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Letter of Invitation
Building strong partnerships takes time and commitment. The Central Wisconsin Healthcare partnership (CWHP) was established in
2012 and has continued to mature. CWHP recently completed our six county Community Health Assessment (CHA) and we continue
to collaborate on the Community Health Improvement Plan (CHIP) as we look at issues such as education, health, income and
environment to improve the health of all. Currently, in our six counties, opportunities to be healthy are not the same for all. The six
counties are working to build capacity to impact health equity by providing opportunities within our jurisdictions so that regardless of
where a person lives, works or plays, what their income is or their race, religion, sexual orientation or political beliefs, they will all have
equal opportunities to be healthy.
This challenge has served as the catalyst for us to collaborate with non-traditional and diverse partners as we develop goals and
objectives to measure our success. A recent Economic Development Summit brought together dozens of individuals to discuss issues
that affect rural communities such as transportation, broadband, post-secondary education, jobs and more. We looked at how they
intersect with the health of the communities. We looked at ways that multi-jurisdictional agencies could share resources for better
efficiency and give small department’s access to resources that may not otherwise be available to them. We found that some things
that may be innovative in one community may have already been implemented in another and this made it difficult at times to complete
the multi-jurisdictional CHIP. For example, some wanted to impact the opioid problem by implementing “Treatment and Diversion”
Courts, while others have had these for years. In this case, we looked at an over-arching goal to reduce substance abuse, but the
process may be unique to each county. We can share lessons learned from those who are further ahead and share assets, resources
and services whenever possible.
Our goal is to create a path towards a culture of health where everyone is engaged and working to not only improve their own health,
but the health of the entire community. Whether you are a business owner, faith-based community, healthcare provider, childcare
center, school or individual, our CHIP offers suggestions on ways to improve the health of Green Lake County. I hope you will take time
to review the data and make an effort to help us move forward to become the healthiest county in the state.
Yours in Good Health,

Kathryn S. Munsey, RN
Green Lake County Health Officer
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Executive Summary
Where we live, learn, work, and play affects our health. Understanding the determinants of health, identifying best
practices and creating partnerships to implement strategies to combat health related problems is a core function of public
health. Every five years, local health departments are required to assess the health needs of the county they serve and
develop a plan to address those needs. The 2017-2022 Community Health Improvement Plan provides the framework for
improving the health of Green Lake County. It also helps to create a shared vision between the Health Department and
community partners so that together we can create positive, measureable change in our communities.
This plan addresses the three priority areas that were identified as a result of the 2015 Regional Community Health
Assessment: Mental Health, Alcohol and Other Drug Abuse, and Chronic Disease Prevention and Management. The key
findings of the Community Health Assessment will be outlined in this document and the full assessment can be found
here: http://www.co.green-lake.wi.us/uploads/forms/2016-regional-cha-final.pdf .
The 2017-2022 Community Health Improvement Plan is unique in the fact that it was written in collaboration with the
Central Wisconsin Health Partnership (CWHP) to identify regional goals and objectives. Mental health and alcohol and
other drug abuse (AODA) are top health concerns for many of the neighboring rural counties, which drives the need for
change beyond the community and county levels. As a result, the goals and objectives under the Mental Health and
AODA priority areas will be addressed regionally through the work of the CWHP as well as locally by community partners
and coalitions. The county specific priority area, Chronic Disease Prevention and Management, will be addressed
primarily at the county level through the Health Department and community partners and organizations.
The goals and objectives listed under each priority area were strategically chosen to align with the State of Wisconsin
Health Improvement Plan. A wide range of strategies to improve health outcomes is included for each priority area to give
community partners the opportunity to implement the strategies that will work best for their organization. Many of these
strategies included also align with those identified in the State Health Improvement Plan. By aligning with the state plan,
we will not only help improve the health of our county, but we will also be able to help advance the efforts being made to
make Wisconsin the healthiest state to live.
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Community Health Improvement Process
Since 1993, Wisconsin State Statutes
have required communities
throughout Wisconsin to develop
and implement local health plans
to address health conditions
affecting their residents. This
process has been referred to as
the "Community Health
Improvement Process. The community
health improvement process has two major
phases: the community health assessment and the community health
improvement plan. These two processes work together to assess the
unique needs of the community and allows communities to work
collaboratively to address the identified health needs.

