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INTRODUCTION
The Community Health Improvement Plan (CHIP) is a long-term roadmap shaped by
community-identified needs. While the Central Minnesota Alliance (CMA) and

regional partners support and coordinate the work, the plan ultimately belongs to
To view or download the

2025-2028 Community
Health Improvement Plan

the community. The CHIP outlines how CMA and its partners are responding to
priorities identified in the most recent Community Health Needs Assessment (CHNA).

CMA’s work is grounded in collaboration across Benton, Sherburne, and Stearns

counties, along with CentraCare and a broad network of community organizations. and the most up-to-date

Together, partners are advancing shared priorities in , versions of the action

plans, visit CentraCare’s

Community Stability, and —areas that reflect the region’s

commitment to mental well-being, substance use prevention, family and economic Community Health

stability, and equitable access to health-promoting services. Progress in these areas is Improvement Plan Page
only possible through coordinated, cross-sector action. CMA is responsible for
facilitating, monitoring, and reporting on CHIP implementation in alignment with
Minnesota Statutes §145A and Public Health Accreditation Board standards, ensuring

'Ql

health requirements. Furthermore, information will be provided for the Internal Community Health
Improvement Plan

that the plan remains accountable to both community needs and statewide public

Revenue Service (IRS) Report tax form on behalf of CentraCare, describing CHNA
components, prioritization process, partners, and how input from the community - en
was utilized.

This 2026 Community Health Improvement Plan Annual Report covers the period
from July 2025 through the end of June 2026.

The purpose of this annual report is twofold:

« communicate progress

« make revisions https://www.centracare.com
Communicate Progress /app/files/public/4e2456ae-
This report communicates the progress made by the organizations working on the 8636-41f2-b813-
county’s top identified health issues and implementing strategies in the 2025-2028 769d295ad1d/Wright-
CHIP. Strategies are being implemented in collaboration with stakeholders, partners, County-Community-Health-
and the community. The Progress Notes column reflects activity over the past year. Collaborative-CHNA-CHIP-
Make Revisions 2025-2028.pdf

The annual report also provides an opportunity to revise the 2025-2028 CHIP.
Revisions can be based on the feasibility and effectiveness of the strategies and/or
changing priorities, resources, or community assets. Under each priority data

indicator, the 2025-2028 CHIP strategies are shown with action plan activities.
The CHIP implementation committee and Joint CMA-Granite Table (GT) data
committee together monitor the action plans on a monthly basis, and provide

updates to the CMA advisory committee on a quarterly basis. Community partners

are contacted as needed to obtain progress notes and discuss action plan revisions.

CMA extends its sincere appreciation to our partners and stakeholders who serve on

the Community Health Assessment Committee and any team taking action on the
2025-2028 strategies. Page 2 of 27


https://www.centracare.com/app/files/public/4e2456ae-8636-41f2-b813-f769d295ad1d/Wright-County-Community-Health-Collaborative-CHNA-CHIP-2025-2028.pdf
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EXECUTIVE SUMMARY

The Central Minnesota Alliance (CMA), in partnership with Benton, Sherburne, and

Yo

Stearns Counties, CentraCare, and numerous community organizations, continues to
advance the 2025-2028 Community Health Improvement Plan (CHIP) through a shared
commitment to improving the health and wellbeing of residents across the region.
Guided by the findings of the Community Health Assessment, the CHIP focuses on three
interconnected priority areas: Community Connection, Community Stability, and

Community Access.

Community
Stability
Housing, financial

insecurity,
childcare, food
insecurity

2

Parent Advisory
The first year of CHIP implementation focused heavily on building the foundation Committees

necessary for long-term, sustainable impact. Across all three priority areas, CMA Developed
primary focus is on strengthening regional relationships, engaging new stakeholders,
expanding cross-sector collaboration, establishing shared data and communication 8

structures, and creating the infrastructure needed to support collective action. This

Staff completed
Family Resource
counties, launching collaborative planning processes, and identifying opportunities for Center Standards
Training

work included developing new partnerships, aligning efforts across organizations and

shared learning and coordinated service delivery. While many activities were focused on
building capacity and infrastructure, these efforts also generated meaningful progress

toward CHIP goals and established a stronger framework for future implementation.

As CMA enters the second year of the 2025-2028 CHIP, partners will build on the strong
foundation established during Year 1. Efforts will focus on expanding and strengthening
regional partnerships, refining processes that allow organizations to share data to
understand community needs and measure impact, and creating opportunities for
coordinated regional action. By continuing to align resources, share learning, and work
across organizational and county boundaries, partners will be better positioned to
advance the goals of Community Connection, Community Stability, and Community

Access throughout Central Minnesota.

Page 3 of 27



Activity 1: Expand community

partnerships on shared
definitions of social capital and
metrics to discuss social
infrastructure and social
connection leveraging the
existing St Cloud Area Social
Capital Survey

Timeframe:
July 1, 2025 -
June 30, 2026

Strategy Lead:

CMA Regional Coordinators,
Designated Process Manager at
each Partner Agency

# community
organizations or
partners involved in
identifying shared
definitions and
metrics about social
capital, social
infrastructure, and

social connection

Dollar amount
invested in social

infrastructure

# of Economic
Development
representatives
involved in
Community

Connection work.

« Strengthening community engagement and cross-
sector partnerships: Participation in regional
boards, coalitions, and collaboratives (Community
Aid Elk River (CAER) Board, Children’s Mental
Health Collaborative, Substance Use Prevention
Coalition, Central Region Mutual Aid); community
conversations, surveys, and outreach (City Councils,
Promise Neighborhood, Family Resources Center
(FRC) assessment); partnerships with clinics,
libraries, nonprofits, and community sites (Odam
Medical, True North, Sauk Centre Library,
Community Out Post (COP) House, Goldenrod
Glen).

« Coordinating community connection events and
outreach: Participation in Foley Community
Connect Expo, Project Connect, United Way
Community Connect events, and mental
health/resource fairs.

« Advancing mental health, substance use, and
wellness initiatives: Screening, Brief Intervention
and Referral to Treatment (SBIRT) training, harm
reduction discussions, Tri Wellness at Work,
wellness committees, and Local Advisory Council
engagement.

« Using shared data, metrics, and grant activities:
Community surveys, Behavioral Risk Factor
Surveillance System (BRFSS) indicators, county
performance measures (“poor” mental health
days), youth opportunity grant, and Park & Rec data
support.

Page 4 of 27



Activity 2: Develop a social
infrastructure mapping tool for
3-county region to outline
spaces both hard (buildings,
roads, parks) and soft (support
groups, community gatherings,
youth groups) to display gaps
and opportunities for growth in
social capital and social
connections, identify and
create awareness around
opportunities around social

connection.

Timeframe:
July 1, 2025 -
June 30, 2026

Strategy Lead:

CMA Regional Coordinators,
Designated Process Manager at
each Partner Agency

# of GIS Map
Features identified

Mapping community resources and service
networks: Conducted mapping of substance use
treatment locations and Connection Partner
networks (College Saint Benedicts (CSB) student
project), including resources connected to Bluestar
Project and Child Protection & Permanency.
Collecting and analyzing data to inform
infrastructure planning: Gathered and reviewed
community needs and system data through the
Family Resource Center (FRC), Perks survey, co-
responder data/performance measures, and impact
tracking to support mapping and prioritization.
Developing and sharing tools to improve resource
visibility: Supported creation and promotion of the
Helping Central MN website and shared findings
through BRIDGES and Family Resource Center (FRC)
steering committee discussions to highlight
available resources and identify gaps.
Engagement: Multiple engagement requests and
the data requests helped increase awareness of
gaps by providing presentations to city councils,
boards, community organizations.

