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Abstract 

Background Community health improvement plans (CHIPs) are strategic planning tools that help local communi-
ties identify and address their public health needs. Many local health departments have developed a CHIP, yet there 
is a lack of research on the extent to which these plans address root causes of health disparities such as the social 
determinants of health. This study aims to inventory the social determinants of health included in 13 CHIPs and exam-
ine facilitators and challenges faced by local health departments and partners when trying to include the social 
determinants of health.

Methods We conducted a comparative plan evaluation by scoring 13 CHIPs on their inclusion of equity orientation, 
inclusive planning processes, and five social determinants of health: health care access and quality, the neighborhood 
and built environment, economic stability, social and community context, and education access and quality. To sup-
plement the plan evaluation, we conducted 32 in-depth interviews with CHIP leaders and stakeholders to understand 
the factors contributing to the inclusion and exclusion of the social determinants of health in the planning process.

Results CHIPs received an average score of 49/100 for the inclusion of the social determinants of health. Most 
plans addressed health care access and quality and the neighborhood and built environment, but they often did 
not address economic stability, the social and community context, and education access and quality. Regarding their 
overall equity orientation, CHIPs received an average score of 35/100, reflecting a relative lack of attention to equity 
and inclusive planning processes in the plans. Interviews revealed that challenges engaging partners, making clear 
connections between CHIPs and social determinants, and a lack of capacity or public and partner support often led 
to the exclusion of the social determinants of health. Recommendations to improve planning processes include 
improving data infrastructure, providing resources for dedicated planning staff and community engagement incen-
tives, and centering equity throughout the planning process.

Conclusions Although local health departments can leverage CHIPs to improve population health and address 
health disparities, they face a range of challenges to including the social determinants of health in CHIPs. Additional 
resourcing and improved data are needed to facilitate broader inclusion of these determinants, and more work 
is needed to elevate equity throughout these planning processes.
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Background
In recent decades, researchers, policymakers, and 
practitioners have increasingly recognized the need 
to address the social determinants of health (SDoH) 
to improve health equity and reduce disparities, many 
of which are rooted in long histories of structural rac-
ism and systemic exclusion from public resources, 
services, and programs [1–4]. Successful SDoH inter-
ventions in the U.S. have included moving families 
from high to low-poverty neighborhoods, supplement-
ing the incomes of elderly adults, and providing early 
childhood education to children in families with low 
incomes, which can, among other outcomes, improve 
mental health, lower disability rates, and reduce medi-
cal costs, respectively [5]. However, efforts to address 
the SDoH face a host of challenges. For example, pub-
lic health responses to so called “wicked” problems like 
the obesity epidemic have achieved isolated wins and 
little progress overall, despite efforts to intervene on 
individual level nutrition and physical activity since the 
1990s [6, 7]. In addition, data and cost sharing, as well 
as institutional silos, have limited the formation of the 
partnerships and collaborations needed to address such 
complex public health issues [8, 9].

In line with a growing interest in whole systems 
approaches, a new paradigm of public health in the 
United States has called for intersectoral planning and 
coordinated action in which public health departments 
and leaders work with partners to strategize and ulti-
mately address the SDoH [10, 11]. Public health lead-
ers like the Centers for Disease Control and Prevention 
(CDC) have advocated for increased intersectoral plan-
ning to better integrate the SDoH in public health plan-
ning, policymaking, and practice [12]. Equipped to 
understand the distinctive needs of their communities, 
including vulnerable populations, local health depart-
ments (LHDs) are uniquely positioned to facilitate these 
efforts by informing local interventions, convening 
cross-sector partners, sharing and integrating data, and 
influencing how organizations and individuals in their 
communities behave [13, 14].

A pivotal activity that can assist in these efforts is 
community health improvement planning - a process 
that guides a public health department, its partners, 
and its stakeholders on the development of policies and 
accountability systems to improve population health 
within their jurisdiction. In its calls for continued work 
on the SDoH, the CDC has specifically identified these 
processes for their capacity to effectively mobilizing 

multisectoral partnerships [13]. Since 2011, the national 
voluntary accreditation program spearheaded by the 
Public Health Accreditation Board has required both 
a community health needs assessment (CHNA) and a 
CHIP as part of the documentation that health depart-
ments must submit for successful accreditation [15, 
16]. Additionally, the revised requirements for tax-
exempt status for nonprofit hospitals in the Patient 
Protection and Affordable Care Act of 2010 require a 
CHNA and the adoption of an implementation strat-
egy, which often takes the form of a CHIP [17]. As of 
2019, an estimated 71% of LHDs have participated in 
developing a CHIP. Most LHDs (63%) also collaborate 
with non-profit hospitals to develop CHNAs, and many 
non-profit hospitals also provide input on strategies to 
improve community health [18].

The CHNA, in which data are collected and inte-
grated to identify areas of community health need and 
disparities, represents the beginning of the CHIP plan-
ning process. Leaders of the CHIP’s development then 
typically engage individuals and organizations in the 
community to prioritize specific community health 
needs, select strategic goals, and identify strategies to 
achieve these goals. To facilitate these efforts, many 
LHDs use tools like Healthy People 2020 (HP2020) and 
Mobilizing for Action through Planning and Partner-
ships (MAPP). HP2020 identifies public health goals 
and measurable objectives that health agencies can use 
when participating in or leading planning efforts to 
improve their communities’ health, while MAPP pro-
vides a planning framework by which local health sys-
tem partners can convene to develop, implement, and 
evaluate CHIPs [19, 20]. Both tools emphasize the cen-
tral role of addressing the SDoH to improve community 
health. HP2020 also emphasizes the need to address 
health equity, which it defines as “[eliminating] dis-
parities and [improving] the health of all groups” [21]. 
Notably, the recently released MAPP 2.0 framework 
elevates and centers health equity relative to the origi-
nal framework [22].

