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Widespread, systemic inequities take a 

toll on the mental and physical health 

of our state’s residents. Those who 

suffer disproportionately from the 

stress of discrimination or the con-

straints of poverty also suffer dispro-

portionately from heart disease, asth-

ma, arthritis, and cancer. As such, the 

health conditions of our most vulnera-

ble populations will only improve as we 

address the source of those conditions. 

We have a responsibility and an obli-

gation to understand the barriers that 

impede all of California’s residents 

from achieving their greatest health 

potential – and to work together to re-

move those barriers.  

The California Statewide Plan to Pro-

mote Health and Mental Health Equity 

(“Plan”) is the first biennial report of the 

new Office of Health Equity (OHE), 
>> CONT. PAGE TWO 

It has taken hundreds of years of unjust 
social policies and practices to create 
the degree and magnitude of health in-
equities detailed in this report. 

“ 

” 

COMPANION SUMMARY 

This document is intended to serve as a companion publication to Portrait of Promise: The California Statewide Plan to Promote 
Health and Mental Health Equity. The statements, facts, figures, and  graphics contained within this summary are  presented in 
greater detail in the complete document. To review this information in its entirety, please visit the Office of Health Equity web 
page at  https://www.cdph.ca.gov/programs/Pages/OHEMain.aspx. 

DRAFT



 2 

 

established in 2012 under the California 

Health and Safety Code Section 

131019.5. The OHE, operating within 

the California Department of Public 

Health (CDPH), is tasked, first and fore-

most, with aligning state resources, de-

cision making, and programs to achieve 

the highest level of health and mental 

health for all people, with special atten-

tion focused on those who have experi-

enced socioeconomic disadvantages 

and historical injustice.  The full docu-

ment provides both a context for why 

this work is of utmost importance (the 

report) and a road map for how to 

achieve it (the strategic plan). It can be 

found on OHE’s website, at http://

www.cdph.ca.gov/programs/Pages/

OHEMain.aspx 

The full Plan is intended to illuminate 

the scope of the health equity challenge 

with compelling data and narrative. It 

makes the case that health is a basic 

human right, that health inequity is a 

moral and financial issue, and that 

health equity is in everyone’s best inter-

est. It also provides a brief summary of 

the most pervasive social determinants 

of health, and it offers examples of pro-

grams, policies, and practices that 

have begun to make a difference in the 

state’s most vulnerable communities. 

The Plan points to what California can 

do to capitalize on current windows of 

opportunity and minimize foreseeable 

threats. 

The Plan’s five-year strategic priorities:  

1. Through assessment, yield

knowledge of the problems and the

possibilities.

2. Through communication, foster 

shared understanding.  

3. Through infrastructure develop-

ment, empower residents and their 

institutions to act effectively.  

Goals for each of the strategic priorities 

were crafted for California overall as 

well as within the health field, among 

potential health partners, and within 

local communities for Stage 1 (2015-

2018) and Stage 2 (2018- 2020) of the 

Plan. In this inaugural effort, the OHE 

also recognized the critical need to 

create goals aimed at building capacity 

for implementation of the strategic pri-

orities. While the OHE facilitated the 

process for creating this document, the 

outcome reflects the thoughtful partici-

pation of hundreds of stakeholders. 

California’s population is the most di-

verse in the continental United States1 

and one of the most diverse in the en-

tire world. The Latino population is the 
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state’s largest ethnic plurality, at about 

38 percent of the population, and is 

predicted to approach majority status 

by 2060 (see Figure 1). That makes 

California only the second state in the 

nation, behind New Mexico, in which 

Whites are not the majority and where 

Latinos are the plurality. The state’s 

non-Hispanic White population in mid-

2014 is estimated to be a fraction of a 

percent smaller than the Latino popu-

lation, at 38.8 percent, down from 57.4 

percent in 1990. Whites are trailed by 

the Asian/Pacific Islander population, 

at 13 percent (up from 9.2 percent in 

1990); African Americans, at 5.8 per-

cent (down from 7.1 in 1990); and Na-

tive Americans, at less than 1 per-

cent.2 California’s human diversity 

goes beyond race and ethnicity. It also 

includes large shares of other subpop-

ulations relative to other states, includ-

ing Lesbian, Gay, Bisexual, 

Transgender, Queer, and Questioning 

(LGBTQQ) communities; persons with 

disabilities; undocumented immi-

grants; and many others. For instance, 

according to the 2010 census, Califor-

nia has one of the highest percent-

ages in the nation of married couples 

of mixed race or ethnicity and is 

among the leading states in the num-
AW A RE N ESS 
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populations, especially low-income 