The Take Action Cycle
The six counties in the Central Wisconsin Health Partnership began
the community health improvement process in 2015 when the
Community Health Assessment was started. The overall health
improvement planning process follows the Wisconsin Guidebook on

Improving Health of Local Communities. This framework is built on the
Take Action Cycle Model developed by County Health Rankings and
Roadmaps. The following information outlines each step of the
process.

Assess Needs and Resources
The Community Health Assessment is a collaborative process of
systematically collecting and analyzing health data to examine the
health status of the community as well as identify priority health
concerns for the population. The 2016 Community Health
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Assessment was completed in collaboration with the Central Wisconsin Health Partnership as a regional assessment with
county specific data. The data for the health assessment was drawn from multiple primary data sources such as
communicable disease reports, death records, local provider numbers, hospital admissions, and youth risk behavior
surveys. Secondary data from sources such as County Health Rankings, Wisconsin Department of Health and Human
Services, and the U.S. Census Bureau were analyzed as well. This data, along with community input gathered from focus
groups, surveys, and key informant interviews, was used to determine the health needs of the six counties.

Focus on What’s Important
After gathering the community health data, the Community Health Assessment Steering Committee identified three health
priorities that would be the focus of the Community Health Improvement Plan. Community and stakeholder feedback that
was collected during key informant interviews and focus groups was the driving component used to determine which
health concerns were a priority. The priorities were then narrowed down further by using four different criteria to assess
community capacity and readiness to impact the identified priority. Those criteria included:
1. The magnitude of the problem
2. The severity of the problem
3. If there was a high need among a vulnerable population (health equity)
4. The Community’s capacity and/or willingness to act on the problem
The steering committee ultimately decided on three health priorities: mental health, alcohol and other drug abuse, and
chronic disease prevention. More about these focus areas can be found on page 12.

Choose Effective Policies and Programs
Effective, evidence-based or best practice strategies are instrumental in meeting the identified goals and objectives for
each priority area. The steering committee worked to identify a variety of potential strategies to align with each goal and
objective for the three priority areas. The steering committee used a variety of different databases such as “What Works
for Health” and “The Community Guide” to search for evidence based and best practice strategies for the different priority
areas. The final selection of the potential strategies included in this document was based on numerous factors such as
evidence, community resources, health equity and community input and readiness. In order to gather community input
and assess readiness to change, a survey was administered to community members at a variety of community events
such as the Green Lake County Fair, the senior volunteer picnic, and several community educational sessions at local
senior centers and community meal sites. The survey asked community members to identify one or more healthy
behaviors that they could adopt in order to become healthier. The options ranged from things such as walking for 30
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minutes per day, to limiting alcohol use, to scheduling a preventive
exam with their medical provider. The results from these surveys
were then analyzed on an excel spreadsheet to determine what
health behaviors that community members were most ready to adopt.
The top four behaviors that community members said they could
engage in were; practice better stress management, walk for 30
minutes per day, include a fruit or vegetable with every meal, and
avoid sugary drinks. Evidence based health promotion strategies that
address stress, nutrition, and physical activity were then included in
this document. More information about the chosen strategies can be
found under the Goal Page for each priority area.

Act on What’s Important
Each of the six CWHP counties will be responsible for determining
what program and policy implementation looks like in their own
county. Although there are regional goals and objectives that the
group will work on collaboratively, each county has unique strengths
and challenges that must be considered when implementing health
improvement strategies. Each county, along with their coalitions and
community members, will define what they want to achieve under
each priority area and how they will achieve it. A work plan template
will be used for each county to track program implementation and
progress towards goals and objectives. The sample work plan
template can be found in Appendix A.

Evaluate Action
For each different priority health area, the CHIP Steering Committee
has identified both long and short-term outcome indicators, which will
serve as the primary measures on which to base program evaluation.
These short and long-term indictors are directly related to the
selected strategies listed under each priority area. Due to the
differences in program implementation in each county, evaluation will
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also look slightly different. Evaluation tools will be developed for regional efforts and stakeholders will be updated
regularly on progress.