Page 5 of 27




Activity 1: Develop share

parameter metrics across
region for use when speaking to
substance use challenges-
regional dashboard metric

Timeframe:
July 1, 2025 -
June 30, 2026

Strategy Lead:

CMA Regional Coordinators,
Designated Process Manager at
each Partner Agency

# of metrics agreed to
track at a 3-county
(or 4-county) level

« Coordinating regional substance use prevention

efforts and campaigns: Participation in regional
cannabis and substance use prevention groups;
development and rollout of shared messaging
campaigns (Lock It Up, Women Infants Children
(WIC) data tracking, Minnesota Student Survey
(MSS) alignment discussions, and contributions
from partners (dental coordinator metrics, Child
Protection and Permanency (CP&P) system
measurement planning) to support consistent
regional indicators.

Collecting, sharing, and aligning regional data and
metrics: Co-responder data and performance
measures, WIC data tracking, MSS alignment
discussions, and contributions from partners (dental
coordinator metrics, CP&P system measurement
planning) to support consistent regional indicators.
Implementing policy, education, and system-level
strategies tied to metrics: Tobacco and cannabis
ordinance development and implementation,
compliance checks and environmental scans, Quit
Partner referral expansion, provider and community
trainings (responsible beverage service), and
ongoing evaluation of events and initiatives

(Community Connect).
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Activity 2: Explore three-
county/city joint Cannabis
Substance Use Prevention
(CSUP) program(s)
development (First Steps
Central MN model)

Timeframe:
July 1, 2025 -
June 30, 2026

Strategy Lead:

CMA Regional Coordinators,
Designated Process Manager at
each Partner Agency

# of joint activities

planned

# of joint activities

implemented

« Coordinating regional planning and shared

infrastructure for joint programs: Ongoing multi-
county networking meetings, monthly substance
use prevention sharing group, and transition
planning from Tri-County Opioid Committee to a
regional collaborative; exploration of legal
frameworks and governance structures for joint
programming.

Implementing shared regional prevention
strategies and initiatives: Joint rollout of regional
campaigns (Lock It Up, CSUP), explored Hidden in
Plain Sight (HIPS) exhibit partnership with District
742/Community Ed, and multi-county SBIRT
trainings (May, September) to align prevention
approaches across counties.

Using shared data, metrics, and planning tools to
guide program development: Regional data
collection projects, CMA dashboard key indicator
planning, commissioner district data profiles, and
ROIl/data summaries (FPHR) to inform and support
development of coordinated, cross-county

prevention programs.
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Community Connection-

Goal 1, Activity 1: Benton
Staff with Odam Medical
Clinic Staff Celebrating the
Ribbon Cutting Ceremony
for New Health Care Clinic
in Foley - December 2025.

Food Resources in Central MN Alliance CountiesJ

Community Connection- | gy i e o
Goal 1, Activity 2: e
College of Saint Benedicts _ I
student project to map out | 5 7 i
Food Access Locations for | Bar=a)
Central Minnesota. ey e G

Community Connection-
Goal 2, Activity 2:
Screening, Brief
Intervention, and Referral
to Treatment (SBIRT)
=" Evidence Based Training for
Local Professionals Co Led
by Regional Staff and Ken
Winters
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Activity 1: Support
development and
implementation of community
led Family Resource Centers
(FRC)/Community School (CRC)
models

Timeframe:
July 1, 2025 -
June 30, 2026

Strategy Lead:
CMA Regional Coordinators,
Designated Process Manager at

each Partner Agency

# of FRC Parent
Advisory Committees

developed

# of people who have
completed the FRC

standards training

# of
FRC/CRC/Community
Schools

« Advancing FRC/Community School planning and

infrastructure: Submitted and secured FRC Explore
& Assess grant (LOI, approval, extension),
established steering committee, completed needs
assessment (Consulting Perks), and initiated co-
design model, standards training, and exploration of
site-based models (10-10, Salem, Mainstreet,
community schools). Agencies are conducting the
assessment themselves or using consultants.
Building partnerships and service alignment
around family supports: Engagement with
community partners (schools, faith-based
organizations, COP House, First Steps, advisory
groups), presentations and referral pathway
discussions, and collaboration with existing sites
(Mainstreet, 10-10, Salem, Legacy) to align services
and shared learning.

Expanding access to basic needs and family
resources: Food access initiatives (SNAP at farmers
markets, Market Bucks, FMINP, pantry
development), WIC services and education,
childcare expansion (24/7 center model), and
community events (backpack distribution, Kids to

Park) connected to FRC development efforts.
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Activity 2: Promoting food
access opportunities at or
through Family Resource
Centers (FRC)/ Community
Schools (CRC).

Timeframe:
July 1, 2025 -
June 30, 2026

Strategy Lead:
CMA Regional Coordinators,
Designated Process Manager at

each Partner Agency

# of food resources
available at
FRC/CRC/Community
Schools

» Expanding food access through community-based

sites and programs: Implementation of mobile food
shelves and Fare for All at Salem; emergency food
bag access through CentraCare and COP sites (10-
10, Legacy, Eastside/Project HEAL); Catholic
Charities food distributions and pantry events.
Coordinating partnerships and resource
distribution efforts: Collaboration with Lions,
Catholic Charities, WIC, RiverStation, and COP sites
to distribute food, coordinate emergency food bags,
and expand access points across community
locations.

Supporting planning, infrastructure, and mapping
of food resources: Integration of food access into
Community Connect planning; SHIP-funded site
supports (such as hydration station); student-led
food resource mapping; and preparation for future
expansion through MDA grant outreach and

technical assistance.
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Activity 1: Release Granite
Table (GT)-Central MN Alliance
dashboard

Timeframe:
July 1, 2025 -
June 30, 2026

Strategy Lead:
CMA Regional Coordinators,
Designated Process Manager at

each Partner Agency

Granite Table - CMA

dashboards released

# of community
partners requesting
dashboard

presentations

o CMA is exploring partnership with United Way on
dashboard development and anticipates completion
in Year 2 (exploration phase--no contract in place).
A dedicated workgroup meets weekly to coordinate
project activities, review updates, and plan next
steps. Additionally, discussions with neighboring
counties have provided valuable insight into data
integration practices and helped assess regional
interest in similar dashboard tools. These efforts are
informing dashboard design and supporting
broader collaboration around community data

sharing.
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Activity 2: Develop data
presentation events with data

reflection, including data walks.

Timeframe:
July 1, 2025 -
June 30, 2026

Strategy Lead:
CMA Regional Coordinators,
Designated Process Manager at

each Partner Agency

# of
community/partner
requests regarding
dashboard or data

presentation events

# of Data Walk Events

« Developing and presenting data across key

community topics: Shared and presented data on
mental health Minnesota Student Survey (MSS),
childcare, dental access, substance use, opioids,
housing, extreme weather/air quality, and
cybersecurity through reports, dashboards, and
community presentations.

« Engaging partners and communities through data-
focused events and discussions: Presented and
facilitated data discussions at collaboratives,
boards, and public forums (Benton Children’s
Mental Health Collaborative, Housing Action Forum,
dine-and-dialogue events, city presentations,
workshops).