(below 200 percent of the federal pov-

erty level) families and neighbor-

hoods; communities of color; the very 

young and the very old; and those 

who have experienced discriminatory 

practices based on gender, race/

ethnicity, or sexual orientation. These 

disparities in health status are a mat-

ter of life and death, shown by differ-

ences in death rates and life expec-

tancy among the state’s major racial 

and ethnic groups. Although the 

state’s death rates have been steadily 

declining for almost all racial and eth-

nic groups, major gaps persist for Afri-

can Americans relative to Asians and 

other populations as of 2010 (see Fig-

ber of same-sex households.3 More 

than 42 percent of the state’s popula-

tion over the age of five speaks one of 

several hundred languages other than 

English at home, with more than two-

thirds of those also speaking English 

well or very well, while about 10 per-

cent do not speak English at all.4

California’s diversity has been a 

source of great strength for the state’s 

economy and cultural life, enriching 

California’s schools, universities, com-

munities, and industries with a kalei-

doscope of skills and knowledge and 

with a determination to succeed.    

Approximately one in three small busi-

ness owners in California is an immi-

grant,5 and according to the Small 

Business Association, close to half of 

all small businesses in Los Angeles 

are owned by immigrants, who make 

up about 34 percent of the city’s popu-

lation. Statewide, almost one-third of 

the state’s 3.4 million small business-

es are owned by people of color.6 At 

the national level, Latinos alone ac-

counted for an estimated $1.2 trillion 

in consumer purchasing power in 

2012, a market larger than the entire 

economies of all but 13 countries.7 

Despite these strengths, the great ad-

vantages of California’s demographic 

diversity continue to be undermined by 

persistent, unjustifiable inequities in 

various social, economic, and environ-

mental conditions that result in gaping 

disparities in the health of vulnerable 
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ure 2). Similarly, the state’s average 

life expectancy of 80.8 years in 2010 

masked a more than 11-year gap 

between Asian Americans, at 86.3 

years, and African Americans, at 

75.1 years.11  

One way of identifying the causes 

of health disparities is to examine 

the factors that produce and main-

tain healthy individuals, communi-

ties, and places. Many people as-

sume that health is mostly a func-

tion of individuals’ seeing the doctor 

regularly for good medical care and 

avoiding unhealthy behaviors, such 

as smoking and inactivity. However, 

most public health experts have 

adopted an upstream/downstream 

model of the causal factors that pro-

duce health, illness, and health dis-

parities. In this model, factors such 

as medical care to maintain health 

or treat an illness or injury are 

>> CONT. FROM PAGE THREE 

viewed as the immediate, or 

“downstream,” determinants of health 

outcomes. These downstream factors 

are causally related to “midstream” 

health determinants, such as people’s 

genetic and biological makeup, and 

individual health behaviors, such as 

smoking, unhealthy eating, or lack of 

physical exercise. Further “upstream” 

are a host of environmental, social, 

and economic factors that even more 

powerfully influence health outcomes 

for entire populations. The World 

Health Organization (WHO) has de-

fined these upstream factors as “the 

conditions in which people are born, 

grow, live, work, and age. These cir-

cumstances,” declared WHO, “are 

shaped by the distribution of money, 

power and resources” within every 

level of society,13 resulting in signifi-

cant upstream health inequities and 

downstream health disparities that 

disproportionately impact low-income 

populations, communities of color, and 

other groups that are subject to racism 

and discrimination. While public health 

researchers have differed on the rela-

tive importance of these various     

upstream and downstream health de-

terminants, it is estimated that medical 

care, healthy behaviors, and genes 

and biology altogether account for on-

ly about half of a society’s overall 

health outcomes,14 even though down-

stream determinants attract the major-

ity of health funding and expenditures. 