Despite the availability of tools like MAPP and the 
accompanying technical assistance provided by organi-
zations like the National Association of City County 
Health Organizations (NACCHO), many LHDs experi-
ence constraints during the CHIP development process, 
and CHIPs often do not address the SDoH and health 
equity. For example, one study of LHDs in Florida 
found that, while many used the MAPP process, there 
were challenges with identifying and implementing 
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strategic priorities as well as needing technical assis-
tance to support these efforts [23]. LHDs and partners 
in Kansas have reported similar needs for training and 
technical assistance, particularly among rural counties, 
and an assessment of CHIPs in the Rocky Mountain 
Region and Western Plains identified resources, tech-
nical assistance, and maintaining partner commitment 
to the CHIP between plans as key challenges [24, 25]. 
In addition, a recent nationwide assessment of CHIPs 
from over 30 states found that plans generally contain 
few objectives related to addressing health disparities, 
particularly for racial, ethnic, and sexual minorities, 
suggesting that CHIPs can do more to address health 
disparities [26]. Similarly, an assessment of CHIPs in 
Illinois found that very few plans had priorities and 
interventions related to the SDoH [27].

Although some research has reviewed the inclusion 
of SDoH objectives in CHIPs, a more comprehensive 
assessment of the specific SDoH present and missing 
from CHIPs can reveal social determinants that need 
increased attention to alleviate health disparities [27, 
28]. Furthermore, to our knowledge, there are unan-
swered questions regarding the challenges and facilita-
tors of including the SDoH and health equity in CHIPs. 
These knowledge gaps are consequential for public health 
actions and leveraging CHIPs to address the SDoH and 
advance health equity. Understanding of the CHIP devel-
opment process may provide valuable insight around best 
practices and opportunities for strengthening community 
health planning efforts. Therefore, the objectives of this 
study were to: (1) Inventory the SDoH domains included 
in CHIPs; (2) Examine the facilitators and challenges 
faced by LHDs and their partners when developing and 
adopting strategies that address the SDoH; and (3) iden-
tify opportunities to improve the capacity of LHDs and 
their partners to address the SDoH through the CHIP 
planning process.

Study data and methods
This research involved two components: a descriptive 
content analysis of a sample of CHIPs and key informant 
interviews to understand perceptions of the CHIP devel-
opment process.

Sample plans
Using convenience sampling, this study focused on the 
most recent CHIP adopted at 121 local health department 
demonstration sites, whose original plans were selected 

by NACCHO to serve as demonstration sites and exam-
ples of high-quality CHIPs. These plans received fund-
ing from NACCHO to support the planning process and 
ongoing technical assistance (e.g., identifying data needs, 
providing guidance on conducting focus groups, intro-
ducing CHIP leaders to different data sources and meth-
ods, etc.) [29, 30]. Having benefited from both financial 
and technical support, these plans were better equipped 
to manage some of the challenges that can arise during 
the planning process (e.g., inadequate resourcing and 
expertise). Sampled local health departments, more than 
half of which are accredited, covered different regions of 
the U.S. and served populations ranging from 20,000 to 1 
million people across urban, suburban, rural, and frontier 
communities (Table 1).

Plan evaluation instrument design
Plan evaluation scholars have studied the quality of 
plans, since the early 1990s, to identify their strengths 
and weaknesses and judge their overall quality based on 
standardized criteria. In using these standards of good 
practice, plan evaluations function as a learning tool to 
improve the content, quality, and processes of existing 
and future plans [31–36]. While historically this body 
of work has covered diverse topics, including sustain-
able development, affordable housing, natural hazards, 
and environmental protection [37], plan evaluations have 
recently directed more explicit attention to public health 
[38], including community design [39, 40], physical activ-
ity [41], and food systems [36, 42].

A plan evaluation protocol was developed in line 
with standard methods of prior plan evaluation stud-
ies described above. First, a new evaluation instrument 
(Additional file 1: Appendix A) was developed, compris-
ing a framework to assess the extent to which CHIPs 
address the SDoH. Healthy People 2030 (HP2030) was 
used to define five SDoH domains: 1) economic stabil-
ity, 2) education access and quality, 3) health care access 
and quality, 4) neighborhood and built environment, and 
5) social and community context. To avoid double cod-
ing, we retained objectives related to housing under the 
neighborhood and built environment domain and objec-
tives related to promoting positive relationships at home, 
at work, and in the community (e.g., health literacy, fam-
ily and community relationships, and bullying) under the 
social and community context domain. Because efforts to 
address food access and healthy eating are often cross-
cutting, involving multiple domains, we coded objectives 
related to food security, access, and healthy eating under 
the domain they most closely aligned like the neigh-
borhood and built environment domain (e.g., access to 
healthy food retail).

1 Barry-Eaton and Ingham County were originally part of a single jurisdic-
tion alongside Clinton County: the Healthy! Capital Counties. Since the 
original joint plan, Barry-Eaton and Ingham have pursued separate CHIPs, 
and we evaluated those plans separately, resulting in a total of 13 CHIPs.
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Second, in order to assess the quality of plans, stand-
ard content analysis techniques were applied whereby for 
each SDoH domain, we evaluated on plan quality char-
acteristics related to fundamental elements of a plan: 
goals and objectives (i.e., statements of future desired 
conditions that drive the plan and proposed actions), 
data (i.e., analysis of baseline and/or future conditions), 
proposed strategies (i.e., actions or recommendations to 
achieve the stated goals), and monitoring and evaluation 
(i.e., indicators to track progress toward stated goals). To 
evaluate plan quality characteristics related to equity, we 
drew from a plan equity evaluation tool developed by 
Loh and Kim, who broadly define equity in planning as 
increasing agency and expanding access to resources and 
opportunities for those who are marginalized. Impor-
tantly, a plan oriented toward equity would also be cre-
ated through an inclusive public participation process 
[43]. Therefore, additional indicators were included to 
assess how equity appeared in plans, whether under-
served communities were identified, and whether obsta-
cles to implementing equitable policies were discussed. 
Additionally, we evaluated characteristics of the planning 
process, including descriptions of the public participation 
process, how officials engaged historically marginalized 
groups, and how community feedback was incorporated. 
Finally, given growing concerns around coordination in 
local planning, one indicator was included to determine 

the level of integration of proposed strategies across the 
SDoH domains [44].

A total of 28 indicators were used to evaluate plans. 
Following other plan quality evaluations, each indicator 
in the evaluation instrument was assigned a score on of 
0 (not present), 1 (present, but limited in scope or detail), 
or 2 (present with details, comprehensive, and action-
able). Plans could receive a maximum total score of 40 
for the five domains of the SDoH (i.e., a maximum score 
of 2 for each fundamental element of a plan: goals and 
objectives, data, proposed strategies, monitoring and 
evaluation); 2 for integration of proposed strategies, and 
14 for overall equity orientation including inclusive plan-
ning processes (i.e., a maximum score of 2 for each equity 
indicator).