« Supporting data-informed planning and local
decision-making: Contributed data briefs,
dashboards, and tailored presentations (MSS)
survey input, Congratulate & Educate (C&E) checks,
Substance Use Prevention (SUP) data briefs to
inform community conversations, policy
discussions, and future event planning (housing

summit).
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Benton County

@

Community Stability- Goal
1, Activity 1: Mainstreet
Family Resource Center

Parent Advisory Committee

B Y P e .

Community Stability- Goal
1, Activity 1: Benton County
Staff at Foley Community
Connect Expo to promote
community connection and
stability opportunities.

Community Stability- Goal
2, Activity 2: Community
partners and County Staff

discuss strategies at the

Sherburne County Housing
Action Forum Data Walk
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Activity 1: Routine Return on # of documents « Developing and disseminating ROl materials and

Investment information shared | created about the communications: Creation and sharing of ROI
in community (ROI) Return on Investment content through, newsletters, and other
of Prevention educational Materials.
Timeframe: » Presenting ROl information through meetings and
July 1, 2025 - community forums: ROl presentations and
June 30, 2026 discussions at FRC Steering Committee, leadership
meetings, and events (CHOPR birth
Strategy Lead: outcomes/geography, Tri Wellness at Work),
CMA Regional Coordinators, connecting program outcomes to community
Designated Process Manager at impact.
each Partner Agency « Integrating ROI into data, planning, and reporting

efforts: Incorporation of ROl into performance
measures (CHB-approved), pilot projects, FRC Data
Network legislative reporting, and sharing policy-
relevant updates (paid family medical leave).

Page 14 of 27



Activity 2: “What creates
Health” campaigns:

outreach/materials/presentatio

ns

Timeframe:
July 1, 2025 -
June 30, 2026

Strategy Lead:

CMA Regional Coordinators,
Designated Process Manager at
each Partner Agency

# of CMA Agency
presentations about
"Public Health 101",
"Return on
Investment of
Prevention", and
"What Creates
Health"

« Developing and distributing public health outreach
materials: Monthly public health newsletters
(including 2025 Year in Review), “day in the life”
staff videos, and nutrition/food access messaging
shared across community locations, websites, and
social media.

 Delivering presentations and community
education on “What Creates Health”: Public Health
101 presentations, leadership trainings, CHB and
city presentations (career panels, and dine-and-
dialogue events) highlighting social drivers of
health, ROI, and public health impact.

« Hosting and supporting community-facing events
and campaigns: Project Connect outreach, Public
Health Department of the Month event, “What
Creates Health” campaign planning/event, and
partnerships with libraries, schools, and community
organizations to share resources and increase

awareness.
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Activity 3: Employer led
employee health initiatives
(CentraCare Occupational
Health, Tri Wellness at Work,
Greater St. Cloud,
OneCommunity Alliance)

Timeframe:
July 1, 2025 -
June 30, 2026

Strategy Lead:

CMA Regional Coordinators,
Designated Process Manager at
each Partner Agency

# of employers

engaged that have
shift-work
environments that
are interested in
providing onsite or
mobile healthcare
access to their
employees

Activity 3: Employer led employee health initiatives
(CentraCare Occupational Health, Tri Wellness at Work,
Greater St. Cloud, OneCommunity Alliance)

Timeframe:
July 1, 2025 -
June 30, 2026

Strategy Lead:
CMA Regional Coordinators, Designated Process
Manager at each Partner Agency

Page 16 of 27



Activity 1: Expansion of Project
HEAL along with healthcare

partners

Timeframe:
July 1, 2025 -
June 30, 2026

Strategy Lead:

CMA Regional Coordinators,
Designated Process Manager at
each Partner Agency

# of Project HEAL

events

« Developing healthcare partnerships and service
coordination: Partnership development with St.
Ben’s Nursing Program at Salem Community
Outpost and CentraCare; ongoing coordination
around clinic schedules, service alignment, and
leadership decision-making.

« Maintaining and distributing community outreach
schedules: Develop and share a monthly Project
HEAL calendar with local public health agencies and
community partners to support patient referrals,
improve awareness of available services, and
enhance access to care across the region.

« Expanding clinical outreach and service delivery
sites: Ongoing vaccine clinics at Stearns Service
Center and immunization services at community
sites (10-10, HHS wellness bus) through
partnerships with CentraCare and Child and Teen
Checkups (C&TC).
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Community Access-

Goal 1, Activity 1:
CentraCare's Project HEAL team at
the CAIRO Health Fair, connecting

community members to healthcare,
resources, and support while
building trusted relationships that
promote healthier communities.

Community Access-
Goal 1, Activity 2:

Benton SHIP Staff and CMA
Coordinators at Department of the
Month Event Promoting and
Educating on SHIP PSE projects and
What Creates Health and CMA-CHIP-
CHNA

Community Access-
Goal 1, Activity 3:

SHIP Lactation Tent Used at Several
Community Events to Support
Breastfeeding Including Foley

Community Connect Expo, Hispanic

Heritage Fair, Earth Day Run, Etc.

Community Access-
Goal 1, Activity 2:

Stearns Staff provided free aprons,
cutting boards, kids’ knives, and
farmers’ market bingo cards to all
kids who stopped to play with the
play food and talk to staff about
enjoying fresh fruits and vegetables.
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Person(s):

Lead Agency]: Target
! gency] : *(see contact Anticipated Outcome/ Result Progress Notes
Strategy Date .
info page)
One Annual Report to be developed
CMA each year. Partners will be engaged
1. Central MN Leadershi to identify how best to share the
[
Alliance: Annual ) P information: may be via written Y1 6/30/2026
Ongoing Group and Lo .
Report to the Process format, electronic/virtual, or in- Complete
Community person. Topics to discuss include
Managers
CHNA, CHIP, and performance and
population measures.
2. Central MN CMA
. . . . . 10/23/2025
Alliance: Leadership Central MN Alliance agencies will 1/29/2026
Quarterly Ongoing Group and remain up to date on CHIP Goal 4/2/2026
Leadership Process progress.
. 6/25/2026
Group meetings Managers
Sherburne
County CHB
annual update
3. Central MN
. 11/18/25
Alliance: CMA
. Benton County
Delegated Leadership . . .
o ] Delegated Authorities will remain CHB 11/17/2025
Authorities / Ongoing Group and
. up to date on CHIP Goal progress. cow
Boards will Process
. CentraCare
receive at least Managers
Quarterly
annual updates .
Community &
Health Equity
Newsletter
4, Central MN Joint CMA/GT
Alliance: Data . CMA Data Data surveillance will take place on committee met
. Ongoing . . .
Group will meet Group a regional level. 17 times during

at least monthly

Y1.
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Person(s):