The Social Determinants of Health 

What constitutes the other 50 percent 

of the determinants of health and well-

being is a complex interplay of envi-

ronmental conditions, such as air and 

water quality, the quality of the built 

environment (e.g., housing quality; 

land use; transportation access and 

availability; street, park, and play-
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operating within the California Depart-

ment of Public Health (CDPH), was 

created in 2012. The office continues 

California’s multifaceted efforts to re-

duce or eliminate health and mental 

health disparities among California’s 

vulnerable communities. The OHE was 

created both to build upon the existing 

network of public and private sector 

partnerships in all economic, social, 

and environmental sectors that influ-

ence health and mental health and to 

align all state resources, decision mak-

ing, and programs to accomplish the 

following objectives:  

► Achieve the highest level of health

and mental health for all people, with 

ground safety; workplace safety; etc.), 

and a whole host of socioeconomic 

factors. These latter factors include 

opportunities for employment, income, 

early childhood development and edu-

cation, access to healthy foods, health 

insurance coverage and access to 

health care services, safety from crime 

and violence, culturally and linguisti-

cally appropriate services in all sec-

tors, protection against institutional-

ized forms of racism and discrimina-

tion, and public and private policies 

and programs that prioritize individual 

and community health in all actions. 

Significantly, in contrast to the individ-

ual-level downstream determinants, 

these environmental and socioeco-

nomic determinants have population-

level impacts. Understanding this is 

vital when designing and implement-

ing health interventions, such as eco-

nomic development programs in low-

income communities, which can be 

targeted to specific subpopulations, 

communities, and neighborhoods, 

thus affecting thousands or tens of 

thousands of people rather than one 

individual at a time. When a society’s 

principles and policies work to opti-

mize these interrelated social determi-

nants of health on the basis of justice 

and equity for everyone, health is cre-

ated at the levels of the individual, the 

community, the environment, and so-

ciety at large (see Figure 4).  

The Office of Health Equity (OHE), 

>> READ THE FULL ARTICLE ONLINE AT HTTP://WWW.CDPH.CA.GOV/PROGRAMS/PAGES/OHEMAIN.ASPX 

DRAFT



 6 

and beneficial social connections.”1 

Under the official federal poverty 

measure, California ranks 14th among 

the 50 states. However, California has 

the highest poverty rate in the nation 

when calculated according to an alter-

nate (although unofficial) measure, 

known as the Supplemental Poverty 

Measure (SPM), which was developed 

by an Interagency Technical Working 

Group commissioned by the Office of 

Management and Budget’s Chief Stat-

istician to better reflect contemporary 

social and economic realities and gov-

ernment policy. The SPM factors in 

the cost of housing; taxes; noncash 

benefits; and day-to-day costs such as 

childcare, work-related expenses, utili-

ties, clothing, and medical costs. This 

alternate method adds nearly 3 million 

>> CONT. FROM PAGE FIVE 

California has the highest poverty rate in the nations 

according to the Supplemental Poverty Measure. 

► Community Development and

Engagement Unit 

► Policy Unit

► Health Research and Statistics

Unit. 

For many years, the relationship be-

tween socioeconomic status (SES), 

usually measured by income, educa-

tion, or occupation, and health and 

mental health has been known. As 

individuals move up the SES ladder, 

their health improves, they live longer 

lives, and they have fewer health 

problems. Socioeconomic status is 

important because it provides access 

to needed resources that help people 

avoid risks, promote healthy behav-

iors, and protect health, such as 

“money, knowledge, power, prestige, 

A C C ES SA BI L I T Y  

special attention focused on those 

who have experienced socioeconomic 

disadvantage and historical injustice;  

►Work collaboratively with the

Health in All Policies Task Force to 

promote work to prevent injury and 

illness through improved social and 

environmental factors that promote 

health and mental health; 