Sample of key informant interviews
Interviews were first conducted with personnel identified 
in CHIP planning documents as leaders of the develop-
ment process. Using snowball sampling, we recruited 
additional key informants who were identified as other 
key participants (e.g., staff at partnering hospitals, non-
profits, and public agencies) involved in the development 
of their jurisdiction’s CHIP. We attempted to contact 
CHIP personnel a minimum of three times before end-
ing their recruitment. Interviews took place over Zoom 
between March and September 2022.

Table 1 Summary of local health departments reviewed in the study sample

a 2020 US Census Bureau estimates
b The Thomas Jefferson Health District was renamed the Blue Ridge Health District on Jan. 1, 2021
c The East Central Public Health Coalition comprises Health Department representatives from 8 counties: Chase, Coffey, Franklin, Greenwood, Lyon, Morris, Osage, and 
Wabaunsee

Agency /Consortium Year of 
CHIP 
Adoption

State Jurisdiction Level Size of 
Population 
 Serveda

Urbanicity Original 
Year of 
Accreditation

Alachua County Health Department 2020 Florida County 278,468 Urban, Rural 2016

Austin/Travis County Health 
and Human Services Department

2018 Texas City/County 1,290,188 Urban, Rural, Suburban 2016

Barry-Eaton District Health Department 2016 Michigan County 109,175 Urban, Rural, Suburban 2016

Blue Ridge Health  Districtb 2019 Virginia Multi-County 212,567 Urban, Rural, Suburban 2015

Central Valley Health District 2018 North Dakota Multi-County 23,469 Rural 2015

East Central Kansas Public Health 
Coalition

2012 Kansas Multi-Countyc 103,152 Semi-urban, Rural, Frontier Not Accredited

Gallatin City-County Department 2019 Montana County 118,960 Rural, Suburban 2015

Ingham County Health Department 2019 Michigan County 284,900 Urban, Rural, Suburban 2019

Kittitas County Health Department 2018 Washington County 44,337 Rural Not Accredited

New Orleans Health Department 2021 Louisiana City 383,997 Urban 2014

Norwalk Health Department 2019 Connecticut Multi-City 167,804 Urban, Suburban 2014

Plumas County Public Health Agency 2016 California County 19,790 Rural, Frontier 2018

San Francisco Department of Public 
Health

2012 California City/County 873,965 Urban 2017
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To better understand why certain SDoH were or were 
not included in these CHIPs and what opportunities 
there might be for advancing their integration in CHIPs, 
we constructed the interview guide to align with how 
each plan scored on the SDoH evaluation instrument. 
Specifically, we began each interview by asking partici-
pants to describe the CHIP planning process, their role 
and the role of their organization in the CHIP’s devel-
opment, and the goals and aspirations of their commu-
nity’s CHIP. We then asked participants to describe how 
community partners were involved in the plan’s crea-
tion and how CHNA data guided the CHIP’s goals and 
priorities. Finally, we asked a core set of questions about 
CHIP strategies related to the SDoH domains (e.g., eco-
nomic stability). In cases where a plan did contain actions 
related to a given domain, we asked what the actions 
were trying to achieve, who was involved in their crea-
tion, whether and how proposed actions would reduce 
inequities, and what, if any, facilitators or challenges 
there were to including these actions. For plans that did 
not include actions related to a given domain, we asked 
whether these actions were discussed and whether there 
were any reasons for their exclusion from the CHIP. The 
research team met regularly over the course of conduct-
ing interviews and iterated on the guide as key informant 
perspectives materialized. Each interview was conducted 
via Zoom, audio-recorded with the informant’s permis-
sion, and ranged from 60 to 90 min.

Data analysis
We analyzed the extent to which CHIPs addressed the 
SDoH by calculating individual and overall average 
scaled scores for the five SDoH domains, integration of 
proposed strategies, and equity orientation including 
inclusive planning processes. Consistent with prior plan 
evaluation approaches, CHIP scores were summed and 
then divided by the total number of maximum points 
for both the full plan and for each SDoH domain [42]. 
These scores were then multiplied by 100. Rescaling of 
scores from 0 to 100 facilitated comparisons across indi-
vidual SDoH domains. We also compared the raw aver-
age scores for each fundamental element of plans (i.e., 
data, strategies, goals, and monitoring) by SDoH domain 
to help explain variation in the respective SDoH domain 
scores.

To supplement the descriptive content analysis, tran-
scripts from key informant interviews were analyzed 
using Nvivo, Version 1.0 [45]. We first constructed a 
codebook using deductive codes based on our research 
questions and interview guide. In addition, we used 
memos and research team meeting notes written during 
the process of conducting interviews to identify addi-
tional inductive codes. Two coders piloted this initial 

codebook on 7 of the 32 transcripts and discussed cod-
ing discrepancies with the research team until reaching 
consensus. Both during and after pilot coding, the team 
continued to meet to modify, remove, and add codes 
as necessary. The final codebook was used by two cod-
ers to independently code each half of the 32 transcripts. 
We examined similarities and differences between codes 
to identify emergent thematic patterns across interview 
transcripts. Illustrative quotes were provided to add con-
text and clarity on themes.

Results
How CHIPs address the SDoH
Figure  1 presents individual and overall average scaled 
scores across the five SDoH domains, integration or 
proposed strategies, and equity orientation including 
inclusive planning processes. Additional file  1: Appen-
dix B identifies individual plan scores. Overall, CHIPs 
received an average SDoH score of 49 out of 100 and 
ranged from 30 to 70 (not shown). In terms of the SDoH 
included in CHIPs, the health care access and quality 
domain received the highest score. Twelve of the 13 plans 
received a score of 63 and above in the health care access 
and quality domain, with an average score of 77. CHIPs 
often either centered general health care access as a stra-
tegic priority or elevated access to specific health care 
services as a central goal of the plan. For example, one 
community prioritized access to behavioral health care 
services as one of its primary goals [46].

CHIPs also often addressed the neighborhood and 
built environment domain, though to a lesser extent than 
health care access and quality. For the neighborhood and 
built environment domain, CHIPs received an average 
score of 65, with scores ranging from 25 to 100. Although 
built environment goals were not typically among plans’ 
strategic priorities, they were frequently included as part 
of a strategy to address other health priorities. For exam-
ple, efforts to address chronic disease, obesity, nutrition, 
and access to care were often accompanied by strate-
gies to improve the built environment. In Greater Nor-
walk, for example, pedestrian infrastructure and active 
transport opportunities were recommended to address 
chronic disease and obesity [47].

