about a very layered and complex subject. 
Please ask questions when you have them, so we can all learn!) 

 
For FOCUS GROUPS:  
Inform people that the conversation is going to be recorded in order to accurately capture what 
individuals say. While names will be tracked in order to refer to people directly during the event 
and for follow-up if there is any clarification needed, names will NOT be included in the final 
CHIP report.  
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If NOT in a Focus Group: 
Inform people that the conversation is going to be documented by a note-taker in order to 
capture what individuals say. While names will be tracked in order to refer to people directly 
during the event and for follow-up if there is any clarification needed, names will NOT be 
included in the final CHIP report. 
 
Introduce the Note-Taker and let people know they are documenting the conversation and may 
ask people to repeat what they said or clarify what they said. 
 
What’s a CHIP? Why are we here? (5 min) 

About this section: This section provides context about the CHIP project. It describes 
who and why the CHIP is being done. 

 
Participants may wonder what today’s event is about. This event is a conversation about health, 
and in particular, about the health of our communities. A CHIP is a Community Health 
Improvement Plan (there will be an image available that you can show to emphasize the 
lettering). It is being carried out by the Oregon Health Equity Alliance (OHEA, pronounced like 
“oh, hey”) in collaboration with the Multnomah County Health Department. OHEA is a 
collaborative effort of 41+ regional and state partners who seek to make Oregon a more 
equitable place for all. The purpose of the CHIP is to create a documented process that outlines 
how the Multnomah County Health Department will work with the community and other 
organizations to improve everyone’s health and end health inequities for people of color. The 
final plan supports Multnomah County’s aims to gain national certification as a Public Health 
Department - a process that holds them to a standard focused on continual improvement. It is 
unique from other CHIPs around the state and country because it centers racial / ethnic health 
outcomes.   
 
There is a lot of research that shows communities of color often face many health issues, some 
more than others. Communities of color are also not often asked to be part of the planning when 
new programs or policies are developed. These conversations allow us to understand more 
about our communities’ health and talk specifically about strategies, approaches, and the 
next steps that support, improve, and / or maintain community health. 
 
What’s Missing? (Up to 10 min) - Optional 

About this section: This section is to give space for facilitators to sum up what has been 
heard from community members at other events that are gathering community input, 
such as the BUILD project. This allows us to ask what is missing from those 
conversations so far. 

 
Our communities have been asked to provide input on many things over many years. As a 
result, we see community fatigue occurring. If able, and rather than ask the same questions 
from other events, provide a summary of what we’ve heard from communities from other events 
such as BUILD or the Healthy Columbia Willamette, and ask participants if there is anything 
missing. 
 
Talk Healthy to Me! Community Strengths and Local Public Health Systems (30 min) 

About this section: This section focuses on community health, strengths and assets. And 
it asks questions that also may help people talk about broader public health systems. It 
is grounded in open-ended questions that allow for talk about personal, family and 
community health. For some people it may feel natural to describe health in terms of 
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disease or illness, however, wellness is a state of health (and you may bring up spiritual, 
mental, physical health and safety). As the conversation moves forward, there should be 
specific examples about people, organizations, places, resources, policies that 
support a healthy community.  

 
The conversation should begin with how health is defined. In that discussion, additional 
questions / prompts will open up opportunities for participants to talk about community strengths 
and broader public health systems. The questions listed here were developed by members of 
the CHIP Leadership Team and Advisory Committee. The first question speaks to how health is 
defined. Prompts for the first question support participants to think about what influences their 
health and say what those are specifically. The second question speaks to the strengths of a 
community that support health. Again, we are looking for specific examples. 
 

1. Tell us about a time, maybe it’s right now, when you, your family, and community 
were healthy and everything was right. Give examples so we know what health 
means to you. (Prompt: Do you have that now? Why or why not?) 

2. What supports your health? What are specific examples of people, groups, places, or 
activities in your community that support health? 

 
Acknowledge the strengths and themes described, as well as the barriers (if there was time to 
identify these). This may not be the space to do a deep dive around some things that are 
brought up, but it is important to validate a person’s experience.  
 
The next part of the conversation focuses a lot more on the public health system. Public health 
systems are what affect our health before we visit a doctor or nurse. You may be pretty familiar 
with some of these things and use them on a regular basis. For example, city park systems, 
water systems, transportation systems like the bus and the Max, sidewalk systems, police 
systems. It also includes things we may not use or think about on a regular basis, such as 
immunizations, home health services, community health workers, after-school programs, 
libraries, and government services are all part of the public health system. We want to make 
sure we’re on the same page about the systems that affect our community’s health.  
 
After the first three questions about health and community strengths, transition into going further 
into the things (services, organizations, people, structures) that affect health in the public health 
system. 

3. What things affect your health – maybe things that are missing in your community? (if 
hear medical system answers prompt: When you get to those places, yes a doctor and 
clinic affects your health, what other things affect your health like in your neighborhood, 
is there a grocery store that has food you can afford? or the air quality where you live? 
do you have a park nearby you can get to safely to exercise? Jobs – to feed your family, 
buy health insurance; having a home; transportation, if you don’t have a car how do you 
get places? If your children have asthma what cause it? Do you have documentation 
papers that let you get services?) 

4. If you don’t have some of these things (car, documentation as a US citizen) what 
changes do you want people, organizations, governments to make to improve health? 

 
BREAK (5 min) 
 
What Do We Know Now? (10 min) – OPTIONAL  
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About this section: This section presents information about health issues affecting 
communities. It is based on the most current research available. The information 
included here is specific to the event and community.  

 
This is an OPTIONAL piece where you can use the first five points to provide general 
information, then select an additional 2-3 points from below to talk about youth as you have time 
or think is useful.  
 

Here is what we’re hearing as the most important health inequities for most 
people - based on your experience, what do you think is MISSING from this list 
(from the County’s 2015 Community Health Assessment)? 

 Lack of health insurance, a high cost of care, a feeling of language isolation and 
lack of covered care by those who speak the community’s language and 
understand the culture is a central issue for people of color 

 Institutional racism contributes to stress for all people of color and shapes what 
data is collected and how resources are allocated - so sometimes the data says 
there isn’t a problem, for example different types of cancer affect all communities 
but so little is documented that this doesn’t show up as a health inequity affecting 
everyone. 

 The health of our mothers and children are critical and there are consistent 
inequities in who has access to prenatal care, who has poor birth outcomes and 
depression during or after pregnancy 

 That homicide is an inequity affecting all people of color  
 That access to culturally responsive mental health services and supports is an 

inequity that relates to multiple health challenges. 

 
Talking points may be reviewed verbatim by facilitator. Make sure people have the opportunity 
to ask questions and express thoughts about what they hear.  
 