►Advise and assist other state

departments in their mission to in-

crease access to, and the quality 

of, culturally and linguistically com-

petent health and mental health 

care and services; and  

►Improve the health status of all 

populations and places, with a pri-

ority on eliminating health and 

mental health disparities and 

achieving health equity.28  

To carry out its work, the OHE has 

been organized into three operational 

units:  
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James Heckman. Over a lifetime, 

the return on that $1 adds up to $60 

to $300.2  

One of the most successful ways of 

supporting healthy early childhood 

development is through high-quality 

infant and toddler care, whether 

provided by parent(s) who feel pre-

pared and supported, or by family or 

outside day care providers, Head 

Start, or preschool programs.3 Get-

ting ready to learn is especially im-

portant for the nearly half of all Cali-

fornia children who live in low-

income families (less than 200 per-
 

clinical practice,1 means that, as a 

society, we can minimize many of the 

health inequities featured in this report 

by focusing attention and resources 

on ensuring that our children – all our 

children – are provided with the 

strongest possible foundations for fu-

ture success.  

In purely financial terms, early invest-

ment in childhood education is a win-

ner. The rate of return on a $1 invest-

ment is 7 to 10 percent annually 

“through better outcomes in education, 

health, sociability, [and] economic 

productivity and [through] reduced 

crime,” according to University of Chi-

cago economist and Nobel laureate 

>> READ THE FULL REPORTONLINE AT HTTP://WWW.CDPH.CA.GOV/PROGRAMS/PAGES/OHEMAIN.ASPX 

more people to the official poverty 

rate, meaning that nearly one in four 

Californians would be considered 

poor.4 

Extreme income inequality is especial-

ly acute among California families 

headed by a single mother, one in 

three of which has an income below 

the poverty level. The disparity is even 

higher for families led by Latino, Amer-

ican Indian/Alaska Native, and African 

American single mothers (see Figure 

6). This suggests that the persistent (if 

improving) inequity in wages between 

men and women, with women being 

paid 75 percent of comparable wages 

paid to men,5 is not simply a women’s 

issue but also a serious family issue 

that contributes to additional inequities 

in quality of life for children. Almost 

half of the state’s 2 million children 

age 3 or under live in low-income fam-

ilies.6

Many of the basic foundations for life-

long health, prosperity, and well-being 

are formed in early and middle child-

hood. That observation, increasingly 

recognized in policy, research, and 

Reflecting a growing public focus on preschool since President Obama proposed universal access to high-

quality preschool for all low- and middle-income 4-year-olds, an April 2014 survey by the California Field Poll, 

a nonpartisan public opinion news service, registered strong voter support for extending California’s transi-

tional kindergarten to include all 4-year-olds at an estimated cost of $1.4 billion. The poll found that 56 per-

cent of those without young children, and 57 percent of people overall, support the idea. Latinos registered 

the greatest support (75 percent), followed by African Americans, at 72 percent. The 2014-15 Budget Act al-

locates funding to support the expansion of California State Preschool Program for 3- and 4-year old children 

from low income families.  

Strong Public Support for Universal Preschool 
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A C C ES SA BI L I T Y  

AW A RE N ESS 

cent of the federal poverty level),4 a 

disproportionately large share of 

whom are non-White. Despite the evi-

dence demonstrating the importance 

of early childhood care and enrich-

ment, only 6 percent of income-

eligible children under age 3 are 

served by any publicly supported pro-

gram.5 Some reasons proposed for 

this are transportation barriers, espe-

cially for rural areas; cultural, lan-

guage, or literacy barriers; lack of 

awareness; and staffing or facilities 

issues. As shown in Figure 9, about 

three in five low-income children ages 

3 to 4 are not attending preschool, 

including three out of five Latinos and 

more than half of African Americans. 

The environment – the air we breathe; 

the water we consume; the soil that 

nourishes the food we eat; and all the 

natural and human-made conditions of 

the places we live, work, learn, and 

play – has a profound impact on the 

health of every one of us. Yet low-

income families, communities of color, 

and certain other vulnerable popula-

tions, especially children, are dispro-

portionately subjected to environmen-

tal perils that have been causally 

linked to epidemic rates of various 

respiratory problems, including bron-

chitis, emphysema, asthma, and other 

diseases, disabilities, and chronic 

health conditions.1 Figure 14 illus-

trates that the pollution burden tends 

to be high in California’s Central Val-

ley, where Latinos and non-Whites 
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relationships among residents, includ-

ing the degree of mutual trust and 

feelings of connectedness among 

neighbors. For instance, residents of 

close-knit neighborhoods work togeth-

er to create and maintain clean and 

safe playgrounds, parks, and schools. 