Economic stability, the social and community context, 
and education access and quality were comparatively 
less prioritized in CHIPs. The economic stability domain 
received an average score of 44, ranging from 25 to 88, 
and the social and community context domain received 
an average score of 33, ranging from 0 to 88. The Blue 
Ridge Health District (BRHD) CHIP was the only plan to 
include clearly defined actions in both domains. Relative 
to the other SDoH domains, education access and quality 
averaged the lowest score of 26, ranging from 13 to 38. 
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This reflected the fact that education was often the least 
prioritized domain in each of the 13 plans.

To examine potential drivers of the overall differences 
between CHIPs addressing each SDOH, we also com-
pared raw scores for each fundamental element of plans 
across the five SDoH (Table  2). CHIPs received rela-
tively higher scores in relation to data informing all five 
domains, with an average score of 1.7. In other words, 
CHIPs often presented many types of data (e.g., quantita-
tive, qualitative, and spatial) on a broad range of health 
and SDoH topics (e.g., chronic disease, food insecurity, 
poverty, etc.). In contrast, CHIPs received scores below 
1 in relation to proposed strategies, goals and objectives, 
and monitoring and evaluation – meaning these funda-
mental elements of plans were often present but limited 
in scope or detail – though we found variability across 
the SDoH domains. CHIPs tended to score relatively 

lower on these fundamental elements of plans when 
addressing economic stability, social and community 
context, and education access and quality, compared to 
health care access and quality and the neighborhood and 
built environment. Notably, CHIPs scored particularly 
poorly on proposed strategies, goals and objectives, and 
monitoring and evaluation when it came to education 
access and quality. Most plans lacked strategies and goals 
related to this domain, and no plans included clear meas-
ures or plans to evaluate proposed strategies related to 
education.

With regard to integration, only three CHIPs recom-
mended actions that could support integrated strategies 
across the SDoH domains. Notably, a central cross-cut-
ting theme of the 2018 Austin and Travis County CHIP 
was transportation, which the plan elevated as means 
to alleviating several SDoH [48]. However, most plans 

Fig. 1 Average scaled scores for the SDoH domains, integration, and overall equity orientation

Authors’ Note: Plan scores were summed and then standardized for both the aggregate SDoH score and each individual SDoH domain. Scores were 
standardized by dividing scores by the maximum possible score (e.g., scores were divided by 8 for each of the SDoH domains). The bars represent 
the average of these standardized scores across the 13 plans, while the error bars represent the standard deviation

Table 2 Average scores for each fundamental element of plans by SDoH domain

Authors’ Note: Plans could receive a 0, 1, or 2 for each fundamental element of a plan. The above scores reflect the averages of these scores across all 13 plans

Domain Data Proposed Strategies Goals & Objectives Monitoring 
& 
Evaluation

Health Care Access and Quality 1.9 1.6 1.6 1.1

Neighborhood and Built Environment 1.8 1.4 1.2 0.8

Economic Stability 1.9 0.8 0.5 0.3

Social and Community Context 1.2 0.5 0.5 0.4

Education Access and Quality 1.8 0.2 0.1 0.0

Average 1.7 0.9 0.8 0.5
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(n = 7) did not recommend actions across all five domains 
or actions that could clearly support integrated change 
and, therefore, received a 0, resulting in an overall aver-
age score of 35 (out of 100) for integration. Similarly, 
CHIPs received an average score of 35 for overall equity 
orientation and inclusive planning processes, reflecting 
generally limited discussion related to equity as well as 
vague descriptions of the public planning processes used 
to both inform and develop the CHIPs. Of the 13 plans, 
only four CHIPs received scores above 50 for their equity 
orientation and inclusive planning processes.

Experiences with including the SDoH in CHIPs
Using snowball sampling, we spoke with 32 key inform-
ants involved in the development of 11 of the 13 CHIPs 
(one declined to participate and one could not be con-
tacted). The number of interviews with staff from each 
jurisdiction ranged from one to five. In total, we spoke to 
15 staff from LHDs, five staff from partnering hospitals, 
four staff from other local agencies (e.g., department of 
transportation), two staff from partnering universities, 
and six staff from other community partners (e.g., non-
profit organizations).

Table  3 presents themes, sub-themes, and illustrative 
quotes related to facilitators and challenges of includ-
ing the SDoH in CHIPs. Themes related to facilitators 
included the role of health disparities, local buy-in and 
interest in the CHIP, and public and partner support. 
Themes related to challenges included public and part-
ner support, perception of community need, connections 
between the SDoH and CHIP, and system capacity and 
integration. In the following section, we describe these 
themes in greater detail and, where applicable, note how 
they contributed to observed differences in the extent to 
which each of the five domains were included in CHIPs.

Facilitators of including the SDoH
Three key themes emerged related to facilitators of 
including the SDoH in CHIPs: specification of health dis-
parities, public and partner support, and buy-in for the 
CHIP. Within these themes, six sub-themes emerged, 
which we discuss in greater detail in the following 
section.

Specification of health disparities
By far the most common reason SDoH-related actions 
were included in CHIPs was because they addressed spe-
cific disparities, and CHIP leaders and partners could 
clearly articulate these connections. Key informants 
often discussed how their planning partners increasingly 
recognized that the disparities experienced by popula-
tions stemmed from wider structural inequalities. Mul-
tiple individuals described a clear understanding of how 

health care access and quality and the neighborhood and 
built environment impacted health, particularly through 
geographic access to services and resources. For example, 
one community partner noted that their neighborhood 
had few primary clinics and zero nearby urgent or emer-
gency care facilities, highlighting the need to address bar-
riers related to transportation and access.