Taking time into consideration, this could also be done as a game in which talking points are 
reformatted as questions and people guess what the answer is. You can simply read aloud or 
write the questions on flip chart paper. Some options for getting answers, based on the group 
you have and time: 
 

 Ask someone to raise their hand and give their suggested answer. See if group agrees. 
 Poll the room and get a sense for the most popular answer before telling them the 

correct one. You can do this verbally or ask people to hold up sheets of paper with the 
answer they think it is. 

 Label each corner of the room with A, B, C and D and ask people to move to the corner 
that corresponds to the answer for each question (consider time constraints). 

 Split the room into teams and turn it into a competition! 
 Print the questions as a quiz and ask each person to take it, then review it together as a 

group and see who got the highest score (consider time constraints). 

 
After inquiring what is missing from the list of health talking points, it may be helpful to have the 
group prioritize the top 3 health issues before transitioning into the strategies discussion.   
 
Strategies for Community Health (30 min) 
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About this section: This section is about action. The previous discussions have set up 
the group to talk about real strategies they would take to create, support, or maintain 
community health. 

 
When talking about strategies, participants will come up with many ideas. Please be sure to 
ask how they see those ideas become a reality. For example, if someone says a strategy for 
reducing unintended pregnancy in teens is to offer free birth control, ask that person what they 
would want to see to make free birth control a reality. 
 
It is important to our communities to consider future generations, meaning what we plan for 
now, today, has an impact on the future.  
 
5. When you envision a healthy and balanced community across multiple generations, 
what specific approaches would it take to get there? What are things the local public health 
system can do? Community organizations? Churches? People? Government? 

 
Option for this section: Write the finalized strategy question(s) on flip chart paper. Distribute 
post-its and pens to participants. Ask them to write one suggestion on each post-it in silence. 
After 10 minutes, ask people to place on wall and cluster the post-its if they see similarities. 
Allow space for discussion. 
 
Forces That Affect Community Health  
Forces that affect community health are the external forces that cause change. Questions #3 
and #5 above specifically speaks to the idea of forces affecting health, and additional questions 
allow people to bring up these forces in discussion.  
 
Prioritizing (30 min) 

About this section: This section creates space for the group to prioritize the strategies 
they came up with into the top 3.  

 
We know that in order to implement these approaches and steps, we will need to prioritize them. 
Each participant was given three stickers when they arrived. Ask them to place one sticker next 
to the top three steps listed that they think needs to happen in order to get to the vision of 
community health that was discussed earlier. If passing out different color stickers for 
participants to use, please explain what each color signifies. For example, red may be #1 
priority, blue may be #2, green may be #3. Give them about 10 minutes to do this.  
 
After 10 minutes, review the strategies and share the top three. See if group agrees. May need 
to repeat based on discussion. Make sure everyone has the opportunity to share and discuss 
any questions or concerns.  

 
What Happens Next? (5 min) 

About this section: This section is to let people know what will happen next with the 
information they have provided. 

 
Today’s conversation is a really important part of the overall CHIP project and it would not be 
possible without the community. Over the next couple of months, members of the CHIP team 
will be reviewing the conversations and strategies that came up in conversation in order to come 
up with policy recommendations that will be presented to the Multnomah County Health 
Department. There will be follow-up with community members to share those recommendations 
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and there will be a period of public comment once everything has been put together in a final 
report. Please make sure participants have filled out their sign-in cards so we can follow-up with 
them directly. 
 
In addition to the community engagement events, CHIP team members will be working with the 
County to discuss the next steps of the CHIP, specifically implementation. The implementation 
phase is really important and will involve stakeholders to be successful. Planning for the 
implementation phase is part of developing the final community health improvement plan and 
must take place before implementation can begin. This planning will occur in partnership 
between the County, community partners, and stakeholders from other fields such as housing, 
transportation, and development. 
 
Closing (10 min) 
 

About this section: In the closing, participants should be informed of what will happen 
next with the information they have graciously provided. To help improve the process, a 
few minutes will be taken to ask what went well and what could be improved for next 
sessions. Ensure participants have signed the sign-in sheet in order for us to follow-up. 
Allow space for people to transition out of these conversations before they leave.  

 
This work values evaluation and feedback so that we can always work to do better.  
 
Conduct a brief plus / delta by asking everyone to share what they liked about the day (plus) 
and what could be improved (delta). 
 
To close the event, thank everyone again and ask them to go around and share one thing they 
are taking away from the conversation – an idea, a commitment or action, or even a question. 
 
THANK YOU! 
 
Post 

After the Event 
Please make sure to get all documented materials and recordings to Marilou Carrera.  
Return the room to the previous setup, or per organization’s instruction.  
 
Format 
This Facilitator Guide has provided guidelines around specific themes and questions in order to 
better understand the health of communities of color in Multnomah County and to identify 
strategies for supporting, improving, maintaining, or creating healthy communities. The format 
for these conversations is up to the organizational partner hosting a community engagement 
event.  
 
Potential formats for events may include: 

 Focus group discussion 
 Large group convening with small group discussions and large group debriefs 
 World Cafe - opening and closing with broad questions in large group, breaking up into 

small groups to respond to the assessment questions and rotating in order to get to all 
questions 

 Other - open to suggestions! 
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Please contact Marilou Carrera, CHIP Manager, for questions around planning: 
marilou@oregonhealthequity.org 
  

mailto:marilou@oregonhealthequity.org


 

 108 

Appendix 2: Community Health Status Assessment Summary 

Community Health Status Assessment Summary 
 
The Community Health Status Assessment (CHSA) is an assessment from the modified Mobilizing for 

Action through Planning and Partnerships process that seeks to understand what existing data and 

community reports tell us about health outcomes and health inequities as part of the Oregon Health Equity 

Alliance’s Community Health Improvement Plan. It asks and answers the following questions for people 

of color living in Multnomah County: 
 How healthy are our residents? 
 What does the health status of our community look like? 
 Who bears the burden of health inequities? 

 
In relation to the health equity framework described in the CHIP, the CHSA also examines 

factors that shape health including community conditions and health care access that may lead to 

exposures, behaviors, health outcomes, and medical conditions. This assessment makes connections 

across findings that emerged from the Healthy Columbia Willamette Community Health Assessment for 

Multnomah County, the State Community Health Improvement Plan (SHIP) goals in Oregon, Healthy 

People 2020 national indicators (HP2020), and multiple community reports brought forward by the CHIP 

Leadership Team. The CHIP Leadership Team is comprised of leaders with experience serving and 

working with culturally and ethnically specific communities. The CHSA report is a supplement to the 

CHIP and CHA and available on request. 
The synthesis indicates that lack of health insurance, a high cost of care, and lack of covered care 

by those who speak the community’s language and understand the culture is a central issue for people of 

color. There are consistent inequities in who has access to prenatal care, who has poor birth outcomes and 

depression during or after pregnancy. Homicide is an inequity affecting all people of color relative to non-

Latino Whites. Access to culturally responsive mental health services and supports is an inequity that 

relates to multiple health challenges. All communities of color are more likely to live in neighborhoods 

with greater exposure to diesel particulate matter and an overabundance of non-nutritious food. 