They exchange information on child-

care, employment, and health access, 

and they cooperate to discourage 

crime and other negative behaviors, 

such as domestic violence, child 

abuse, substance abuse, and gang 

involvement, which can directly or in-

directly influence health. Conversely, 

make up a large proportion of the population. Despite having achieved impres-

sive improvements in overall air pollution quality in recent decades, California is 

still home to the top five cities in the nation for both ozone pollution and year-

round and short-term particle pollution, the two sources of the most negative 

health effects of polluted air.2 The state’s smoggiest cities are also the cities 

with the highest densities of people of 

color and low-income residents who 

lack health insurance.3 

Across the country, when you ask 

people what they want their neighbor-

hood to look like, the answers are fair-

ly consistent. People want neighbors 

who care enough about the neighbor-

hood to work together to create and 

maintain a healthy and safe environ-

ment, with convenient access to cul-

tural and economic opportunities, and 

where their children can play, learn, 

and thrive in an atmosphere of trust 

and security.1 In other words, they 

want neighborhoods that ensure ac-

cess to basic goods, that are socially 

cohesive, that are designed to pro-

mote good physical and psychological 

well-being, and that are protective of 

the natural environment. Such charac-

teristics are essential to community 

mental and physical health and health 

equity.2 

An analysis of the literature on neigh-

borhood-level social determinants of 

health shows that, among other fac-

tors, the collective health of neighbor-

hoods is highly subject to the social 

>> READ THE FULL REPORT ONLINE AT HTTP://WWW.CDPH.CA.GOV/PROGRAMS/PAGES/OHEMAIN.ASPX 

less close-knit neighborhoods and 

greater degrees of social disorder 

have been related to anxiety and de-

pression.3  

Unfortunately, California has many low

-income neighborhoods, both rural 

and urban, where the opportunities or 

traditions for engagement in communi-

ty service are lacking. While opportu-

nities for social engagement benefit 

people across the socioeconomic 

spectrum, lower-income adults in Cali-

fornia are less likely to have participat-

ed in a board, council, or organization 
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or to have worked informally to address 

a community problem, when compared 

with higher-income California adults. 

Low levels of neighborhood trust and 

cohesion may also be related to higher 

rates of criminal activity in disadvan-

taged neighborhoods. A 2010 study 

from the U.S. Department of Justice 

found a high correlation between low 

household income levels and rates of 

property crime, such as burglary.5  

A similar relationship holds true for vio-

lent crime, as seen in Figure 25, where 

low-income, disadvantaged neighbor-

hoods in the Bay Area and in South 

to reduce neighborhood gang activity, 

are important components in many 

community-based neighborhood im-

provement initiatives.7The World 

Health Organization (WHO) defines 

mental health as “a state of well-being 

in which the individual realizes his or 

her own abilities, can cope with nor-

mal stresses of life, can work produc-

tively and fruitfully, and is able to 

make a contribution to his or her com-

munity.” WHO adds, “Mental health is 

an integral part of health; indeed, 

there is no health without mental 

health,”1 since physical health impacts 

mental health and vice versa. Mental 

disorders, characterized by alterations 

in thinking, mood, and/or behaviors 

that are associated with distress and/

or impaired functioning, contribute to a 

host of physical and emotional prob-

lems, including disability, pain, or 

death. In fact, mental health disorders 

are the leading cause of disability in 

the United States, accounting for 25 

percent of all years of life lost to disa-

bility and premature mortality.2 In Cali-

fornia, suicide, which is a direct out-

come of mental distress, is the third 

leading cause of death among individ-

uals ages 15 to 34.3.  