“Well, certainly, we are very aware of the lack of 
access, because there aren’t…there are two clinics for 
primary care. There’s zero for urgent care and zero 
for emergency care. And we know that, while it’s dif-
ficult to get medical care, we know that access to oral 
health care and mental health care are even more 
acute.” – University Partner

These visible disparities underscored the impact of 
limited access to services and resources on health out-
comes, while data from the CHNA further affirmed the 
connections between the SDoH and public health prob-
lems. Indeed, CHIP leaders and partners often identified 
priority communities through population data analysis 
during the development of the CHNA or through advo-
cacy by CHIP partners whose experiences working in 
underserved communities helped inform opportunities 
to improve health through addressing the SDoH. For 
example, health systems data identifying uninsured pop-
ulations or longitudinal metrics identifying high-needs 
neighborhoods were utilized by several jurisdictions in 
the CHIP development process:

“Everyone can look at those maps that identify life 
expectancy at birth. And you’ll have two communi-
ties, especially in our area that can range anywhere 
from 56 to 97 years…So what are some of the other 
drivers that are addressing that?” – Hospital Partner

Public and partner support
Key informants also highlighted the critical role of public 
and partner support for advancing actions related to the 
SDoH. In many cases, actions related to the SDoH devel-
oped because partners in the planning process realized they 
had aligned interests and untapped capacity. For instance, 
in one community, this type of collaboration supported 
efforts to improve access to sidewalks and active transport 
by tapping into the capacity of transportation partners:

“Early on, one of the things that we were able to do is 
that we added a couple of folks that worked in trans-
portation..[we were] making sure they add more 
sidewalks, implementing things called great streets, 
and so it’s been helpful for us to make sure that we 
have transportation folks at the table.” – Health 
Department Staff
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Although these partnerships were broadly beneficial, 
many key informants noted the role that partnerships 
played in fostering the inclusion of actions specifically 
related to heath care access and quality and the built 
and neighborhood environment. For example, key 
informants described how strong partnerships with 
those who had funding or expertise (e.g., in improv-
ing access to health services, transportation) helped 
bring those resources into the planning process. In 
some communities, partner coalitions external to the 

CHIP planning process (e.g., coalitions around oral 
health, social safety net programs, behavioral health, 
etc.) aided in building an extended network that could 
be tapped into during the CHIP’s development. One 
key informant noted that making changes to their local 
behavioral health system was a large task that required 
sustained interest from many partners in order to be 
successful. Strong relationships and coalitions were 
ultimately key to sustaining this participation, even if 
progress was incremental or slow:

Table 3 Facilitators and challenges to including SDoH in CHIPs: key themes and illustrative quotes
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“We at least had a community coalition that was 
focused on this conversation and really thinking 
through ways to keep the conversation going even if 
we weren’t able to, you know totally revamp the sys-
tem and make, you know huge system-level changes. 
Just having willing partners that continued to show 
up, that felt that really important for this group.” – 
Health Department Staff

In addition to strong partners, key informants noted 
the importance of local political support, particularly 
for addressing the built and neighborhood environment, 
as actions to address this SDoH domain often required 
substantial investments in land and infrastructure. For 
example, adding sidewalks to improve walkability in one 
community was highly political because it required taking 
a portion of residents’ land. A lengthy engagement with 
community members helped to build the support neces-
sary to plan for and ultimately advance an expansion of 
sidewalks. In another community, the mayor was a major 
proponent of active transportation, which ultimately led 
to the development of a task force and commission that 
elevated the need to expand opportunities for walking and 
biking, which were then included in the respective CHIP.

Buy‑in for the CHIP
Key informants also identified the importance of local 
buy-in and interest in the CHIP from partners, policy-
makers, and the broader community as key facilitators. 
More specifically, individuals noted that community 
awareness and advocacy for the SDoH helped facilitate 
the inclusion of related actions in CHIPs in three ways. 
First, recognition that the CHIP was an appropriate vehi-
cle to address the SDoH led to greater support among 
these committed partners for including related goals and 
strategies. Second, this buy-in from community partners 
helped foster the collaborations needed to design and 
implement proposed strategies. Finally, elected officials 
in communities with broader buy-in and interest offered 
funding and opportunities to integrate the CHIP with 
other planning processes:

“It’s you know, a combination of public awareness 
and public, say pressure, but public advocacy for…
these kinds of changes and then a lot of new blood in 
city government who have already taken, you know, 
huge, huge strides to update transportation master 
plans, park and rec master plans, and our plan of 
conservation and development.” – Health Depart-
ment Staff

Challenges to including the SDoH
Four themes emerged related to the challenges key 
informants experienced when trying to include the SDoH 

in their CHIPs: (1) perception of community need, (2) 
public and partner support, (3) connections between 
the SDoH and health, and (4) system capacity and inte-
gration. Among these themes, we identified eight sub-
themes, which we describe in this section.

Perception of community need
Much of the work included in CHIPs reflected a recog-
nition that there was a disparity in the community that 
needed to be addressed. A perception of community 
need, often informed by data or testimony from part-
ners, enabled the inclusion of many strategies. Yet, in 
some cases, CHIP leaders perceived a lack of need related 
to the specific SDoH, which led to their exclusion. This 
was the case for several key informants with regard to the 
neighborhood and built environment. Many individu-
als believed that partners were already leading efforts in 
this domain, which further de-emphasized the perceived 
need to address it through the CHIP process:

“I think there was some discussion about the built 
environment where we had talked about some of the 
projects that were going on, like extending pathways 
which has happened. There’s actually been quite a 
bit of work to extend some walking pathways. And 
we do have a fairly new bus service…So, I feel like 
those weren’t as high as priority areas because there 
was quite a bit of work in that area…” – Hospital 
Partner

Key informants reported similar reasons when discuss-
ing why education was excluded, though, whereas they 
often perceived prior work among partners as contrib-
uting to a lack of community need in the built environ-
ment, the perceived lack of need in the education access 
and quality domain appeared to be the result of how key 
informants engaged with education-related data. Multi-
ple key informants described education at the population 
level and rarely mentioned disparities in access or quality:

“You know I don’t remember that being as significant 
conversation or concern. You know, we actually have 
a pretty decent high school graduate rates, and we 
have a university in our community. So, like overall 
when you look at education levels in our commu-
nity, they’re you know higher than a lot of other rural 
communities.” – Health Department Staff

Public and partner support
Although public and partner support was often identified 
as a facilitator of including the SDoH, it was also an obsta-
cle in many jurisdictions. Both mistrust and competition 
among partners challenged leaders’ efforts to identify and 
include certain strategies. In some cases, partners at the 
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table had conflicting internal priorities that narrowed the 
strategies and actions they supported. For example, one 
CHIP sought to improve access to fruits and vegetables 
in convenience stores, but selling fruits and vegetables at 
affordable costs was out of sync with store owners’ profit 
goals. In other cases, mistrust limited partners’ willing-
ness to work together to help underserved populations. 
In one jurisdiction, larger organizations such as the local 
university were perceived as extracting resources and 
investing only in its own interests, leaving other parts 
of the community behind. These pre-existing tensions 
impacted the degree of mutual trust and partners’ inter-
est in collaborating:

“A lot of other community partners view [the Uni-
versity] as a bully because they take all the funds 
and all the resources. Like, they develop parts of the 
county around the university and then other towns 
and regions were sort of like left in the dust to gen-
trification and modernization…there would be 
some distrust or lack of willingness to partner with 
the [University], and some of these things, because a 
lot of the community thought they were being taken 
advantage of.” – Health Department Staff

As leaders of the CHIP, LHD staff also often struggled 
to walk the line of advocacy. Many strategies intended 
to address the SDoH require substantial investment and 
systems change in communities, but LHD staff faced 
the possibility of reprisal if they were seen as sponsoring 
specific policies in conflict with state leadership. In one 
community, staff feared that disagreeing with the state 
government or advocating for specific policies risked 
undoing efforts to address health disparities, as the state 
could reduce funding for indigent patients:

“There’s political payback if you go against the cur-
rent administration. The government administra-
tion, they can cut your funds. And so, it’s kind of 
dicey…the fear was that if we spoke against the state 
or lobby politically against the state that that would 
impact the money that we got for taking care of indi-
gent patients.” – Health Department Staff

Finally, in some cases, there were no partners at the 
table to advocate for or advance strategies related to spe-
cific domains. Because many strategies were included 
as a result of specific partners’ advocacy or partnerships 
that emerged during the planning process, the absence 
of key partners could effectively eliminate the possibility 
of addressing certain SDoH. For example, key informants 
often noted that school systems and educational partners 
were difficult to engage in the planning process. Without 
the involvement of educational partners, strategies to 
address this SDoH domain were almost always left out.

Connections between the SDoH and health
For some domains (e.g., health care access and quality, 
the built and neighborhood environment), the connec-
tion to health, as well as the role of the CHIP in address-
ing this connection, was evident. For other SDoH, like 
economic stability, several key informants felt that there 
was an unclear connection. A lack of direction for how 
proposing actions to support steady incomes fit within 
the purview of CHIPs or uncertainty about whether 
CHIP partners had the skills and relationships needed 
to implement the desired changes led to their exclusion 
from plans:

“I do know that we had a conversation around what 
are the things that we can…that we could actually 
impact and have some control over and be and actu-
ally move make some progress on, and I don’t think 
that economic stability was something that we really 
knew how we could fit into the CHIP around our pri-
ority areas.” – Healthcare Partner

System capacity and integration
One of the chief challenges to including the SDoH in 
CHIPs was limited capacity. Leaders of the develop-
ment process frequently shared that limited funds, staff-
ing, expertise, and infrastructure (e.g., lack of food retail, 
lack of substance use treatment facilities, etc.) limited the 
types of actions considered or ultimately adopted, par-
ticularly when it came to addressing issues related to eco-
nomic stability and the social and community context. 
For rural communities in particular, these challenges 
limited the scope of the CHIP. For example, in one rural 
community the lack of behavioral health care providers 
restricted what CHIP partners could ultimately include 
in the plan:

“We don’t have any rehab facilities; we don’t have 
any day treatment centers. So, when you’re trying to 
bring a bunch of people together to come up with a 
way to address behavioral health and you don’t have 
the basic behavior health infrastructure in place it’s 
extremely challenging to make any meaningful last-
ing change.” – Hospital Partner

Finally, key informants also identified fragmentation of 
local networks and institutional silos as additional chal-
lenges throughout the planning process. For example, 
disconnected networks made it difficult to map existing 
work among partners. Some communities, for instance, 
had a wealth of partners and working committees within 
their jurisdictions but did not have a consolidated 
resource to identify all relevant partners and activities 
that could be leveraged in the CHIP. Partners also often 
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had different data and confidentiality standards, making 
data sharing that could help prioritize actions to address 
health disparities more challenging. For example, one key 
informant identified siloed healthcare data and confiden-
tiality issues as a barrier to integrating service planning 
and delivery:

“Different agencies have different standards of confi-
dentiality and it’s been a struggle for instance, to be 
able to include our mental health providers in things 
like the health commons because their confidenti-
ality needs are so much higher than other agencies 
… the siloing is written into the financial, it’s writ-
ten into the way confidentiality restrictions work.” – 
Non-profit Organization Partner

Recommendations from CHIP leaders and partners
Key informants also reflected on their needs and recom-
mendations for how to improve the CHIP planning pro-
cess and foster greater inclusion of the SDoH. Table  4 
presents recommendations that emerged around three 
key themes: (1) center equity and structural change, 
(2) improve collaboration, break down barriers, and (3) 
revise logistics, planning infrastructure. Table 4 presents 
these themes alongside specific examples provided by key 
informants.

Center equity and structural change
Some key informants believed their planning processes 
could have more fully addressed the SDoH by further 
centering health disparities and emphasizing strategies 
related to structural (e.g., policy) change. For example, 
one LHD staff member noted that their community’s 
planning process did not prioritize identifying and miti-
gating heightened barriers to accessing services and 
resources among vulnerable subpopulations, and as a 
consequence, the CHIP reflected this gap in its relative 
lack of attention to health disparities. In another commu-
nity, a hospital partner whose CHIP scored highly noted 
that, while proud of the CHIP, much of the planning pro-
cess focused on individual-level strategies (e.g., behavior 
change) as opposed to upstream policy changes. Because 
of this, their community had decided that future planning 

would more intentionally center policy change in its 
CHNA and CHIP, with the goal of producing actions that 
could make more substantive impacts on the SDoH.