Institutional racism contributes to stress for all people of color. Tables 1 and 2 reveal the list of 

community factors, health care access, exposures, behaviors and medical conditions that affect our 

communities. 
Reviewing existing health disparities across communities of color in relation to state and national 

health-related goals indicates that these current public health focused efforts to allocate resources are not 

focused on determinants of health – including only a few indicators or goals. This presents an opportunity 

for the Multnomah County CHIP to further connect across sectors that have not traditionally aligned with 

health or health equity.  It also presents a challenge in that to do this, county-level partners need support 

from state and national funding sources. 
Being able to track our progress relies on better measures and better data collection systems. 

Unfortunately, our data collection systems are limited by a lack of sufficient representation among 

communities of color, a lack of disaggregation by race and ethnicity, and lack of identifying information 

such as country of origin that can help us understand inequities on many health factors and health 

outcomes.  
In the short term, as we move closer toward working on health determinants, existing programs 

and services need to increasingly align with the cultures and traditions of the people they serve. The 

synthesis of community conditions, exposures, health care access and conditions shows that a) there are 

numerous situations that are negatively impacting nearly all communities of color and b) there are unique 

situations and outcomes that need a tailored approach.  
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Figure 1- How to Read Tables in This Document 

(Format adapted from state Office of Equity and Inclusion bi-annual reports) 
Left side of chart: 
 Text written in bold denotes a health disparity 

identified in the Multnomah County CHA. 

 Text written in italics denotes the top-ranked 
health outcomes and behaviors identified in the 
Health Columbia Willamette 2013 CHA, and are 
specific to the entire population of Multnomah 
County (county- wide top- ranked); they do not 
address racial or ethnic health disparities.  

 2015 Oregon State Health Improvement Plan 
(SHIP) goals are clearly identified and listed at 
the bottom of each chart. 

 

Right side of chart: 
 A “∆” indicates a health disparity for that community 

group as identified in the Multnomah County CHA, in 
comparison to non- Latino whites. 

 A “ * “indicates a health indicator or outcome that a 
member of a community organization with expertise 
working with cultural and racially specific community 
members (from the CHIP leadership team) identified as 
an area needing additional examination and analysis 
because community voices are missing or data is 
inadequate. 

 A “∆* ” means the health indicator or outcome has 
been identified as a health disparity in the Multnomah 
County CHA, AND at least one organizational 
community expert experiences indicate that this is a 
disparity needing additional examination and analysis. 

Note- several of the CHIP community experts (the CHIP Leadership Team) gave their feedback using varying 
demographic categories, including immigrants and refugees, urban American Indian and Native Alaskans, and 
African immigrants. Our goal was to incorporate their feedback without creating sub-categories that might make 
the data difficult to read. For example the feedback for immigrants and refugees was applied to all demographic 
groups except for the “Native Indian, Alaska Native” group. Feedback specific to Asian, Pacific Islanders, African 
Americans, African immigrants, immigrants and refugees, urban Native American/Native Alaskan, or Latin & South 
American and Hispanic are noted in parentheses after the indicator or outcome like this: (API, Af Am, Imm/Ref, 
NatA, Latinos). We do not have information in this synthesis of the CHA for Slavic communities. 

 
Table 1: Summary of Community Conditions With Consistent Inequities Across 
Communities of Color 

Summary of Community Conditions 
Across Communities of Color 

Asian African 
American  

Black 

Latino Native 
American, 

Alaska Native 

Pacific 
Islander 

Educational Attainment      

Not read to daily by a family member ∆  ∆  ∆  ∆  ∆  

Students not meeting third grade reading 
level standards 

∆  ∆  ∆  ∆  ∆  

HS entry and completion ∆  ∆  ∆  ∆  ∆  

Adults ages 25+ with high school 
education or less 

∆ ∆  ∆  ∆  ∆  

9th grade cohort did not graduate HS in 
4 years with regular diploma 

 

∆  ∆  ∆  
 

HP 2020 National Goal: Increase to 82.4% 
students awarded with high school diploma 4 

years after starting 9th grade 

 

∆  ∆  ∆  
 

Socioeconomic Status 
     

Low income, poverty ∆  ∆ ∆  ∆*  ∆  

Unemployment * ∆* ∆* ∆* * 
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Summary of Community Conditions 
Across Communities of Color 

Asian African 
American  

Black 

Latino Native 
American, 

Alaska Native 

Pacific 
Islander 

Homelessness * * * * * 

Homeownership/ Housing value ∆ ∆* ∆ ∆ ∆ 

Children under 18 in poverty 
 

∆*  ∆  ∆* ∆  

Population age 16+ unemployed but 
seeking work  

 

∆ ∆ ∆ ∆ 

Engagement in child welfare services or 
foster system  

* ∆*  ∆  ∆*  * 

Physical Environment 
     

Healthy Food access, food security ∆* * * ∆*  ∆* 

Ratio of less healthy food retail to 
healthier food retail 

∆*  ∆*  ∆  
 

∆*  

Exposure to abundance of fast foods ∆* * * * ∆* 

Adult fruit & vegetable consumption  
[County-wide Top Ranked] 

* * * 
 

* 

Diesel particulate matter ∆  ∆  ∆  ∆  ∆  

Housing affordability, insecurity * * * * * 

Substandard housing conditions 
(imm/ref) 

* * * * * 

Hard labor conditions (especially for 
immigrants and refugees without 

documentation) 

* * * 
 

* 

State Goal: Slow the increase of obesity - 
includes food access strategies 

*  ∆*  ∆  
 

∆*  

2020 National Goal: Air Quality Index 
exceeding 100 (number of billion person 

days, weighted by population and AQ 
Index value)  

∆  ∆  ∆  ∆  ∆  

Social Environment 
     

Criminal detention rates/ Incarceration  
 

∆ ∆  ∆  
 

Victim of violent crime, violence  
 

∆* ∆ ∆  
 

Impact of trauma and violence  * * 
 

* * 

API- Asian and Pacific Islanders, Af Am- African Americans, Af imm –African  immigrants, Imm/Ref-  immigrants 
and refugees, NatA-  Native American/Native Alaskan,  Latinos- Latin or South American and Hispanic 
∆- indicates a health disparity for that community group as identified in the Multnomah County CHA, in 
comparison to non- Latino whites. 
* - denotes health factors the CHIP Leadership Team identified as needing additional examination or analysis 
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Table 2: Summary of Health Care Access, Exposures, Behaviors and Conditions Across 
Communities of Color 