Lead Agency]: Target
! gencyl . *(see contact Anticipated Outcome/ Result Progress Notes
Strategy Date .
info page)
5. Central MN
. . . Process
Alliance: Process This CHIP document will be kept up
. . CMA Process Managers met
Managers will Ongoing to date and the next formal CHNA . .
Managers . . 14 times during
meet at least will begin July 2027. Vi
monthly '
6. Central MN CMA Partner
Alliance: Agency
Educate Policy Leadership and . o
. . . Tracking activity
Makers and all Community Policy makers and key community i the
[
key community Ongoing Action Work stakeholders will be aware of this Monitorin
itori
stakeholders on Group Leaders CHIP and progress being made. 8
. . Document
issues/emerging Central MN
issues in the Communities
community of Excellence
Brittany
Every : . . .
third Pfannenstein - Information will be provided for the
ird year
7. CentraCare: y Manager, IRS Report tax form describing
] after . L Completed
IRS reporting on CHNA Health Equity CHNA components, prioritization Annuall
u
CHNA process completio & Community process, partners, and how input y
\ P Health, from the community was utilized.
CentraCare
8. Central MN
Alliance
Maintain CHIP Links are
as a living At each L. regularly
A process is in place to allow for the e
document. monthly o ) maintained;
. CMA Process CHIP to be a Living Document while
Stored on the links . ] CHIP opens
. Managers still ensuring access on all member )
CentraCare will be websites appropriately on
website and checked. ' each agency

other members
link to the
document.

website.
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[Lead Agency]:
Strategy

Target
Date

Person(s):
*(see contact
Info page)

Anticipated Outcome/ Result

Progress Notes

9. Local Public
Health Agencies
Annual
Reporting, CHIP
Monitoring

Annually
in March

PH Agency lead
or directors

Describe how you will track
implementation of the CHIP?
Indicates review frequency.
Progress notes and “how to
get involved” are embedded in
the document and will be
utilized to track progress.
Reviews will be annual or as
determined by co-chairs.

Describe the data you will
monitor to determine
progress made towards
objectives, strategies, and
implementing activities?
Population measures and
performance measures are
embedded into the CHIP. The
Population Measure Tracking
supplement document will be
utilized by the CHA
subcommittee for ongoing
monitoring and evaluation.

1st Year Annual
Report released.
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Person(s)

Lead Agency]: Target
! gencyl 2 *(see contact Anticipated Outcome/ Result Progress Notes
Strategy Date
Info page)
Describe how community
stakeholders and partners are
engaged and share
responsibility to monitor and
revise the CHIP? Describes
decision-making process for
9. Local Public ] EP ]
. making and approving
Health Agencies - . .
revisions? Information will be
Annual Annually PH Agency lead . 1st Year Annual
. . . communicated through the
Reporting, CHIP in March or directors Report released.

Monitoring
Continued

core support team, co-chairs,
delegated authorities, and
steering committee regarding
progress, barriers, trends, and
data in the various strategies
noted in the above sections of
this table utilizing the MAPP
process.
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Glossary

o BRFSS — Behavioral Risk Factor Surveillance System

o C&TC — Child and Teen Checkups

o C&E — Compliance and Enforcement

o CAER — Community Aid Elk River

o CHA — Community Health Assessment

o CHB — Community Health Board

e CHIP — Community Health Improvement Plan

o CHNA — Community Health Needs Assessment

o CHOPR — Center for Health Outcomes and Policy Research

« CMA — Central Minnesota Alliance

o COP — Community OutPost; referenced as COP House or COP sites
o CRC — Community Resource Centers

o CP&P — Child Protection and Permanency

o CSB — College of Saint Benedict

« CSUP — Cannabis/Substance Use Prevention or Community Substance Use Prevention
« DEIB — Diversity, Equity, Inclusion, and Belonging

« FMNP — Farmers Market Nutrition Program

« FPHR — Foundational Public Health Responsibilities

« FRC — Family Resource Center

» GIS — Geographic Information System

« GT — Granite Table

e HHS — Health and Human Services

o HIPS — Hidden In Plain Sight

» IRS — Internal Revenue Service

o LOI — Letter of Intent

« MAPP — Mobilizing for Action through Planning and Partnerships
« MDA — Minnesota Department of Agriculture

e MN — Minnesota

« MSS — Minnesota Student Survey

* ROI — Return on Investment

o SBIRT — Screening, Brief Intervention, and Referral to Treatment
o SHIP — Statewide Health Improvement Partnership

o SNAP — Supplemental Nutrition Assistance Program

e SUP — Substance Use Prevention

« WIC —Women, Infants, and Children

e Y1 —Yearl
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Contact Information

Benton County

Emma Hanson

Email

EHanson@co.benton.mn.us

Jaclyn Litfin

Litfin@co.benton.mn.us

|Kayla Roelofs

|KRoelofs@co.benton.mn.us

Mariah Klein

|MKIein@co.benton.mn.us

Sherburne County

Alison Miller

Email

Alison.Miller@co.sherburne.mn.us

Cody Engelhaupt

Cody.Engelhaupt@co.sherburne.mn.us

|Kara Zoller

IKara.Zoller@co.sherburne.mn.us

INicole Ruhoff

INicole.Ruhoff@co.sherburne.mn.us

|Peggy Sammons

|Peggy.Sammons@co.sherburne.mn.us

Tammy Seifert

Tammy.Seifert@co.sherburne.mn.us

Somadee Cheam

Somadee.Cheam@co.sherburne.mn.us

Corrine Dahl

Corinne.Dahl@stearnscountymn.gov

Janet Goligowski

Janet.Goligowski@stearnscountymn.gov

Jannell Boeckermann

Jannell.Boeckermann@stearnscountymn.gov

Mike Matanich

Michael.Matanich@stearnscountymn.gov
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(Effective 07/01/2026)

CentraCare
Email
Charlotte Merchlewicz Charlotte.Merchlewicz@centracare.com
|Kimber|y Tjaden |Kimber|y.Tjaden @centracare.com
IBrittany Pfannenstein IBrittany.Pfannenstein@centracare.com
Sylvia Amlie Sylvia.Amlie@centracare.com
|Madison Springer |Madison.Springer@centracare.com

MN Department of Health

Email

Melissa Michels, Assessment and Planning

Melissa.Michels@state.mn.us
Planner

Giovann Alarcon Espinoza, Senior Research

o Giovann.Alarcon@state.mn.us
Scientist
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Process Managers

Benton County

Jaclyn Litfin JLitfin@co.benton.mn.us

Mariah Klein MKlein@co.benton.mn.us

Sherburne County

Nicole Ruhoff Nicole.Ruhoff@co.sherburne.mn.us

Peggy Sammons Peggy.Sammons@co.sherburne.mn.us
Janet Goligowski Janet.Goligowski@stearnscountymn.gov
Mike Matanich Michael.Matanich@stearnscountymn.gov
Corrine Dahl Corinne.Dahl@stearnscountymn.gov
Brittany Pfannenstein Brittany.Pfannenstein@centracare.com

Partner Agency Website Addresses

Website Address
Benton County https://www.co.benton.mn.us/
Sherburne County https://www.co.sherburne.mn.us/
Stearns County https://co.stearns.mn.us/
CentraCare https://www.centracare.com/
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Community Health Improvement Plan Annual Report Summary:

This Community Health Improvement Plan continues to guide collaborative action toward a healthier, more
equitable community. Over the past year, partners across sectors have contributed time, expertise, and
resources to advance shared goals. The progress outlined in this report reflects both measurable outcomes and

strengthened relationships that will support long-term community well-being.

Priority Areas

e Community Connection
o Community Stability

o Community Access

o Cross Sector and Community Partners: Equity, collaboration, capacity building, and innovation

Looking Ahead

Moving into the next year of implementation, the focus will be on:
» Expanding Results Based Accountability practices that show impact
» Strengthening partnerships and community collaboration down to the individuals in our community
» Addressing gaps identified through analysis and community feedback
» Advancing equity across all priority areas

This ongoing work will be guided by updated data, community voice, and shared accountability.