Improve collaboration, break down barriers
Reflecting a recognition that community partner par-
ticipation often facilitated and shaped the SDoH actions 
included in CHIPs, key informants often spoke of the 
need for improved collaboration. Some noted that 
more clearly communicating expectations for participa-
tion in the planning process could help ensure time and 
resource commitment from partners throughout the 
CHIP’s development. For example, key informants identi-
fied memorandums of understanding (MOUs) as a tool 
that could improve communication, expectation setting, 
and accountability. Many also indicated that CHIP lead-
ers needed to do a better job engaging partners and the 
public in the planning process. For example, one key 
informant noted that, without these voices, CHIP priori-
ties and actions might fail to align with actual community 
needs. Key informants mentioned providing incentives 
like childcare and financial compensation as strategies 
that might help enhance community engagement, as well 
as diversifying methods of qualitative data collection 
and community input (e.g., focus groups, surveys, pho-
tovoice, etc.). Another noted that giving partners more 
ownership of the process could help make the CHIP 
more holistic in its approach to improving community 
health. Finally, some key informants indicated that local 
strategic plans could link to each other (e.g., comprehen-
sive plans) to improve partner and resource alignment 
and help overcome challenges related to data sharing 
between institutions.

Revise logistics, planning infrastructure
Many key informants also expressed a need to revise the 
infrastructure and logistics of the CHIP planning pro-
cess. Several noted that the requirement that CHNAs be 
completed every 3 years lead to short timelines between 
CHIPs, which can rush the planning process and make 
it difficult to observe any progress in indicators between 
plans. Some suggested that lowering the frequency (e.g., 
every 5  years) would help communities develop more 

Table 4 Recommendations to Improve CHIP Planning Process and Foster Inclusion of the SDoH
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robust plans and promote more meaningful progress in 
their priorities.

Altogether, the most significant needs CHIP leaders 
and partners identified were related to resources and 
improving the infrastructure supporting the develop-
ment of CHIP. Greater dedicated funding could help 
LHDs more effectively staff the planning process and 
compensate community members to improve commu-
nity engagement. Similarly, some key informants noted 
the need for improved planning infrastructure. Many 
people involved in the development of CHIPs had full-
time jobs, making the CHIP secondary to those respon-
sibilities. As an alternative to relying on people with 
other commitments to run the process, key informants 
suggested the use of regional coordinators and dedicated 
‘backbone staff’ to facilitate engagement and planning 
efforts, though the use of these external facilitators would 
again require greater investment in the CHIP planning 
process. Lastly, the use of MOUs and data use agree-
ments was suggested to ensure fair and transparent data 
access during the development of the CHNA and CHIP.

Discussion
This study represents a first look at how CHIPs address 
the SDoH, presenting the results of a content analysis 
coupled with qualitative findings from key informants 
who led the development of CHIPs in different juris-
dictions across the country. Results from this analysis 
extend the existing literature on community health plan-
ning with important implications for efforts to further 
the success of CHIPs to address the SDoH and advance 
health equity.

Interviews with LHD staff and partners highlighted 
how their understanding of the connections between the 
SDoH and health disparities, as well as the availability of 
data informing these connections, facilitated the inclu-
sion of SDoH in CHIPs. Given previous research has 
found that CHIP priorities often do not address health 
disparities [26], findings from this study suggest potential 
shortcomings in the availability and types of data used for 
the CHNA and CHIP. Indeed, a study of 10 model CHIPs 
found that the data used for CHNAs and CHIPs was typi-
cally at the county level and could not be used to iden-
tify sub-populations or disparities of interest (e.g., health 
disparities by socioeconomic status) [49]. In addition, 
our findings indicate that CHIP participants may more 
readily understand the connections between certain 
SDoH (e.g., the built and neighborhood environment) 
and health than other SDoH domains (e.g., economic 
stability). Therefore, future research should further inves-
tigate how CHIPs can better engage in these less tradi-
tional public health topics, such as economic stability and 
development, by drawing clearer connections with health 

and health disparities, including bolstering the measure-
ment of them, especially at the local level.

Findings also revealed nuances about the ways in which 
partnership dynamics affected the CHIP development 
process. Strong collaboration and relationship-building 
between partners and with the broader community was 
reported to be one of the greatest facilitators of CHIP 
development, which aligns with existing literature on 
public health management and governance that empha-
sizes the importance of trust and relationship building 
[25, 50–52]. We learned that mistrust of even a single 
partner (e.g., a local university) can impede efforts to col-
laboratively address the SDoH, despite overall high levels 
of trust between partners [50]. Additionally, diversity in 
partner engagement can foster the inclusion of SDoH in 
CHIPs, particularly in smaller jurisdictions [53].

Even when CHIP partner interests aligned in address-
ing the SDoH, limited organizational and system capac-
ity undermined related efforts. These results corroborate 
existing literature documenting capacity challenges in 
community health planning and programming, especially 
around the need for technical expertise [54, 55]. Staffing, 
resources, and expertise, when lacking, often precluded 
efforts to address the SDoH through the CHIP. In one 
study, Carroll et a. identified jurisdictional size as a factor 
influencing inclusion of the SDoH in CHIP development 
and suggested that health departments covering larger 
jurisdictions may have more resources and technical 
expertise facilitating this [53]. This distinction was less 
clear in our data, as jurisdictions described organizational 
capacity as a challenge for CHIP development regardless 
of size. However, health departments with larger partner 
networks and resource bases (e.g., Alachua, Austin, Blue 
Ridge) also scored higher in our evaluation for the SDoH 
inclusion [48, 56, 57]. While funding was understood to 
be a universal challenge, health departments may have 
differing specific capacity building needs based on juris-
dictional size that future work should aim to clarify.

Recommendations from key informants to improve the 
development process and foster greater inclusion of the 
SDoH focused on centering equity and structural change, 
improving collaboration and breaking down barriers, 
and revising CHIP logistics and infrastructure. Calls for 
centering equity and structural change aligned with our 
finding that plans scored poorly on overall equity ori-
entation and language around inclusive planning pro-
cesses. Several studies have described how equity in 
planning, broadly, is consequential for the distribution of 
resources and opportunities towards systematically dis-
advantaged and marginalized populations [43, 58], and 
equity in community health planning is no exception. 
One way to build capacity for centering health equity in 
CHIPs is by encouraging local health departments and 
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CHIP developers to complete an organizational health 
equity capacity assessment upfront, to help them assess 
their understanding of and readiness for health equity 
[59]. This exercise could not only promote a greater 
understanding of equity but also use of a health equity 
lens when completing the CHIP. In addition, NACCHO 
recently updated its MAPP tool to elevate health equity 
and disparities in the planning process. Centering equity 
in tools like MAPP, which are used by many communities 
to develop their plans, may help to foster greater inclu-
sion of the SDoH and health equity in CHIPs moving 
forward. Future work should prioritize examining how 
revisions to the MAPP framework impact the develop-
ment and implementation of CHIPs.