Summary of Health Inequities 
Across All Communities of Color 

Asian African 
American, 

Black 

Latino Native 
American, 

Alaska Native 

Pacific 
Islander 

Access to Care      

Adults with/without health insurance 
[COUNTY-WIDE Top Ranked] 

∆* ∆* ∆ ∆ ∆* 

Disparities in medical access, health 
screenings, prenatal and primary care 
access, diabetes and health insurance 

coverage (Urban Indian community, 
imm/ref, API) 

* * * * * 

High cost of care, including dental 
care, as a barrier to accessing health 

care (ALL) 

* * * * * 

Racism and absence of culturally and 
linguistically responsive care, 

including reproductive care as a 
barrier to accessing health care (ALL) 

* * * * * 

Mental Health and Well Being      

Expand data collection and analysis 
of behavioral and mental health and 

addictions, including access to 
culturally relevant and safe services, 

and how stress affects health (ALL) 

* * * * * 

Substance Abuse      

Adults who binge drink: female and 
male 

[COUNTY-WIDE Top Ranked] 

* * * * * 

Alcohol related deaths  
[COUNTY-WIDE Top Ranked] 

* * * * * 

Drug related deaths   
[COUNTY-WIDE Top Ranked]  

* * * * * 

Chronic Conditions       

State Goal: Slow the increase of obesity - 
includes physical activity strategies 

* ∆*  ∆* * 

State Goal: Slow the increase of obesity - 
includes food access strategies 

* ∆*  ∆* * 

PREMATURE MORTALITY (VARIOUS)      

Homicide ∆ ∆ ∆ ∆ ∆ 

PERINATAL HEALTH      

No first trimester prenatal care  
[Multco Top Ranked: Mothers 
receiving early prenatal care] 

∆ ∆ ∆ ∆ ∆ 
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Summary of Health Inequities 
Across All Communities of Color 

Asian African 
American, 

Black 

Latino Native 
American, 

Alaska Native 

Pacific 
Islander 

Late or inadequate prenatal care  ∆ ∆ ∆ ∆ ∆ 

Poor birth outcome or previous poor 
birth outcome 

∆ ∆ ∆ ∆ ∆ 

Post Partum Depression or 
Depression during pregnancy 

∆ ∆ ∆ ∆ ∆ 

Small for gestational age ∆ ∆ ∆  ∆ 

Low birth rate births ∆ ∆  ∆ ∆ 

Expand analysis of medical access, 
health screenings, prenatal and 

primary care access, diabetes and 
health insurance coverage (Urban 

Indians, imm/ref, API) 

* * * * * 

Cancer       

 There were not consistent health inequities across most (3 of 5) 
communities of color related to types of cancer, interpret this with 
caution 

Sexual Health       

Sexually experienced females receiving 
reproductive health services in the past 

12 months (percent, 15-44 years) 

 ∆ ∆ ∆ ∆ 

Teen Birth Rate  ∆ ∆ ∆ ∆ 

Oral Health      

(State CHIP goal: Improve Oral 
Health) 

Concern of cost, preventable cause of 
ED visits (Providence CHA source) 

* * * * * 

Include data collection for rates of 
dental disease by race, ethnicity 

and SES, which will likely show 
disparities (reported by Upstream 

Public Health) 

* * * * * 

API- Asian and Pacific Islanders, Af Am- African Americans, Af imm –African  immigrants, Imm/Ref-  immigrants 

and refugees, AI/NA-  American Indian/Native Alaskan,  Latinos- Latin or South American and Hispanic 
∆- indicates a health disparity for that community group as identified in the Multnomah County CHA, in 

comparison to non- Latino whites. 
* - denotes health factors the CHIP Leadership Team identified as needing additional examination or analysis 
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Appendix 3: Local Public Health System Assessment Summary 

OHEA CHIP Local Public Health System Assessment Summary 

Subcommittee Members: Olivia Quiroz, Sharon Maxwell, Baher Butti, Luisa Aldama 
Ramos, Tia Henderson. Additional content provided by MCHD staff including: Claire 
Smith, Jennifer Moore, Laurel Moses, Rujuta Gaonkar and Aileen Duldulao 
 
What is the Local Public Health System Assessment? 
The Mobilizing for Action Through Planning and Partnerships includes an assessment 
of the Local Public Health System that uses the National Public Health Performance 
Standards (NPHPS) instrument. We used the LPHSA assessment document from the 
Mobilizing and Organizing Partners to Achieve Health Equity framework instead of the 
full NPHPS framework because of its health equity focus. It asks questions about the 
extent that health equity is being addressed, or not, in the local public health system 
beyond the basic provision of the public health services. This subcommittee in the CHIP 
process used this worksheet, instead of the NPHPS instrument, to determine 
opportunities and priorities to address health inequities.  The worksheets look across 
the Center for Disease Control’s 10 different essential services of public health 
including: 

1. Monitor health status to identify community health problems 

2. Diagnosing and investigating health problems 

3. Inform, education and empower people about health issues 

4. Mobilizing community partnerships to identify and solve health problems 

5. Developing policies and plans that support individual community health efforts 

6. Enforce laws and regulations that protect health and ensure safety 

7. Link people to needed personal health services 

8. Assure a competent and personal health care workforce 

9. Evaluate the effectiveness, accessibility, and quality of personal and population-

based health services 

10. Research for new insights and innovative solutions to health problems 

 
Definitions:  
“Institutions”- We recognize that the LPHSA in Multnomah County includes many 
institutions such as city governments, transportation agencies, school districts, 
enforcement agencies such as police, state agencies that impact efforts at the county 
level such as welfare services and transportation, community based organization 
service providers, and private businesses such as clinics, health care providers and 
insurers.  
 
“County” - This means all divisions and departments and sections as a collective within 
the Multnomah County Health Department and other county programs outside  the 
health dept.  
 
What we did: Members of the CHIP Community Advisory Committee filled out the 
Health Equity version of the Local Public Health System Assessment worksheet from 

http://eweb.naccho.org/eweb/DynamicPage.aspx?WebCode=proddetailadd&ivd_qty=1&ivd_prc_prd_key=044bc66e-8d1f-4c1d-a85d-33976a21a6a6&Action=Add&site=naccho&ObjectKeyFrom=1A83491A-9853-4C87-86A4-F7D95601C2E2&DoNotSave=yes&ParentObject=CentralizedOrderEntry&ParentDataObject=Invoice%20Detail


 

 114 

NAACHO individually or as a group focused on Multnomah County Health Department 
as an example of one actor in the Local Public Health System (LPHSA).  In a series of 
team meetings we discussed our perspectives on each question and did not always 
come to consensus on a final list of priorities beyond the individual who initially 
responded to the question. Some members of the team also asked for further input from 
colleagues to answer some of the questions if needed for more information, including 
staff of the Multnomah County Health Department.  
 