Work Together
Everyone has a key role to play when it comes to improving the health of a community. As part of the community health
improvement process, a variety of community members and key stakeholder agencies were engaged throughout the
community health assessment and improvement planning process. Community member input was gathered in the form of
community surveys and key informant interviews during the “Assessing Needs and Resources Phase” of the Take Action
Cycle and again in the “Choose Effective Policies and Programs” phase. Community input was the primary driver for
determining the health priorities and strategies detailed in this document. Key policy makers, including members of the
Green Lake County Board of Health, Representative Joan Ballweg, and Senator Luther Olsen were also engaged and
updated throughout the health assessment and improvement planning process. Community Health Assessment findings
were shared with these key policy makers and they were asked to support health improvement efforts at the local and
state levels. Finally, it is the hope of the Central Wisconsin Health Partnership group that by working together on
developing a regional health improvement plan, coordinated efforts can be established to improve health across county
lines in Central Wisconsin.

Communicate
Communication is an ongoing part of the take action cycle and is vital to ensuring that key stakeholders and policy makers
are kept up to date on important updates related to the community health improvement process and progress toward
goals and objectives. Communication to partners and stakeholders occurs through a variety of different outlets:



Partners are updated at bi-monthly Wellness Coalition meetings. Partners who are unable to attend meetings in
person receive meeting minutes via email. Meeting minutes can also be found on the Green Lake County
Wellness Coalition Website. Additionally, work plans will be updated and shared with coalition members to track
progress towards goals and objectives.



The Community Health Improvement Plan is a standing item on the Board of Health agenda. Board members are
updated quarterly on CHIP progress and strategies and are encouraged to provide guidance and input.



The final CHIP and work plans will be shared with community members via the County and Coalition websites,
through social media, and at community events.
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2014-2018 CHIP Priority Areas and Accomplishments
The community health improvement planning process is always
changing based on the health needs of the community. The
previous Community Health Assessment that was completed in
2012 identified five different health priority areas that have
been the focus of health improvement planning efforts for the
last five years. Those priority areas were; healthy growth and
development, alcohol, tobacco, and other drug use, mental
health, physical activity, adequate, appropriate, and safe food
and nutrition, and physical activity. Although health priorities
change over the years, the health department and local
community partners strive to sustain all health improvement
efforts year after year.
The following page highlights just some of the accomplishments that have been made because of the 2014- 2018 Green
Lake County Community Health Improvement Plan.
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2017-2022 Overarching Priority Areas
During the process of selecting health priority areas for the 2017-2022 CHIP, a few cross-cutting themes were identified
that have an impact on all aspects of health. These themes expanded beyond the scope of just one health priority area. It
was determined that these overarching priority
areas were too important not to note due to the
significant role they play in achieving both
mental and physical wellness. For this reason,
CWHP counties decided to select five
overarching priority areas to focus on while
choosing goals, objectives, and strategies to
guide our work. These overarching priority areas
include: Access to Care, Adverse Childhood
Experiences (ACEs), Health Equity, Community
Collaboration, and Policy, Systems and
Environmental Change. These themes have
been chosen as overarching priorities to work on
in conjunction with the three identified health
priorities in each CWHP county.

Access to Care
Having adequate access to health care services is an important part of promoting and maintaining health, prevention of
disease, and reducing unnecessary disability and death. Access to health care has a direct impact on an individual’s
overall physical, social, and mental health status and quality of life.
Access to health services includes entry into the health care system (usually through insurance coverage), accessing a
specific location where health care services are provided (geographic location), and finding a health care provider the
patient can trust and communicate with. When considering access to health care, it is important to also include oral health
care and obtaining necessary prescription drugs (Healthy People 2020).
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Adverse Childhood Experiences
Our health is not determined by our genetics alone. The choices we make, environment in which we live, and our
experiences all play a part in our health. The positive and negative experiences we have during childhood have a lasting
effect on our health and well-being even into adulthood. Adverse childhood experiences (ACEs) are potentially traumatic
events that can have negative, lasting effects on health and well-being. These experiences range from physical,
emotional, or sexual abuse to parental divorce or the incarceration of a parent or guardian. (Child Trends, 2014) The
negative health effects of ACEs can be lessened when people have a strong support system and the skills to successfully
cope with life’s many challenges. This is what we call resilience, and it’s something children learn best when they’ve been
given the following positive supports:


Caring relationships with parents, teachers, counselors or other adults actively involved in child’s life



Good peer relationships



Positive disposition



Positive coping style



Good social skills

Building resilience is a lifelong process. Even in adulthood, learning how to adapt to change and recover from setbacks
can mean thoughtfully considering behavior and attitudes, learning from the past and finding healthy ways to cope with
daily stress. (ACEs, Wisconsin Department of Health Services)

Healthy Equity
Healthy People 2020 defines health equity as the "attainment of the highest level of health for all people." It means that
efforts are put in place to ensure that all people have full and equal access to opportunities that enable them to lead
healthy lives, despite race, ethnicity, gender or socioeconomic status. Everyone deserves a fair chance to lead a healthy
life. No one should be denied this chance because of who they are or their socio-economic opportunities. According to the
University of Wisconsin Population Health Institute, approximately 40% of factors that influence health are social and
economic in nature. Focusing on health equity in our work will allow people in CWHP counties to have a better quality of
life no matter where they live, work, learn, and play.