Acknowledgments

We extend our gratitude to:
o Community members who shared their experiences and insights
» Partner organizations and coalitions contributing to implementation
» Local leaders supporting policy and systems change
« Staff and volunteers who make this work possible

Your commitment drives meaningful and sustainable improvements in the health of our communities.

Final Statement

Together, we all remain committed to creating a healthier future for all. The progress made this year reflects the

power of collaboration, and we look forward to continued momentum in the year ahead.
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	2026  Annual  Report  2025-2028  CMA Community Health Improvement Plan
	INTRODUCTION
	The Community Health Improvement Plan (CHIP) is a long‑term roadmap shaped by community‑identified needs. While the Central Minnesota Alliance (CMA) and regional partners support and coordinate the work, the plan ultimately belongs to the community. The CHIP outlines how CMA and its partners are responding to priorities identified in the most recent Community Health Needs Assessment (CHNA). CMA’s work is grounded in collaboration across Benton, Sherburne, and Stearns counties, along with CentraCare and a broad network of community organizations. Together, partners are advancing shared priorities in Community Connection, Community Stability, and Community Access—areas that reflect the region’s commitment to mental well-being, substance use prevention, family and economic stability, and equitable access to health‑promoting services. Progress in these areas is only possible through coordinated, cross‑sector action. CMA is responsible for facilitating, monitoring, and reporting on CHIP implementation in alignment with Minnesota Statutes §145A and Public Health Accreditation Board standards, ensuring that the plan remains accountable to both community needs and statewide public health requirements. Furthermore, information will be provided for the Internal Revenue Service (IRS) Report tax form on behalf of CentraCare, describing CHNA components, prioritization process, partners, and how input from the community was utilized.
	This 2026 Community Health Improvement Plan Annual Report covers the period from July 2025 through the end of June 2026.  The purpose of this annual report is twofold:
	communicate progress
	make revisions
	Communicate Progress This report communicates the progress made by the organizations working on the county’s top identified health issues and implementing strategies in the 2025-2028 CHIP. Strategies are being implemented in collaboration with stakeholders, partners, and the community. The Progress Notes column reflects activity over the past year.  Make Revisions  The annual report also provides an opportunity to revise the 2025-2028 CHIP. Revisions can be based on the feasibility and effectiveness of the strategies and/or changing priorities, resources, or community assets. Under each priority data indicator, the 2025-2028 CHIP strategies are shown with action plan activities.   The CHIP implementation committee and Joint CMA-Granite Table (GT) data committee together monitor the action plans on a monthly basis, and provide updates to the CMA advisory committee on a quarterly basis. Community partners are contacted as needed to obtain progress notes and discuss action plan revisions.  CMA extends its sincere appreciation to our partners and stakeholders who serve on the Community Health Assessment Committee and any team taking action on the 2025-2028 strategies.
	ON THE WEB
	To view or download the 2025-2028 Community Health Improvement Plan and the most up-to-date versions of the action plans, visit CentraCare’s Community Health Improvement Plan Page
	https://www.centracare.com/app/files/public/4e2456ae-8636-41f2-b813-f769d295ad1d/Wright-County-Community-Health-Collaborative-CHNA-CHIP-2025-2028.pdf



	2026 Annual Report
	2025-2028 Community
	Health Improvement Plan
	EXECUTIVE SUMMARY
	The Central Minnesota Alliance (CMA), in partnership with Benton, Sherburne, and Stearns Counties, CentraCare, and numerous community organizations, continues to advance the 2025–2028 Community Health Improvement Plan (CHIP) through a shared commitment to improving the health and wellbeing of residents across the region. Guided by the findings of the Community Health Assessment, the CHIP focuses on three interconnected priority areas: Community Connection, Community Stability, and Community Access.
	As CMA enters the second year of the 2025–2028 CHIP, partners will build on the strong foundation established during Year 1. Efforts will focus on expanding and strengthening regional partnerships, refining processes that allow organizations to share data to understand community needs and measure impact, and creating opportunities for coordinated regional action. By continuing to align resources, share learning, and work across organizational and county boundaries, partners will be better positioned to advance the goals of Community Connection, Community Stability, and Community Access throughout Central Minnesota.

	Community Connection:  Mental Health, Social Connection, Belonging, Substance Use
	Community Connection Goal 1: Increase overall mental wellbeing among Benton, Sherburne, and Stearns County residents.
	Activity Details
	Output(s)
	Notes
	Activity 1: Expand community partnerships on shared definitions of social capital and metrics to discuss social infrastructure and social connection leveraging the existing St Cloud Area Social Capital Survey
	Timeframe: July 1, 2025 - June 30, 2026
	Strategy Lead:  CMA Regional Coordinators, Designated Process Manager at each Partner Agency
	# community organizations or partners involved in identifying shared definitions and metrics about social capital, social infrastructure, and social connection
	Dollar amount invested in social infrastructure
	# of Economic Development representatives involved in Community Connection work.
	Strengthening community engagement and cross-sector partnerships: Participation in regional boards, coalitions, and collaboratives (Community Aid Elk River (CAER) Board, Children’s Mental Health Collaborative, Substance Use Prevention Coalition, Central Region Mutual Aid); community conversations, surveys, and outreach (City Councils, Promise Neighborhood, Family Resources Center (FRC) assessment); partnerships with clinics, libraries, nonprofits, and community sites (Odam Medical, True North, Sauk Centre Library, Community Out Post (COP) House, Goldenrod Glen).
	Coordinating community connection events and outreach: Participation in Foley Community Connect Expo, Project Connect, United Way Community Connect events, and mental health/resource fairs.
	Advancing mental health, substance use, and wellness initiatives: Screening, Brief Intervention and Referral to Treatment (SBIRT) training, harm reduction discussions, Tri Wellness at Work, wellness committees, and Local Advisory Council engagement.
	Using shared data, metrics, and grant activities: Community surveys, Behavioral Risk Factor Surveillance System (BRFSS) indicators, county performance measures (“poor” mental health days), youth opportunity grant, and Park & Rec data support.


	Community Connection:  Mental Health, Social Connection, Belonging, Substance Use
	Community Connection Goal 1: Increase overall mental wellbeing among Benton, Sherburne, and Stearns County residents.
	Activity Details
	Output(s)
	Notes
	Activity 2: Develop a social infrastructure mapping tool for 3-county region to outline spaces both hard (buildings, roads, parks) and soft (support groups, community gatherings, youth groups) to display gaps and opportunities for growth in social capital and social connections, identify and create awareness around opportunities around social connection.
	Timeframe: July 1, 2025 - June 30, 2026
	Strategy Lead:  CMA Regional Coordinators, Designated Process Manager at each Partner Agency
	# of GIS Map Features identified
	Mapping community resources and service networks: Conducted mapping of substance use treatment locations and Connection Partner networks (College Saint Benedicts (CSB) student project), including resources connected to Bluestar Project and Child Protection & Permanency.
	Collecting and analyzing data to inform infrastructure planning: Gathered and reviewed community needs and system data through the Family Resource Center (FRC), Perks survey, co-responder data/performance measures, and impact tracking to support mapping and prioritization.
	Developing and sharing tools to improve resource visibility: Supported creation and promotion of the Helping Central MN website and shared findings through BRIDGES and Family Resource Center (FRC) steering committee discussions to highlight available resources and identify gaps.
	Engagement: Multiple engagement requests and the data requests helped increase awareness of gaps by providing presentations to city councils, boards, community organizations.