Limitations:  
The LPHS sub-committee was formed out of the OHEA CHIP Community Advisory 
Committee (CAC) which added another set of meetings and tasks for each of our 
committee members.   In addition,  the tight timeline and schedule conflicts created 
limitations for group members to attend all of the meetings and being able to fully 
engage in meaningful group discussions.   Our group was tasked to focus on 
Multnomah County Health Department and Public Health Division specifically where 
possible to narrow the scope, however the questions were aimed at getting at the larger 
public health systems in total (i.e. all public agencies, businesses, human services, 
community based organizations, health care systems).  Our narrow lens limited our 
ability to engage with other stakeholders that represent other institutions which also 
have a role in the improvement of community health.   
 
Summary: 
The LPHSA is challenging because it is difficult to consider how to support health equity 
across the entire LPHSA at one time, even when split into the 10 essential functions of 
public health.. After completing the assessment and discussing our responses, the 
group recommends bringing the following essential service areas, with their relevant 
opportunities for immediate partnerships, priorities and longer term improvement 
strategies as part of the CHIP planning process. These are listed below and in the 
following pages. All of the essential services are important. This set of top and 
secondary priorities reinforce one another and support capacity development among 
community members even as institutions change their practices and policies. The full 
assessment is available on request as a reference. 
 
Top Priorities: 

● Service area 1: Monitor health status to identify community health problems 

● Service area 3: Inform, educate, empower, people about health issues 

● Service area 4: Mobilize community partnerships and identify and solve health 

problems 

 
Secondary Priorities: 

● Service area 5: Developing policies and plans that support individual 

community health efforts 

● Service area 7: Link people to needed personal health services 
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ESSENTIAL SERVICE 1:  
Monitor Health Status to Identify Community Health Problems 

1.1 At what level does the LPHS conduct a community health assessment that includes indicators 
intended to monitor differences in health and wellness across populations, according to race, 
ethnicity, age, income, immigration status, sexual identify, education, gender, and 
neighborhood? (Completed by Sharon Maxwell) 
 
1.2 At what level does the LPHS monitor social and economic conditions that affect health in the 
community, as well as institutional practices and policies that generate those conditions? 
(Completed by Sharon Maxwell) 
Assessment:  
✓ Moderate (I said minimal because that past has been dismissed, collected but not with the 

purpose of addressing root issues and empowerment of people for real systematic changes)  

Opportunities for Immediate Improvement & Partnerships:   
Create more ownership of the process for residents that include public responses.  
Ideally make the plan about addressing root systems and to  be more holistic. For example starting 
with the family as the foundation.  
Balance Public and Private driveness.  
When partnerships collect information explain to participants how the information is intended to be 
used other than determining  funding and grant making.  Ensure that how it is used  provides a benefit 
to participants and the potential for upward mobility.  

Priorities or Longer Term Improvement Opportunities: 1.1-Better Communication  
Hire staff that are  more culturally trained, and culturally identify with the people they are working with.  
Desynthesize - Don't mix narrative of old with new, start all the way over! In order to address these 
complex challenges, change systems and policies where the  present intersects with the old. 
1.2- What level does the LPHS Monitor social and economic conditions that affect health in the 
community, as well?: Significant but little is done to actually change it long term. 
I'm sure it is significant but when it comes to use of data limited to old paradigms and who show where  
it benefits based on given matrix system process administration and reporting to when where, why 
and how. 
Make this a priority to better educate on why and what is used for.   
Why people would need to share this and how would it help the community. 
When is it needed and by whom and how are names kept confidential and at what point does the 
county need to stop collecting or getting information?  

 
 

ESSENTIAL SERVICE 3: Inform, Educate, and Empower People 
about Health Issues 

3.1 At what level does the LPHS provide the general public, policymakers, and public and private 
stakeholders with information about health inequities and the impact of government and private 
sector decision-making on historically marginalized communities?  (Completed by Sharon 
Maxwell) 
3.2 At what level does the LPHS provide information about community health status (e.g., heart 
disease rates, cancer rates, and environmental risks) and community health needs in the context of 
health equity and social justice? (Completed by Sharon Maxwell) 
3.3 At what level does the LPHS plan and conduct health promotion and education campaigns 
that are appropriate to culture, age, language, gender, socioeconomic status, race/ethnicity, 
and sexual orientation? (Completed by Sharon Maxwell) 
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ESSENTIAL SERVICE 3: Inform, Educate, and Empower People 
about Health Issues 

3.4 At what level does the LPHS plan campaigns that identify the structural determinants of health 
inequities and the social determinants of health inequities (rather than focusing solely on 
individuals’ health behaviors and decision-making)?(Completed by Sharon Maxwell) 
 
Assessment:  
✓ Minimal for 3.1, 3.2 and 3.4 
✓ Moderate for 3.3 

Opportunities for Immediate Improvement & Partnerships:  3.1-There is room for 

partnership and I think they do this well but not alway sure for the right reasons. It feels more reactionary like the 
homeless and housing problem they never took the lead until it was declared an Emergency when they are in 
control of human services.  
Gang Violence - they treat this more like cops and bad guys show to promote what how they can provide law 
enforcement instead of providing intervention it makes no sense.  Working backwards as agency that should be 
about the wholeness and healthiness of the community. But it feels more like the institutions like the county and 
other public agencies, health care systems, businesses are meeting their own objectives but not what really 
works for public. 
3.2 -Most definitely, they should have a symposium and invite all groups and those who want to work and provide 
technical assistance for groups who have not been at the table to compete with old agencies who have been 
around for 100 years but have not been effective and take all the funds.  But with no real returns.  Nothing has 
changed just continued as before because it’s easier to keep doing what you always done because you don’t 
have real solutions.  
3.3 - I see many partnerships and outreach around this area more than any other most the time. 
It feels very over-whelming, intimidating and outdated methods in the community when their are different belief 
systems of how this information is provided to whom, age, and guidelines. 
When there are health concerns that more people should be made aware of how does the county educate around 
this to prevent alienation.  
3.4- Leverage the communities with education workshops that will help them understand the importance and why 
it makes sense to them to participate.  