Community Collaboration
Collaboration is the focus of our work in public health. The community issues that we work to solve and emerging
problems that our communities face can’t easily be solved by one group alone. We rely on working together with
community members, agencies, organizations, and individuals to solve community issues together. As we work together,
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we increase the capacity of our communities to make changes that improve outcomes while learning to communicate
effectively as a team. We are all in this together.

Policy, Systems and Environmental Change
Policy, systems and environmental (PSE) change is a new way of thinking about how to improve health in our
communities. For a long time, many health programs have focused on individual behaviors with the assumption that if you
teach people what will make them healthy, they will find a way to make those changes. Now we understand that health is
not just about individual choices. It’s not enough just to know how to be healthy – we need to have practical, readily
available options around us. This is where PSE change comes into play. PSE change is a way to modify the environments
around us to make healthy choices easier, more practical, and available to all members of our communities. By changing
laws and shaping physical landscapes, a big impact can be made in a short amount of time with fewer resources used.
When we change policies, systems and/or environments, communities are better able to work together to tackle issues
such as addiction and chronic disease.
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2017-2022 Health Priority Areas
Three health priority areas have been identified for the 2017-2022 Community Health Improvement Plan: mental health,
alcohol and other drug abuse, and chronic disease prevention and management. The Community Health Assessment
steering committee identified health priorities by first analyzing secondary data and by gathering community and
stakeholder input via survey and key informant interviews. The priorities were then narrowed down to the top three by
using four different criteria to assess community capacity and readiness to impact the identified priority. In addition to the
three health priority areas, several different intersecting themes were identified as having an impact across nearly all
health related issues. Access to care, adverse childhood experiences, health equity, and community collaboration, and
policy and environmental change have been chosen as overarching priorities to work on in conjunction with the three
identified health priorities.

Defining Goals, Objectives, and Strategies
In order to help create a shared vision among stakeholders, community members, and partners, each priority area has
identified goals, objectives, and strategies listed to help guide the work being done.

Goals
The priority area goals, developed by the steering
committee, are broad statements that provide the
long-term vision to guide program objectives and
strategies. The goals for the mental health and

Strategies

AODA priority areas have been adopted by all six
CWHP counties in an effort to help create
regional change in Central Wisconsin. Goals will
be monitored using the long-term indicators that

Objectives

are listed under each priority area.
Goals

Objectives
Along with a goal, each health priority area will
also have objectives listed. The objectives are
similar to goals in that they will help guide the

progress being made towards improved health outcomes in each priority area. The main difference is that the objectives
are more specific, measurable, and specify a timeline for completion. The objectives are set with the intention that they
will help reach the goals. Objectives will be monitored using the short-term indicators listed.

2017-2022 Community Health Improvement Plan

17

Strategies
For each objective listed under the three priority areas, there is a list of potential evidence-based strategies that can be
implemented to help meet those objectives. A variety of strategies are listed for each objective to allow community
coalitions and stakeholders the flexibility to adopt and implement the strategies that will work best for them. The strategies
that also address an overarching priority area have been identified with the corresponding symbol found below.

Access to Care
Policy, Systems, and Environmental Change
Community Collaboration
Health Equity
Adverse Childhood Experiences
** The “Shift Your Perspective” logo is used with the permission of the Wisconsin Department of Health
Services.”