Community partners played a key role in shaping CHIP 
strategies related to the SDoH, but many key inform-
ants nonetheless expressed a need for both improved 
partnership and greater community engagement, which 
is consistent with past literature identifying a lack of 
commitment from community partners as a major chal-
lenge for CHIPs [25]. Although LHDs frequently lead 
the development of CHIPs, the plans are intended to 
be multi-sectoral and collaborative, and these partner-
ships can help empower communities and their LHDs to 
address SDoH alongside issues more traditionally viewed 
as within the purview of LHDs (e.g., sexually transmit-
ted infections). Ultimately, residents, stakeholders, and 
experts should be able to come together to engage in 
shared plan and decision making where at least some 
power is transferred to nonexperts [43, 60–62]. In other 
collaborative decision-making processes, group model-
building or World Café-style discussions have been uti-
lized to establish a common understanding of broader 
community needs and the value of addressing the SDoH 
through the CHIP, which may help to improve commu-
nity member participation—a shared goal of many of the 
jurisdictions that participated in this study [63, 64]. Pre-
existing local coalitions (e.g., social safety net coalitions) 
also helped strengthen relationships and support broader 
partner participation in the planning process; therefore, 
establishing and maintaining similar arrangements can 
help improve collaboration between local partners dur-
ing a CHIP’s development.

But even for jurisdictions with both strong partnerships 
and a clear understanding of the connections between 
the SDoH and health disparities, limited infrastructure 
and resources available to support CHIP planning pro-
cesses impeded efforts to address the SDoH through 
the CHIP. For example, many jurisdictions experienced 
challenges with data sharing, lacked technical expertise, 
and expressed a need for improved data infrastructure. 
Data gaps in general are hindering learning and progress 
towards equitable health outcomes [65–67]. Example 

MOUs, as well as dedicated legal staff and resources, is 
a potential strategy to help ensure that effective data 
sharing agreements are in place throughout the plan-
ning process [68]. Additionally, existing innovations in 
the field that could address these challenges include data 
sharing initiatives like the Data Across Sectors for Health 
(DASH) initiative funded by the Robert Wood Johnson 
Foundation [69], that provide a single streamlined plat-
form for partners to share and view public health data. 
Policy and regulatory changes that allow for aggregate 
health data sharing could also enhance collaboration. For 
instance, Rosenbaum (2016) identified potential modifi-
cations to IRS regulations that would strengthen the abil-
ity of non-profit hospitals to implement CHNAs [70].

More broadly, the inclusion of the SDoH in CHIPs 
requires dedicated staff and additional funding to help 
facilitate strategic partnerships and planning. For rural 
jurisdictions in particular, health department staff were 
often stretched thin and had little capacity to lead the 
planning process and monitor progress. Having a dedi-
cated “taskmaster” would help to keep planning processes 
on track, improve partner engagement, and promote 
accountability. Still, even larger and more well-resourced 
jurisdictions described the need for “backbone support” 
to support engagement and the process of prioritizing, 
executing, and monitoring the CHIP, as many partners 
at the table have jobs beyond their participation in the 
CHIP. Indeed, resource limitations are often described 
as one of the biggest challenges to CHIP planning efforts 
[25, 52]. Other key informants similarly noted that hav-
ing someone lead who doesn’t have a “vested interest” in 
any specific public health issue would help manage the 
diverse voices and interests at the table. Finally, resources 
like childcare and stipends were also identified as crucial 
to improving public participation. Without these sup-
ports, public engagement, which key informants identi-
fied as important for ensuring CHIP priorities align with 
community needs, may continue to flounder. In sum, 
greater investment in CHIP planning infrastructure can 
potentially help sustain planning efforts, manage diverse 
partner interests, and improve partner and community 
engagement.

There are various limitations of this study. First, the 13 
plans evaluated may not be representative of all CHIPs. 
However, their first iterations were considered model 
plans due to their receipt of support from NACCHO, 
and therefore, served as a starting place to explore our 
research questions. Second, key informants from two of 
the 13 plans did not participate in the interviews, and it 
is possible that their insights would have differed from 
other interview participants. However, leaders from one 
of these plans, Barry-Eaton, worked closely with Ingham 
County leaders during their planning process, and Eaton 
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County is adjacent to Ingham County, suggesting that 
their insights and experiences might be similar. Third, 
the dates of each jurisdiction’s most recent CHIP varied, 
and it is possible that recall bias differentially impacted 
what the key informants recalled about their plans’ 
development. To help address recall bias, we shared the 
plans before the interviews and encouraged key inform-
ants to read and reference the plans directly during the 
interviews. Finally, state governments may vary in both 
the support they provide and the requirements they set 
for local CHIPs. This study does not explicitly capture 
this variation, which may further explain differences 
between plans, but key informants were free to share 
their experiences of state funding and requirements dur-
ing interviews.

Despite these limitations, this study extends the litera-
ture on the inclusion of the SDoH in CHIPs and reveals 
opportunities to further understand how CHIP par-
ticipants strategically plan to address population health 
and health disparities in their communities. First, to the 
extent that CHIPs address the SDoH, additional research 
is needed to understand how successful these efforts are 
in achieving their desired outcomes. Second, greater 
attention on engaging marginalized or historically dis-
advantaged is warranted. Specifically, researchers should 
examine best practices for engaging marginalized popu-
lations, as well how improved engagement translates to 
CHIP development and implementation. Third, given 
the importance of partner engagement and trust, future 
work should examine how these relationships and organ-
izational structures (e.g., local coalitions) impact CHIP 
development. Finally, research is needed to understand 
whether and how incorporating equity in the planning 
process (e.g., through the MAPP framework) leads plans 
to more directly addressing health equity and disparities.

Conclusion
CHIPs have the potential to improve population health, 
yet no study has evaluated how they address different 
domains of the SDoH. This study is the first to examine 
the extent to which some CHIPs address the SDoH and 
describe the factors that shape their inclusion and exclu-
sion. Our findings suggest that there are notable gaps in 
the inclusion of economic stability, the social and com-
munity context, and education access and quality in 
these plans. However, there are also opportunities to fur-
ther their inclusion by improving data infrastructures, 
expanding CHIP resources, broadening community 
engagement, and centering equity.
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