Priorities or Longer Term Improvement Opportunities: Deliberate Actions, Real healthy 

people 
Asking: what do the public need?, What is working and what’s not working? Do we see any changes in spheres of 
influence? Dollars coming in our they going to partnerships that are doing good work and making progress?  
Plan should be people based asking public, Evaluate each dept for Return on investment (ROI) 
What are best practices (for specific communities). 
New vision of what the county does and holding themselves accountable with real solutions to the problems. 
3.3 -  1) upfront education not waiting for problem get out in front for public health.  2)  Make it normal to 
communicate to public areas where there may be belief systems that would have to managed and worked to 
asking communities on how they could be done and what way to best communicate. 3) How to make health about 
education not about promotion of sexuality and choices.  
3.4 - 1) Make it a priority to communicate the information before there is a problem. 2)Always leverage 
partnerships  to communicate information as education and awareness without being embarrassed and 
understanding the why. 3) Building trust for communities who have had betrayed trust around health and the 
disparities experienced. 
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ESSENTIAL SERVICE 4: Mobilizing Community Partnerships to 
Identify and Solve Health Problems 

4.1 At what level does the LPHS have a process for identifying and engaging key constituents and 
participants that recognizes and supports differences among groups? (Completed by Baher 
Butti) 
4.2 At what level does the LPHS provide institutional means for community-based organizations 
and individual community members to participate fully in decision-making? (Completed by 
Baher Butti) 
4.3 At what level does the LPHS provide community members with access to community health 
data? ((Completed by Baher Butti and Tia Henderson) 
 
Assessment:  
✓ No activity for 4.2 
✓ Minimal for 4.1 
✓ Minimal to Moderate for 4.3 

Opportunities for Immediate Improvement & Partnerships:  4.1 - Growing efforts for building 
alliances and partnerships that have the capabilities to connect to the smaller vulnerable communities. 
 Providing continuous trainings and workshops on Why and How Culture Matters. 
Providing safe, power free and shared space to connect providers and stakeholders and community 
members. 
 Build formal connections and working relations with Culturally specific leaders, experts, and 
professionals 
4.2 -  Build formal connections and working relations with Culturally specific leaders, experts, and 
professionals 
4.3 - Build a more culturally specific data collection system. 
Making sure to provide the information to all of the communities and not a slice or just 
gatekeepers.They could do more to partner with community based organizations who work directly 
with residents to use/share the data. Coalition for a Livable Future built an amazing series of maps 
that show data by neighborhood that is underutilized.  
They can create factsheets that are easier to read and help interpret what tables and charts of data 
mean.  

Priorities or Longer Term Improvement Opportunities: 4.1 Incorporate a more specific and deeply 
thought and values oriented assessment of Equity and Inclusion in monitoring health providers 
policies and practices and measure degree of their community engagement.  
 4.2 Provide a formal governance body that allows for All Inclusive equitable  decision making process 
rather than putting two members from vulnerable communities while the majority is still mainstream 
providers. 
Build an organic process of a holistic and culturally oriented approach that links all social determinants 
of Health to the Decision Making process 
4.3 - Using culturally appropriate analysis of demographics (eg single American moms are expected to  
have time for themselves and can have time for exercise and this is not true for I&R communities?!) 
Providing data and information in different languages to different communities. 
For sure maintain the trend of digging deeper into culturally and racially specific data.  
Get enough resources through grants or other means to pay for an oversample and to get community 
organizing groups to help collect the data so that you are really reaching more groups.  
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ESSENTIAL SERVICE 5: Developing Policies and Plans that 
Support Individual Community Health Efforts  

5.1 At what level does the LPHS ensure that community-based organizations and individual 
community members have a substantive role in deciding what policies, procedures, rules, and 
practices govern community health efforts? (Completed by Tia Henderson) 
 
Assessment:  
✓ Minimal  

Opportunities for Immediate Improvement & Partnerships:  Partnering with existing coalitions may 
be one mechanism like chambers of commerce, business associations, Oregon Health Equity 
Alliance, Coalition of Communities of Color, homeless representatives, etc. However that doesn’t 
include the “average” person because coalitions includes people who are paid to do this work (i.e. 
“grass tops”). 
 
Limitation: not all business or neighborhood interests align with practices that protect human health. 
I.e., Oregon has low air quality standards that allow businesses to be licensed to pollute. The licenses 
cost money and cut into a business’ bottom line. But if the standards are not high enough we have the 
Bullseye glass issue, and other hot spots around the region where businesses are licensed to pollute.. 
And groups with more money can fight to keep a polluter out of their backyard/area - pushing them to 
a place where groups have less resources (for example West Moreland). So how do members of the 
LPHSA keep different interests accountable? 

Priorities or Longer Term Improvement Opportunities:  
Longer term improvement is to have public health systems develop criteria or methods that seek to 
prioritize health outcomes for each community of color, different cultures, socioeconomic status, 
LGBTQI, elders, very young, or folks with different abilities, gender or sexual orientation as being just 
as important as economic development or other interests that are currently put first. 

 
 

ESSENTIAL SERVICE  7: Link People to Needed Personal Health 
Services 

7.1 At what level does the LPHS identify any populations that may experience barriers to 
personal health services based on factors such as on age, education level, income, language 
barriers, race or ethnicity, disability, mental illness, access to insurance, sexual orientation 
and gender identity, and additional identities outlined in Model Standard 7.1? (Completed by Olivia 
Quiroz) 
7.2 At what level does the LPHS identify the means through which historical social injustices 
specific to the jurisdiction (e.g., the inequitable distribution health services and transportation 
resources) may influence access to personal health services? (Completed by Olivia Quiroz) 
7.3 At what level does the LPHS Work to influence laws, policies, and practices that maintain 
inequitable distributions of resources that may influence access to personal health services? 
(Completed by Tia Henderson) 
Assessment:  
✓ Minimal - 7.2 and 7.3 
✓ Moderate 7.1 
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ESSENTIAL SERVICE  7: Link People to Needed Personal Health 
Services 

Opportunities for Immediate Improvement & Partnerships:   
7.1 - Allocated resources for the disaggregation for data collection for racial and ethnic and LGTBQ 
communities.  
Partner with community groups/CBO’s to bring emerging issues and barriers they know are impacting 
different populations. 
7. 2- Elevate communities experiences across all levels of the department to ensure programs 
prioritize resources that grounded in the communities experience 
7.3 I think advocacy organizations already push on government agencies to change inequitable  
distribution of resources. But the pressure isn’t  high enough, we need support at all levels, including 
national.  
Immediate partnerships -since this question is focused on personal health services then I think the 
county will have to work with hospitals and coordinated care clinics in addition to advocate and 
funders. 