	Community Connection:  Mental Health, Social Connection, Belonging, Substance Use
	Community Connection Goal 2: Reduce drug use among Benton, Sherburne, and Stearns County residents.
	Activity Details
	Output(s)
	Notes
	Activity 1: Develop share parameter metrics across region for use when speaking to substance use challenges-regional dashboard metric
	Timeframe: July 1, 2025 - June 30, 2026
	Strategy Lead:  CMA Regional Coordinators, Designated Process Manager at each Partner Agency
	# of metrics agreed to track at a 3-county (or 4-county) level
	Coordinating regional substance use prevention efforts and campaigns: Participation in regional cannabis and substance use prevention groups; development and rollout of shared messaging campaigns (Lock It Up, Women Infants Children (WIC) data tracking,  Minnesota Student Survey (MSS) alignment discussions, and contributions from partners (dental coordinator metrics, Child Protection and Permanency (CP&P) system measurement planning) to support consistent regional indicators.
	Collecting, sharing, and aligning regional data and metrics: Co-responder data and performance measures, WIC data tracking, MSS alignment discussions, and contributions from partners (dental coordinator metrics, CP&P system measurement planning) to support consistent regional indicators.
	Implementing policy, education, and system-level strategies tied to metrics: Tobacco and cannabis ordinance development and implementation, compliance checks and environmental scans, Quit Partner referral expansion, provider and community trainings (responsible beverage service), and ongoing evaluation of events and initiatives (Community Connect).


	Community Connection:  Mental Health, Social Connection, Belonging, Substance Use
	Community Connection Goal 2: Reduce drug use among Benton, Sherburne, and Stearns County residents.
	Activity Details
	Output(s)
	Notes
	Activity 2: Explore three-county/city joint Cannabis Substance Use Prevention (CSUP) program(s) development (First Steps Central MN model)
	Timeframe: July 1, 2025 - June 30, 2026
	Strategy Lead:  CMA Regional Coordinators, Designated Process Manager at each Partner Agency
	# of joint activities planned
	# of joint activities implemented
	Coordinating regional planning and shared infrastructure for joint programs: Ongoing multi-county networking meetings, monthly substance use prevention sharing group, and transition planning from Tri-County Opioid Committee to a regional collaborative; exploration of legal frameworks and governance structures for joint programming.
	Implementing shared regional prevention strategies and initiatives: Joint rollout of regional campaigns (Lock It Up, CSUP), explored Hidden in Plain Sight (HIPS) exhibit partnership with District 742/Community Ed, and multi-county SBIRT trainings (May, September) to align prevention approaches across counties.
	Using shared data, metrics, and planning tools to guide program development: Regional data collection projects, CMA dashboard key indicator planning, commissioner district data profiles, and ROI/data summaries (FPHR) to inform and support development of coordinated, cross-county prevention programs.


	Community Connection-Goal 1, Activity 1: Benton Staff with Odam Medical Clinic Staff Celebrating the Ribbon Cutting Ceremony for New Health Care Clinic in Foley - December 2025.
	Community Connection- Goal 1, Activity 2:  College of Saint Benedicts student project to map out Food Access Locations for Central Minnesota.
	Community Connection- Goal 2, Activity 2: Screening, Brief Intervention, and Referral to Treatment (SBIRT) Evidence Based Training for Local Professionals Co Led by Regional Staff and Ken Winters
	Community Stability:  Housing, Financial Insecurity, Childcare, Food Insecurity
	Goal 1: Support the development & implementation of Family Resource Centers
	Activity Details
	Output(s)
	Notes
	Activity 1: Support development and implementation of community led Family Resource Centers (FRC)/Community School (CRC) models
	Timeframe: July 1, 2025 - June 30, 2026
	Strategy Lead:  CMA Regional Coordinators, Designated Process Manager at each Partner Agency
	# of FRC Parent Advisory Committees developed
	# of people who have completed the FRC standards training
	# of FRC/CRC/Community Schools
	Advancing FRC/Community School planning and infrastructure: Submitted and secured FRC Explore & Assess grant (LOI, approval, extension), established steering committee, completed needs assessment (Consulting Perks), and initiated co-design model, standards training, and exploration of site-based models (10-10, Salem, Mainstreet, community schools). Agencies are conducting the assessment themselves or using consultants.
	Building partnerships and service alignment around family supports: Engagement with community partners (schools, faith-based organizations, COP House, First Steps, advisory groups), presentations and referral pathway discussions, and collaboration with existing sites (Mainstreet, 10-10, Salem, Legacy) to align services and shared learning.
	Expanding access to basic needs and family resources: Food access initiatives (SNAP at farmers markets, Market Bucks, FMNP, pantry development), WIC services and education, childcare expansion (24/7 center model), and community events (backpack distribution, Kids to Park) connected to FRC development efforts.


	Community Stability:  Housing, Financial Insecurity, Childcare, Food Insecurity
	Goal 1: Support the development & implementation of Family Resource Centers
	Activity Details
	Output(s)
	Notes
	Activity 2: Promoting food access opportunities at or through Family Resource Centers (FRC)/ Community Schools (CRC).
	Timeframe: July 1, 2025 - June 30, 2026
	Strategy Lead:  CMA Regional Coordinators, Designated Process Manager at each Partner Agency
	# of food resources available at FRC/CRC/Community Schools
	Expanding food access through community-based sites and programs: Implementation of mobile food shelves and Fare for All at Salem; emergency food bag access through CentraCare and COP sites (10-10, Legacy, Eastside/Project HEAL); Catholic Charities food distributions and pantry events.
	Coordinating partnerships and resource distribution efforts: Collaboration with Lions, Catholic Charities, WIC, RiverStation, and COP sites to distribute food, coordinate emergency food bags, and expand access points across community locations.
	Supporting planning, infrastructure, and mapping of food resources: Integration of food access into Community Connect planning; SHIP-funded site supports (such as hydration station); student-led food resource mapping; and preparation for future expansion through MDA grant outreach and technical assistance.


	Community Stability:  Housing, Financial Insecurity, Childcare, Food Insecurity
	Goal 2: Identify, discuss, & promote use and analysis of data to increase understanding of root causes prioritizing communities/groups most impacted
	Activity Details
	Output(s)
	Notes
	Activity 1: Release Granite Table (GT)-Central MN Alliance dashboard
	Timeframe: July 1, 2025 - June 30, 2026
	Strategy Lead:  CMA Regional Coordinators, Designated Process Manager at each Partner Agency
	Granite Table  - CMA dashboards released
	# of community partners requesting dashboard presentations
	CMA is exploring partnership with United Way on dashboard development and anticipates completion in Year 2 (exploration phase--no contract in place). A dedicated workgroup meets weekly to coordinate project activities, review updates, and plan next steps. Additionally, discussions with neighboring counties have provided valuable insight into data integration practices and helped assess regional interest in similar dashboard tools. These efforts are informing dashboard design and supporting broader collaboration around community data sharing.