The list of potential strategies included with each goal and objective is not an exhaustive list. More information on
evidence-based strategies that improve health can be found using the resources listed below:

 Guide to Community Preventive Services
http://www.thecommunityguide.org/

 Healthy People 2020 Evidence-Based Resource Tool
http://healthypeople.gov/2020/implement/EBR.aspx

 Winnable Battles
http://www.cdc.gov/winnablebattles/
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 Health.gov
http://www.health.gov/

 What Works for Health (County Health Rankings)
http://www.countyhealthrankings.org/roadmaps/what-works-for-health

 National Registry of Evidence-based Programs and Practices (SAMHSA)
http://nrepp.samhsa.gov/

Note: Individuals and organizations that are looking for ways to incorporate small
changes that can have a big impact on health, please refer to documents in
Appendix B.
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Appendix A: Work Plan
Date Created:

Date Reviewed/Updated:

PRIORITY AREA: Alcohol and Other Drug Abuse

GOAL:

PERFORMANCE MEASURES
How We Will Know We are Making a Difference

Short Term Indicators

Source

Frequency

Long Term Indicators

Source

Frequency
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OBJECTIVE #1: Specific, measurable, attainable, relevant, time bound objective- there will be additional charts
for each different objective

BACKGROUND ON STRATEGYSource:
Evidence Base:
Policy Change (Y/N):

ACTION PLAN

Activity

Target

Resources

Lead Person/

Anticipated

Progress

Date

Required

Organization

Product or

Notes

Result

OBJECTIVE #2:
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BACKGROUND ON STRATEGY
Source:
Evidence Base:
Policy Change (Y/N):

ACTION PLAN

Activity

Target

Resources

Lead Person/

Anticipated

Progress

Date

Required

Organization

Product or

Notes

Result

ALIGNMENT WITH STATE/NATIONAL PRIORITIES

Obj #

State

Healthy People 2020

National Prevention Strategy

1

2
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Action Plan
Date Created:

Date Reviewed/Updated:

PRIORITY AREA: Mental Health

GOAL: Broad Goal

PERFORMANCE MEASURES
How We Will Know We are Making a Difference

Short Term Indicators

Source

Frequency

Long Term Indicators

Source

Frequency

2017-2022 Community Health Improvement Plan

32

OBJECTIVE #1: Specific, measurable, attainable, relevant, time bound objective

BACKGROUND ON STRATEGY- list of potential strategies
Source:
Evidence Base:
Policy Change (Y/N):

ACTION PLAN

Activity

Target

Resources

Lead Person/

Anticipated

Progress

Date

Required

Organization

Product or

Notes

Result

OBJECTIVE #2:

BACKGROUND ON STRATEGY
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Source:
Evidence Base:
Policy Change (Y/N):

ACTION PLAN

Activity

Target

Resources

Lead Person/

Anticipated

Progress

Date

Required

Organization

Product or

Notes

Result

ALIGNMENT WITH STATE/NATIONAL PRIORITIES

Obj #

State

Healthy People 2020

National Prevention Strategy

1

2
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Action Plan Template

Date Created:

Date Reviewed/Updated:

PRIORITY AREA: Chronic Disease Prevention

GOAL:

PERFORMANCE MEASURES
How We Will Know We are Making a Difference

Short Term Indicators

Source

Frequency

Long Term Indicators

Source

Frequency
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OBJECTIVE #1:

BACKGROUND ON STRATEGYSource:
Evidence Base:
Policy Change (Y/N):

ACTION PLAN

Activity

Target

Resources

Lead Person/

Anticipated

Progress

Date

Required

Organization

Product or

Notes

Result

OBJECTIVE #2:
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BACKGROUND ON STRATEGY:
Source:
Evidence Base:
Policy Change (Y/N):

ACTION PLAN

Activity

Target

Resources

Lead Person/

Anticipated

Progress

Date

Required

Organization

Product or

Notes

Result

ALIGNMENT WITH STATE/NATIONAL PRIORITIES

Obj #

State

Healthy People 2020

National Prevention Strategy

1

2
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Appendix B: Organizational and Individuals Practices to Improve Health