Priorities or Longer Term Improvement Opportunities:  
7.1 - Develop data specific work-groups in collaboration with community partners to ensure population needs are 

identified. . 
Develop criteria for how data will impact program development and resource allocation 
7.2 - Resource allocation for trauma informed practices and policies that address historical injustices 
7.3 - All are important: Policies and practices that support language accessibility, Policies about funding 

community health workers, getting undocumented individuals health care, essentially we need to push for laws 
that shift the status quo not maintain it 

Appendix 4: Community Themes and Strengths Assessment 

Summary 

Subcommittee Members: Abdiasis Mohamed, Alma Franco, Ashley Thirstrup, Edna Nyamu, 
Tameka Taylor 
 
What is the Community Strengths and Themes Assessment? 
The Community Themes and Strengths Assessment is done to answer these questions: 

1. What is important to our community? 
2. How is quality of life perceived in our community? 
3. What assets do we have that can be used to improve community health? 

Its completion results in: 
1. Strong understanding of community issues and concerns 
2. Perceptions about quality of life 
3. Map of community assets 

This assessment informs: 
1. Stage 3 of MAPP: Identify Strategic Issues 
2. Stage 4 of CHIP Workplan: Develop and Approve Recommendations 

What We Did 
This assessment was modified from the original MAPP Assessment. The subcommittee 
convened to develop questions for the CHIP community engagement events that would respond 
to the questions described above. These questions were developed in conjunction with other 
CHIP Advisory Committee members and finalized by both the Advisory Committee and CHIP 
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Leadership Team. While the community engagement events took place, members of the 
subcommittee did also convene to complete an asset mapping exercise that identified existing 
resources within communities. This exercise resulted in the following list of resources: 
 

IRCO/Africa House 
Central City Concern : Old Town Clinic 
Libraries 
Latino Network 
La Puerta Roja 
Voz 
Trimet 
Catholic Charities 
Easter Seal 
Programma Hispana 
craigslist 
Transition Projects Inc (housing) 
Snow Cap 
Schools 
Central City Concern: Puentes 
OHSU 
OR Food Bank 
Portland Visiting Nurses Programs 
Outside/In 
NAYA 
NARA 
Sunshine Division 
CIO - now Unite Oregon 
Parks 
Women, Infants, Children (WIC) 
Museums (children’s) 
OHP 
Medical schools offering services - alternative medicine, holistic 
Pow wows 
PSU 
Recreation Centers 
Water front 
Mount Tabor 
Rivers 
Saturday Market 
Portland Mercado 
Morrison Center 
Churches 
Community Centers 
Future Generations Collaborative 
African American Health Coalition 
Urban League of Portland 
Community Health Worker Programs 
Childcare / Day care Centers 
DHS Offices 
SNAP 
Shelters 
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Organizations that give clothing, food, etc 
Fishes and Loaves 
Unemployment [office] 
Gyms 
Planned Parenthood 
School-based health centers 
North x Northeast Clinic 
Pharmacies 
Fred Meyer and New Seasons Recycling Program  - gives discount toward groceries 
American Consulate 
Sweat lodge - NAYA 
Oregon Intertribal Breastfeeding Coalition 
Community gardens 
Asian Health and Services Center 
IRCO / Asian Family Center 
Siletz Office 
APANO 
La Buena Salud 
Northeast Clinic 
Sisters of the Road 
Mt Scott Community Center 
Schools Uniting Neighborhoods 
Boys and Girls Club 
Outdoors School 
County clinics 
Central City Concern: CHIERS Van 
Home Forward 
Oxford House 
Clinic del Noroeste 
Clinica de St John’s 
Emanuel Hospital 
Fred Meyer 
Occulistas - eye doctors 
St Vincent DePaul 
Village Market 
Village Gardens 
Aging Services & Disability Services 
Multi-ethnic services 
Veterans services 
Multnomah County HIV clinics 
Alpha Portland 
Hacienda 
Center for Development Corporation 
Causa 
Social Security Admin Office 
p:ear 
Black Parent Initiative 
Russian OR Social Services 
Impact NW Multicultural Senior Center 
United Way Columbia Willamette  
Verde 
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OPAL 
Community Alliance of Tenants 
PFLAG Portland Black Chapter 

 
Limitations: 
The subcommittee is a small group of individuals. Given scheduling challenges, not all members 
were able to convene at once for any one meeting. Though efforts were made to be inclusive in 
the process and utilize electronic communications, it was often challenging to generate 
consensus in a timely fashion.  
 
Summary: 
Community strengths play a significant role in community health. An assessment of community 
strengths provides evidence of what is important to community, the quality of life, and specific 
assets available to improve the health of communities.  
 
Reporting of community strengths is rarely provided. Much reporting on communities is oriented 
as needs-based rather than assets-based. It was agreed by the leadership team the approach 
to this assessment in the Multco-OHEA CHIP was to begin from a place of strengths and 
assets. It was recognized that discussions in the community would likely draw upon many gaps, 
rather than assets. Ultimately, it was agreed community members at community engagement 
events would answer the following question, which is framed as strengths-based: What 
supports your health? Give specific examples of people, places, or groups in your 
community that support your health? These two questions reveal what is important to the 
community and what is currently available within those communities that improve health. It was 
also agreed that gaps and needs would also be documented, as this information speaks to what 
affects quality of life in community.   

Appendix 5: Forces of Change Assessment Summary 

During the Forces of Change Assessment, participants answer the following questions: 
“What is occurring or might occur that affects the health of our community or the local 
public health system?” and “What specific threats or opportunities are generated by these 
occurrences?” The Forces of Change Assessment should result in a comprehensive, but 
focused, list that identifies key forces and describes their impact. 
The Forces of Change component of the MAPP assessment gave participants from the 
Leadership Team and Community Advisory Committee the opportunity to answer the following 
questions: 
·  What is occurring or might occur that affects the health of our community or the local public 
health system? 
·  What specific threats or opportunities are generated by these occurrences? 
After some discussion and several meetings, the Forces of Change team brainstormed the 
following list of Force of Change issue areas: 
·    Housing and Homelessness 
·    Education 
·    Health Care 
·    Transportation 
·    Physical and Built Environment 
·    Public Safety 
·    Political 
·    Jobs/ Economy 



 

 123 

·    Structural Racism 
After they identified the issue areas, members of Forces of Change team brainstormed potential 
Forces of Change within each area. Afterward, team members individually brainstormed the 
more specific threats and opportunities provided by each Force of Change issue area. 

 
The following is a summary of the Forces of Change within each issue area.  

 
Housing and Homelessness 
Expanding Population: Greater Portland region is supposed to double in 20 years; Rapidly 
increasing rent across the region, pushing lots of low-income people and communities of color 
out; Development in downtown has displaced homeless camps 
City / County Collaboration: A Home for Everyone Collaboration and 10 year plan; Proposal for 
the creation of a new office of homelessness 
Inclusionary Zoning: State legislation now allows localities to require affordable housing in new 
developments; City Commissioner, Dan Saltzman, has pulled together a stakeholder group to 
implement inclusionary zoning 
Funding: Proposed Ballot Initiative for a much more significant investment in affordable housing 
and homelessness; Use general operating bonds to invest in housing and homelessness. 
 