	Community Stability:  Housing, Financial Insecurity, Childcare, Food Insecurity
	Goal 2: Identify, discuss, & promote use and analysis of data to increase understanding of root causes prioritizing communities/groups most impacted
	Activity Details
	Output(s)
	Notes
	Activity 2: Develop data presentation events with data reflection, including data walks.
	Timeframe: July 1, 2025 - June 30, 2026
	Strategy Lead:  CMA Regional Coordinators, Designated Process Manager at each Partner Agency
	# of community/partner requests regarding dashboard or data presentation events
	# of Data Walk Events
	Developing and presenting data across key community topics: Shared and presented data on mental health Minnesota Student Survey (MSS), childcare, dental access, substance use, opioids, housing, extreme weather/air quality, and cybersecurity through reports, dashboards, and community presentations.
	Engaging partners and communities through data-focused events and discussions: Presented and facilitated data discussions at collaboratives, boards, and public forums (Benton Children’s Mental Health Collaborative, Housing Action Forum, dine-and-dialogue events, city presentations, workshops).
	Supporting data-informed planning and local decision-making: Contributed data briefs, dashboards, and tailored presentations (MSS) survey input,  Congratulate & Educate (C&E) checks, Substance Use Prevention (SUP) data briefs to inform community conversations, policy discussions, and future event planning (housing summit).


	Community Stability- Goal 1, Activity 1: Benton County Staff at Foley Community Connect Expo to promote community connection and stability opportunities.
	Community Stability- Goal 1, Activity 1: Mainstreet Family Resource Center Parent Advisory Committee
	Community Stability- Goal 2, Activity 2: Community partners and County Staff discuss strategies at the Sherburne County Housing Action Forum Data Walk
	Community Access:  Healthcare Access, Location, Transportation, Insurance
	Goal 1: Promote the importance of Prevention
	Activity Details
	Output(s)
	Notes
	Activity 1: Routine Return on Investment information shared in community (ROI)
	Timeframe: July 1, 2025 - June 30, 2026
	Strategy Lead:  CMA Regional Coordinators, Designated Process Manager at each Partner Agency
	# of documents created about the Return on Investment of Prevention
	Developing and disseminating ROI materials and communications: Creation and sharing of ROI content through, newsletters, and other educational Materials.
	Presenting ROI information through meetings and community forums: ROI presentations and discussions at FRC Steering Committee, leadership meetings, and events (CHOPR birth outcomes/geography, Tri Wellness at Work), connecting program outcomes to community impact.
	Integrating ROI into data, planning, and reporting efforts: Incorporation of ROI into performance measures (CHB-approved), pilot projects, FRC Data Network legislative reporting, and sharing policy-relevant updates (paid family medical leave).


	Community Access:  Healthcare Access, Location, Transportation, Insurance
	Goal 1: Promote the importance of Prevention
	Activity Details
	Output(s)
	Notes
	Activity 2: “What creates Health” campaigns: outreach/materials/presentations
	Timeframe: July 1, 2025 - June 30, 2026
	Strategy Lead:  CMA Regional Coordinators, Designated Process Manager at each Partner Agency
	# of CMA Agency presentations about "Public Health 101", "Return on Investment of Prevention", and "What Creates Health"
	Developing and distributing public health outreach materials: Monthly public health newsletters (including 2025 Year in Review), “day in the life” staff videos, and nutrition/food access messaging shared across community locations, websites, and social media.
	Delivering presentations and community education on “What Creates Health”: Public Health 101 presentations, leadership trainings, CHB and city presentations  (career panels, and dine-and-dialogue events) highlighting social drivers of health, ROI, and public health impact.
	Hosting and supporting community-facing events and campaigns: Project Connect outreach, Public Health Department of the Month event, “What Creates Health” campaign planning/event, and partnerships with libraries, schools, and community organizations to share resources and increase awareness.


	Community Access:  Healthcare Access, Location, Transportation, Insurance
	Goal 1: Promote the importance of Prevention
	Activity Details
	Output(s)
	Notes
	Activity 3: Employer led employee health initiatives (CentraCare Occupational Health, Tri Wellness at Work, Greater St. Cloud, OneCommunity Alliance)
	Timeframe: July 1, 2025 - June 30, 2026
	Strategy Lead:  CMA Regional Coordinators, Designated Process Manager at each Partner Agency
	# of employers engaged that have shift-work environments that are interested in providing onsite or mobile healthcare access to their employees
	Activity 3: Employer led employee health initiatives (CentraCare Occupational Health, Tri Wellness at Work, Greater St. Cloud, OneCommunity Alliance)
	Timeframe: July 1, 2025 - June 30, 2026
	Strategy Lead:  CMA Regional Coordinators, Designated Process Manager at each Partner Agency


	Community Access:  Healthcare Access, Location, Transportation, Insurance
	Goal 2: Enhance and expand mobile clinic offerings in rural and underserved areas for acute care, primary care, screenings, and vaccinations.
	Activity Details
	Output(s)
	Notes
	Activity 1: Expansion of Project HEAL along with healthcare partners
	Timeframe: July 1, 2025 - June 30, 2026
	Strategy Lead:  CMA Regional Coordinators, Designated Process Manager at each Partner Agency
	# of Project HEAL events
	Developing healthcare partnerships and service coordination: Partnership development with St. Ben’s Nursing Program at Salem Community Outpost and CentraCare; ongoing coordination around clinic schedules, service alignment, and leadership decision-making.
	Maintaining and distributing community outreach schedules: Develop and share a monthly Project HEAL calendar with local public health agencies and community partners to support patient referrals, improve awareness of available services, and enhance access to care across the region.
	Expanding clinical outreach and service delivery sites: Ongoing vaccine clinics at Stearns Service Center and immunization services at community sites (10-10, HHS wellness bus) through partnerships with CentraCare and Child and Teen Checkups (C&TC).

	Community Access-  Goal 1, Activity 1:  CentraCare's Project HEAL team at the CAIRO Health Fair, connecting community members to healthcare, resources, and support while building trusted relationships that promote healthier communities.
	Community Access-  Goal 1, Activity 2:  Benton SHIP Staff and CMA Coordinators at Department of the Month Event Promoting and Educating on SHIP PSE projects and What Creates Health and CMA-CHIP-CHNA

	Community Access-  Goal 1, Activity 3:  SHIP Lactation Tent Used at Several Community Events to Support Breastfeeding Including Foley Community Connect Expo, Hispanic Heritage Fair, Earth Day Run, Etc.
	Community Access-  Goal 1, Activity 2:  Stearns Staff provided free aprons, cutting boards, kids’ knives, and farmers’ market bingo cards to all kids who stopped to play with the play food and talk to staff about enjoying fresh fruits and vegetables.