What can state and local governments do to improve AODA?
•Maintain and enforce the legal drinking age, limit alcohol outlet density, and prohibit the sale of alcohol to
intoxicated persons.
•Promote the use of drug drop boxes to remove expired or unwanted controlled medications from homes.
•Implement harm reduction strategies to prevent transmission of HIV, hepatitis, and other infectious diseases.
•Implement and sustain tobacco prevention and control programs.
What can employers and businesses do improve AODA?
•Provide evidence-based incentives to increase tobaco cessation.
•Make work sites tobacco free.
•Implement training programs for owners, managers, and staff that build knowledge on responsible beverage
service.
What can healthcare providers and insurers do to improve AODA?
•Create linkages with and connect patients to community resources such as tobacco quit lines or support
groups.
•Identify and screen patient for excessive drinking using Screening, Brief Intervention, and Referral to
Treatment (SBIRT).
•Identify, track, and prevent inappropriate patterns of prescribing and misuse of prescription drugs.
•Train prescribers on safe opioid prescription practices and institute accountability mechanisms to ensure
compliance.
What can early learning centers and schools do to improve AODA?
•Promote tobacco free environments.
•Encourage children to participate in extracurricular and out of school activities.
•Teach children about the health risks of tobacco and other drugs.
What can community organizations, non-profits, and churches do to improve AODA?
•Support community programs that promote healthy youth development.
•Consider hosting support groups such as Alcoholics or Narcotics Anonymous.
•Increase awareness of the proper storage and disposal of prescription medications.
What can individuals and families do to improve AODA?
•Actively participate in community and prevention efforts.
•Quit using tobacco products and ask a health care provider or call 1-800-QUIT-NOW for support.
•Make homes smoke free and protect children from secondhand smoke.
•Safely store and dispose of medications and never share prescriptions with others.
•Avoid binge drinking and using illicit drugs, seek help from your healthcare provider when needed.
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What can state and local governments do to improve mental health?
•Conduct comprehensive community health assessments and develop community health improvement plans.
•Ensure that those in need, especially vulnerable populations, are identified and referred to mental health
services.

What can employers and businesses do to improve mental health?
•Implement organizational changed to reduce employee stress such as developing clearly defined roles and
responsibilities.
•Provide reasonable accomodations such as flexible work schedules and adaptive work stations.
•Ensure that mental health services are included as a benefit on health plan and encourage employees to use
those services when needed.
What can healthcare providers and insurers do to improve mental health?
•Educate parents on normal child development and conduct early interventions to enhance mental and
emotional well-being.
•Screen for mental health needs among children and adults.
•Develop integrated care programs to address mental health needs in the primary care setting.
What can early learning centers and schools do to improve mental health?
•Ensure students have access to comprehensive health services, including mental health or counseling services.
•Implement programs and policies to prevent abuse, bullying, and violence.
•Implement programs to identify risks and early indicators of mental, emotional, and behavioral problems among
youth.
What can community organizations, non-profits, and churches do to improve mental
health?
•Provide informational tools to both men and women to promote respectful, nonviolent relationships.
•Provide space and organized activities that encourage inclusion for all people.
•Support child and youth development programs.

What can individuals and families do to improve mental health?
•Build strong, positive relationships with family and friends.
•Become more involved in the community.
•Encourage children to participate in extracurricular activities.
•Work to make sure children are comfortable talking about problems such as bullying.
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What can state and local governments do to improve chronic disease?
•Include health criteria as a compenent of decision making(e.g. health in all policies)
•Create healthy environments that support people's ability to make healthy choices.
•Work with hospitals, daycares, and worksites to implement breastfeeding policies and programs.
•Facilitate collaboration of community partners to create healthier communities.
What can employers and businesses do to improve chonric disease?
•Adopt lactation policies that provide space and break time for breastfeeding employees.
•Provide nutrition information to customers, make healthy options and appropriate portion sizes the defult.
•Sponsor a new or existing park, playgroud, or trail.
•Implement worksite health initiatives.
What can healthcare providers and insurers do to improve chronic disaese?
•Screen for obesity by measuring body mass index and deliver appropriate care according to clinic guidelines
for obesity.
•Assess dietary patterns and provide nutritional education and counseling.
•Conduct physical activity assessments, provide counseling, refer patient to fitness professional or consider
exercise prescription.
What can early learning centers and schools do to improve chronic disease?
•Incorporate health education into coursework.
•Elimintate high-calorie, low-nutrition drinks from food vending machine, cafeterias, and school stores.
•Provide daily physical education and recesses that maximize time spend being physical active.
•Support walk- and bike-to-school programs.
What can community organizations, non-profits, and churches do to improve
chronic disease?
•Develop and institute policies and joint use agreements that encourage shared used of facilities.
•Start a community garden.
•Create a healthy community cook book.
•Offer healthy options such as fruit or salad at community pot luck dinners .
What can individuals and families do to improve chronic disease?
•Visit your healthcare provider to receive clinical preventive services.
•Breastfeed babies exclusively for the first 6 months after birth.
•Avoid oversized portions, fill half your place with fruits and vegetables, make at least half of your grains
whole grains, and drink water instead of sugary drinks.
•Adults should engage in at least 150 minutes of moderate-intensity physical acticity each week or at least 60
minutes per day for children.
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