Education 
All 7 public school systems in the county: State level discipline policies; inequities in alternative 
schools and charter schools; K-12 budget with no school year length standards 
Community college: free community college for middle income students 
Oregon Early Learning Division/Healthy Families Oregon: Potential to fund and support many 
more at- risk families and children 
Ballot initiatives: IP 65 could provide $300 million/ biennium to lower the dropout rate; IP 28 
could provide $5 billion for early childhood programs, K-12 education, senior services, and 
health care 
Universal preschool: A small amount has been budgeted to establish a statewide blueprint for 
universal preschool, but this it not funded for implementation 
Day care expansion:  Potential expansion of employment- related day care and increase in day 
care subsidies 
Summer and After School activities: There are efforts to increase these activities statewide 
 
Health Care 
Coordinated Care Organizations: Create influence by sharing CHIP results and eventually 
impacting CCO metrics 
Hospitals: Community benefit dollars increasing as charity care decreases 
Multnomah County Health Department: new leadership that supports social determinants of 
health framework; PH modernization could increase funding available for prevention 
Safety- net clinics: Opportunities to partner to secure upstream resources for housing and 
economic development 
Oral health: Primary prevention can be done at community level using public health approach; 
Medicaid has considered community based prevention 
Healthy Columbia Willamette Community Health Assessment: new CHA to be published in July 
2016; action on CHA to date has not been consistently collective and seems driven by 
community benefits leadership 
Hospital community benefit strategies: dollars are increasing as charity care costs decrease, yet 
decisions may be driven by Healthy Columbia Willamette CHA and by individual interests of 
entities 
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Transportation 
Gentrification: Communities of color and low-income communities are being pushed out of 
Portland due to gentrification (rising rent); Many families still work in the areas they left which 
impacts commute times and childcare cost 
Location and safety of transit stations 
Frequency of transit service, increased traffic 
Ridership: Relationship with transit drivers and system and its impact on ridership/ transit 
experience; Lack of rider representation , knowledge of rider rights, and voice for the community 
experience; lack of clarity around rules and conduct where transit stations overlap with private 
property 
Youth Pass: Lack of funding, no option for PPS- Summer School 
Sidewalks: Lack of sidewalks in East County 
Increased traffic in already congested traffic corridors 
Title 6 Compliance: Disparate burden on protected community for increased routes/construction 
of transportation stops, etc; Additional/expanded service for other routes take away from access 
times/funding for services for low-income/poorer neighborhoods 
Fare Hikes: as a barrier to accessing transportation 
 
Physical and Built Environment (pollution levels, brownfields, parks, neighborhoods) 
Portland Comp Plan: Anti – displacement mandates have been included in the comp plan, yet 
there are ongoing efforts to downzone in higher income communities and prevent development 
of multi-family homes 
Zoning changes: Incentive upzoning must not include a certain percentage of affordable 
housing 
Sidewalk safety: Current construction permit requirements create unsafe conditions for 
pedestrians to use city streets during construction projects 
Public works projects: Community engagement and feedback has not been prioritized 
Over-reliance on cars: Many county residents are forced to use vehicles because there are few 
or no alternative transit options in their communities. This has significant environmental health 
impacts. Passage of gas tax could create funding pool to help address this. 
Urban Growth Boundary: Current zoning allows for 1.3 million residences within the UGB; 
however current Portland population size is 1.5 million, and projected to increase to 2 million by 
2035. 
Gentrification: MICO, a general bond on affordable housing on ballot in November, could help 
temper ongoing displacement of low-income people of color to East County. 
Unchecked industrial pollution: Oregon has lowest taxes for industrial polluters in the country; 
need to advocate for carbon pricing and clean fuels tax at legislative level 
Lack of safe green spaces in majority communities of color: Multiple SDOH implications; Cully 
is  a great example of community members organizing to develop culturally specific parks in the 
neighborhood 
Public Safety 
Portland Police Bureau: disproportionate use of force on communities of color 
Multnomah County Sheriff’s Office: decisions to cut addictions treatments programs and 
recidivism prevention, and focusing mostly of strengthening infrastructure 
Increasing homelessness and injection drug use 
Insufficient funding for mental health 
Increasing income inequality 
College campus: focus on sexual assaults, intimate partner violence, date rape, etc. 
 
Political 
PENDING 
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Jobs/ Economy 
General economic growth within the construction sector: City can incentivize local minority 
owned business and hiring practices; community benefit agreements; infuse local economy 
Recession looming: After 6 quarters of positive job growth, economists are forecasting 
recession (per the trend); low wage workers and people of color likely most impacted 
Minimum wage increase legislation: Spur conversation about increased benefits in workplace, 
paid family leave, etc.; Need for wage-worker protections; Move folks from qualifying/getting 
public benefits.  Still struggle to afford basic needs (138-250%FPL) 
Tech boom: Equity policies, opportunities for training, courses, etc.; STEM/computer science 
funding in local PPS schools/charters; Investments in K-12 pilot/tech programs (funding from IP 
65) 

Federal overtime rules: Salary employees may be turned to hourly; rules uplift lower-middle 
class service, retail workers, and non-profit employees; Opportunity to have greater 
conversation about paid family leave, various benefits, etc. 
Wage stagnancy/ growing wage gap: Unionization rates continue to decline; Benefits and 
wages have stagnated over the last 20+ years; Income inequality for POC/women continue to 
decline; RIGHT TO WORK ballot measure; Women unionizing (representation or membership) 
has increased in recent years though the general trend has decreased; Increased unionization 
has a wage-effect on non-union wages 
 
Structural Racism 
Oregon Health Authority: Policies being set by the Oregon Health Authority are largely being 
drafted without use of an equity lens.  No impact assessment on communities of color. 
Access to health care: Race is a strong predictor of timely access to health care services.  This 
is also compounded by Immigration status and poverty status.  Also those communities whose 
first language isn’t English also face additional structural barriers to accessing health care 
services.  Timeliness of care is also becoming a significant issue 
Law enforcement and adjudication, incarceration: Our communities face prejudicial adjudication 
from law enforcement agencies as well the court system.  This often results in racial profiling, 
harsher and longer sentencing and family dissolution. 
Disparities in quality of care: Significant structural and institutional inequities exist across 
systems for people of color and other vulnerable communities.  Research provides rich data 
support that even when people of color enjoye the same health insurance coverage that their 
treatment in these health care systems is grossly unequal 
Disparities in data collection: includes the “more than one race” category as erasing certain 
communities from being counted 
Discrimination in hiring practices and disparate work force: results in work force that is not 
culturally competent 
County Budget Process: Community engagement/ access points 
 Funders (foundations, government): Where they spend dollars does not line up with 

community need 
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