	[Lead Agency]: Strategy
	Target Date
	Person(s): *(see contact info page)
	Anticipated Outcome/ Result
	Progress Notes
	1. Central MN Alliance: Annual Report to the Community
	Ongoing
	CMA Leadership Group and Process Managers
	One Annual Report to be developed each year. Partners will be engaged to identify how best to share the information: may be via written format, electronic/virtual, or in-person. Topics to discuss include CHNA, CHIP, and performance and population measures.
	Y1 6/30/2026 Complete
	2. Central MN Alliance: Quarterly Leadership Group meetings
	Ongoing
	CMA Leadership Group and Process Managers
	Central MN Alliance agencies will remain up to date on CHIP Goal progress.
	10/23/2025 1/29/2026 4/2/2026 6/25/2026
	3. Central MN Alliance: Delegated Authorities / Boards will receive at least annual updates
	Ongoing
	CMA Leadership Group and Process Managers
	Delegated Authorities will remain up to date on CHIP Goal progress.
	Sherburne County CHB annual update 11/18/25 Benton County CHB 11/17/2025 COW CentraCare Quarterly Community & Health Equity Newsletter
	4. Central MN Alliance: Data Group will meet at least monthly
	Ongoing
	CMA Data Group
	Data surveillance will take place on a regional level.
	Joint CMA/GT committee met 17 times during Y1.
	[Lead Agency]: Strategy
	Target Date
	Person(s): *(see contact info page)
	Anticipated Outcome/ Result
	Progress Notes
	5. Central MN Alliance: Process Managers will meet at least monthly
	Ongoing
	CMA Process Managers
	This CHIP document will be kept up to date and the next formal CHNA will begin July 2027.
	Process Managers met 14 times during Y1.
	6. Central MN Alliance: Educate Policy Makers and all key community stakeholders on issues/emerging issues in the community
	Ongoing
	CMA Partner Agency Leadership and Community Action Work Group Leaders Central MN Communities of Excellence
	Policy makers and key community stakeholders will be aware of this CHIP and progress being made.
	Tracking activity in the Monitoring Document
	7. CentraCare: IRS reporting on CHNA process
	Every third year after CHNA completion
	Brittany Pfannenstein - Manager, Health Equity & Community Health, CentraCare
	Information will be provided for the IRS Report tax form describing CHNA components, prioritization process, partners, and how input from the community was utilized.
	Completed Annually
	8. Central MN Alliance Maintain CHIP as a living document. Stored on CentraCare website and other members link to the document.
	At each monthly the links will be checked.
	CMA Process Managers
	A process is in place to allow for the CHIP to be a Living Document while still ensuring access on all member websites.
	Links are regularly maintained; CHIP opens appropriately on each agency website.
	[Lead Agency]: Strategy
	Target Date
	Person(s):  *(see contact Info page)
	Anticipated Outcome/ Result
	Progress Notes
	9. Local Public Health Agencies Annual Reporting, CHIP Monitoring
	Annually in March
	PH Agency lead or directors
	Describe how you will track implementation of the CHIP? Indicates review frequency. Progress notes and “how to get involved” are embedded in the document and will be utilized to track progress. Reviews will be annual or as determined by co-chairs.
	Describe the data you will monitor to determine progress made towards objectives, strategies, and implementing activities? Population measures and performance measures are embedded into the CHIP. The Population Measure Tracking supplement document will be utilized by the CHA subcommittee for ongoing monitoring and evaluation.
	1st Year Annual Report released.
	[Lead Agency]: Strategy
	Target Date
	Person(s)  *(see contact Info page)
	Anticipated Outcome/ Result
	Progress Notes
	9. Local Public Health Agencies Annual Reporting, CHIP Monitoring Continued
	Annually in March
	PH Agency lead or directors
	Describe how community stakeholders and partners are engaged and share responsibility to monitor and revise the CHIP? Describes decision-making process for making and approving revisions? Information will be communicated through the core support team, co-chairs, delegated authorities, and steering committee regarding progress, barriers, trends, and data in the various strategies noted in the above sections of this table utilizing the MAPP process.
	1st Year Annual Report released.
	Contact Information
	Benton County
	Name
	Email
	Emma Hanson
	EHanson@co.benton.mn.us
	Jaclyn Litfin
	JLitfin@co.benton.mn.us
	Kayla Roelofs
	KRoelofs@co.benton.mn.us
	Mariah Klein
	MKlein@co.benton.mn.us


	Leadership Group
	Sherburne County
	Name
	Email
	Alison Miller
	Alison.Miller@co.sherburne.mn.us
	Cody Engelhaupt
	Cody.Engelhaupt@co.sherburne.mn.us
	Kara Zoller
	Kara.Zoller@co.sherburne.mn.us
	Nicole Ruhoff
	Nicole.Ruhoff@co.sherburne.mn.us
	Peggy Sammons
	Peggy.Sammons@co.sherburne.mn.us
	Tammy Seifert
	Tammy.Seifert@co.sherburne.mn.us
	Somadee Cheam
	Somadee.Cheam@co.sherburne.mn.us


	Stearns County
	Name
	Email
	Corrine Dahl
	Corinne.Dahl@stearnscountymn.gov
	Janet Goligowski
	Janet.Goligowski@stearnscountymn.gov
	Jannell Boeckermann
	Jannell.Boeckermann@stearnscountymn.gov
	Mike Matanich
	Michael.Matanich@stearnscountymn.gov


	(Effective 07/01/2026)


	CentraCare
	Name
	Email
	Charlotte Merchlewicz
	Charlotte.Merchlewicz@centracare.com
	Kimberly Tjaden
	Kimberly.Tjaden@centracare.com
	Brittany Pfannenstein
	Brittany.Pfannenstein@centracare.com
	Sylvia Amlie
	Sylvia.Amlie@centracare.com
	Madison Springer
	Madison.Springer@centracare.com


	MN Department of Health
	Name
	Email
	Melissa Michels, Assessment and Planning Planner
	Melissa.Michels@state.mn.us
	Giovann Alarcon Espinoza, Senior Research Scientist
	Giovann.Alarcon@state.mn.us


	Process Managers
	Benton County
	Jaclyn Litfin
	JLitfin@co.benton.mn.us

	Mariah Klein
	MKlein@co.benton.mn.us


	Sherburne County
	Nicole Ruhoff
	Nicole.Ruhoff@co.sherburne.mn.us

	Peggy Sammons
	Peggy.Sammons@co.sherburne.mn.us


	Stearns County
	Janet Goligowski
	Janet.Goligowski@stearnscountymn.gov

	Mike Matanich
	Michael.Matanich@stearnscountymn.gov

	Corrine Dahl
	Corinne.Dahl@stearnscountymn.gov


	CentraCare
	Brittany Pfannenstein
	Brittany.Pfannenstein@centracare.com



	Partner Agency Website Addresses
	Agency
	Website Address
	Benton County
	https://www.co.benton.mn.us/
	Sherburne County
	https://www.co.sherburne.mn.us/
	Stearns County
	https://co.stearns.mn.us/
	CentraCare
	https://www.centracare.com/


	Community Health Improvement Plan Annual Report Summary:
	This Community Health Improvement Plan continues to guide collaborative action toward a healthier, more equitable community. Over the past year, partners across sectors have contributed time, expertise, and resources to advance shared goals. The progress outlined in this report reflects both measurable outcomes and strengthened relationships that will support long‑term community well‑being.
	Priority Areas
	Community Connection
	Community Stability
	Community Access
	Cross Sector and Community Partners: Equity, collaboration, capacity building, and innovation
	Looking Ahead Moving into the next year of implementation, the focus will be on:
	Expanding Results Based Accountability practices that show impact
	Strengthening partnerships and community collaboration down to the individuals in our community
	Addressing gaps identified through analysis and community feedback
	Advancing equity across all priority areas
	This ongoing work will be guided by updated data, community voice, and shared accountability.
	Acknowledgments We extend our gratitude to:
	Community members who shared their experiences and insights
	Partner organizations and coalitions contributing to implementation
	Local leaders supporting policy and systems change
	Staff and volunteers who make this work possible
	Your commitment drives meaningful and sustainable improvements in the health of our communities.
	Final Statement Together, we all remain committed to creating a healthier future for all. The progress made this year reflects the power of collaboration, and we look forward to continued momentum in the year ahead.