Central Los Angeles have the highest 

crime rates. The combination of high 

crime rates and other social factors 

associated with low-income neighbor-

hoods creates barriers to healthful 

behaviors, such as walking and play-

ground use; puts children at risk for 

poor educational, emotional, and 

health outcomes; and makes children 

more likely to become victims or per-

petrators of violent crime.5,6 Communi-

ty-level crime interventions, such as 

well-lit, secure playgrounds; neighbor-

hood watch organizations; and  devel-

opment of well-resourced teen centers 
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The prevalence of mental illness and 

problems of availability, affordability, 

and access to mental health treatment 

and preventive services are areas of 

striking disparities on the basis of race, 

ethnicity, gender, income, age, and 

sexual preference. Various racial, eth-

nic, and other minority groups and low-

income individuals of all races experi-

ence higher rates of mental illness 

than do Whites and more affluent indi-

viduals. Further compounding the 

problem, these individuals are less 

likely to access mental health care ser-

vices, and when they do, these ser-

vices are more likely to be of poor 

quality.4 In California, almost one in six 

adults has a mental health need, and 

about one in 20 (and one in 13 chil-

dren) suffers from a serious mental 

illness (SMI), according to a recent 

study by California HealthCare Foun-

dation.5 The study found that nearly 

half of adults and two-thirds of adoles-

cents with mental health needs did not 

get recommended treatment. Other 

findings included significant racial and 

ethnic disparities for incidence of SMI, 

with Native Americans, multiracial indi-

viduals, African Americans, and Lati-

nos all experiencing rates above the 

state average. A notable exception to 

the link between race/ ethnicity and 

mental illness is the suicide rate, which 

is highest among White men.5 This is 

an area that could benefit from addi-

tional understanding, as White men do 

not report having seriously thought 

about committing suicide any more 

than their multiracial and American In-

dian and Alaska Native counterparts do 

(the data on Native Hawaiians and oth-

er Pacific Islanders is statistically unre-

liable). When the data is examined by 

sexual orientation, rates of suicidal 

thoughts are highest among Bisexual 

individuals, followed by those who 

identify as Gay or Lesbian (see Figure 

29). 

Health and mental health inequities 

have surfaced through a culmination of 

unjust policies and practices over multi-

ple generations. As such, there is no 

one-to-one relationship in eliminating 

the inequities; it is a many-to-many 

relationship. The individuals who have 

been involved in developing this Plan 

have identified many intersecting, com-

plementary interventions to turn the 

tide on the many inequities that are 

well documented in the accompanying 

report. These interventions have as 

their basis assessment, communica-

tion, and infrastructure development for 

California overall, as well as within the 

health field, among potential health 

partners, and within local communities. 

Assessment will yield knowledge of the 

problems and the possibilities. Com-

munication will foster shared under-

standing. Infrastructure development 

will empower residents and their insti-

tutions to act effectively. This approach 

speaks to our intention to identify and 

disseminate actionable information on 

inequities and disparities to develop 

and align sustainable multi-sectoral 

infrastructure and support. There is 

growing interest in health and mental 

health equity, yet many do not know 

what this terminology means, how it 

impacts them and others, or why they 
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should be involved in this work. We see 

an opportunity to build and strengthen the 

existing network of individuals, organiza-

tions, and institutions committed to pro-

moting health and mental health equity— 

work that is also strongly linked to ad-

dressing the social determinants of 

health. Working to address the social de-

terminants of health includes working to 

broadly improve the economic, service, 

and built environments in which people 

live, work, learn, and play. To expand this 

network, we must understand who is al-

ready engaged in this work and reach out 

to those who have a potential interest in 

engaging in it. In order to be both motivat-

ed and successful in reducing the inequi-

ties caused by the social determinants of 

health, partners need access to one an-

other, models that work, and data that is 

relevant and user friendly. They also need 

as much support as they can get in build-
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ing their capacity to effectively imple-

ment and sustain their interconnected, 

mutually advancing infrastructures 

It has taken hundreds of years of un-

just social policies and practices to 

create the degree and magnitude of 

health inequities detailed in this report. 

Each resident, tribe, community, coali-

tion, organization, institution, corpora-

tion, and philanthropy has inherited 

this legacy – and each has an im-

portant part to play as the tide is 

turned through a concerted, compre-

hensive, and sustained response. We 

welcome you to join us. 
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