ACKNOWLEDGEMENTS

This Community Health Improvement Plan (CHIP) was possible thanks to the collaborative
efforts of numerous members of Franklin County Public Health (FCPH) staff, local
stakeholders, partners and members of Health Works Franklin County. Health Works
Franklin County is a broad based coalition sponsored by the Franklin County Board
of Commissioners and Franklin County Public Health, in support of the “health in all
policies” (HiAP) initiative to respond to the Aetna Healthiest Cities/Counties Challenge.
The contributions, expertise, time and resources of all parties involved in the CHIP

Special thanks to our
CHIP Consultant for their
expertise and facilitation
of this process:
Mighty Crow Media, LLC
• Gretchen Clark Hammond
• Kathleen Gallant
• Mandy McGlone

were critical to the completion of this assessment. The FCPH Board of Health, Health
Commissioner and Senior Leadership would like to acknowledge and thank everyone
for their contribution to this process.

HEALTH WORKS FRANKLIN COUNTY COMMITTEE MEMBER ORGANIZATIONS:
Alcohol, Drug and Mental Health Board of
Franklin County
American Heart Association
Caresource
CelebrateOne
The Center for Family Safety and Healing
Central Ohio Diabetes Association
Central Ohio Hospital Council
Charitable Pharmacy of Central Ohio
City of Whitehall
Columbus Metropolitan Housing
Authority
Columbus Public Health
Community Shelter Board
Educational Service Center of Central
Ohio
Faith Mission
Franklin County Board of Developmental
Disabilities
Franklin County Children Services
Franklin County Common Pleas Court
Franklin County Coroner’s Office
Franklin County Economic Development
and Planning Department

Franklin County Engineer’s Office
Franklin County Job and Family Services
Franklin County Office of Justice and
Policy Programs
Franklin County Office on Aging
Franklin County Sherriff’s Office
Franklin County Veterans Service
Commission
Franklin Soil and Water Conservation
District
HandsOn Central Ohio
Healthcare Collaborative of Greater
Columbus
Health Action Council
Heart of Ohio Family Health Center
IMPACT Community Action
LifeCare Alliance
Local Matters
Lower Lights Christian Health Center
Lutheran Social Services CHOICES
Mid-Ohio Foodbank
Mid-Ohio Regional Planning Commission
Mount Carmel Health Systems
Nationwide Children’s Hospital

-2-

Nationwide Children’s Hospital, Healthy
Neighborhoods Healthy Families
Ohio Association of Community Health
Centers
Ohio Environmental Council
Ohio Hispanic Coalition
Ohio Hospital Association
Ohio University
PrimaryOne Health
Physicians CareConnection
Restoring Our Own Through
Transformation
Southeast Health Services
The OSU College of Public Health
The OSU Extension - Franklin County
The OSU Government Resource Center
The OSU Kirwan Institute for the Study of
Race and Ethnicity
The OSU Wexner Medical Center
Thoughtwell
United Way of Central Ohio
YMCA of Central Ohio

TABLE OF CONTENTS

I. Acknowledgements
II. Table of Contents
III. Introduction of the Community Health Improvement Plan
IV. Foundations of a Community Health Assessment and Improvement Plan
a. A Life Course Perspective
b. Health Equity
c. Social Determinants of Health
V. What is a Community Health Assessment?
VI. Community Health Improvement Plan Process
a. Planning
b. Collaboration
c. Plan Development
d. Plan Implementation and Evaluation
VII. Priority Areas, Outcomes, and Selected Strategies
a. Health and Wellness: Chronic Disease
		i. Reduce heart disease
		ii. Reduce diabetes
		iii. Reduce obesity through improved nutrition and physical activity
b. Mental Health/Behavioral Health and Addiction
		i. Reduce unintentional drug overdose deaths
		ii. Increase tobacco cessation and prevention
c. Access to Overall Healthcare
		i. Increase access to medical care
		ii. Increase access to mental/behavioral healthcare
		iii. Increase access to dental care
d. Maternal and Infant Health
		i. Reduce preterm births
		ii. Reduce low birth weight births
		iii. Reduce infant mortality
		iv. Increase immunization
VIII. Conclusion and Next Steps
IX. Appendices
X. References
a. Collective Impact Plans
b. Reference Documents

-3-

Introduction: What is a
Community Health Improvement Plan?
A community health improvement plan, or CHIP, is strategic listing of priority health
areas with targeted outcomes and measurable indicators. The CHIP reflects the
findings of the community health assessment (CHA), which is the foundation for
improving and promoting the health of community members. A CHA is used to
identify key health needs and issues related to a state, tribal, or local community.
The data from a CHA is used to inform community decision-making, the prioritization
of health problems, and the development, implementation, and evaluation of community
health improvement plans.
The Franklin County CHA was an important piece in the development of a CHIP
because it helps the community understand the health and health related issues
that need addressed. Figure 1 below shows where the community health assessment
ﬁts into the community health improvement process.

Figure 1: The Community Health Improvement Plan Process
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Community health
improvement plans
are action-oriented
and focus on priority
community health
issues based on the
findings in the CHA.
The CHIP demonstrates
how these priority
issues will be addressed
and measured.

WHAT IS A COMMUNITY HEALTH IMPROVEMENT PLAN?

An ideal health improvement plan contains:

• Participation and input from a variety of stakeholders and partners.
• Data about the priority areas, including baseline measures.
• Indicators that reflect cross-cutting factors, including social determinants of health,
public health and prevention, and healthcare access.
• Timeline estimates for each indicator.
• Lead organizations who may oversee certain outcomes in the plan.

A successful CHA and CHIP are often developed using the concept of collective impact. Collective impact is based
on the idea that in order for organizations to create lasting solutions to social problems, they need to coordinate
their efforts and work together around a speciﬁc goal. Collective impact moves away from organizations working in
isolation and supports organizations forming cross-sector coalitions in order to have sustainable progress. Ongoing
support for collective impact work is provided by a backbone organization dedicated to the initiative. The backbone
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organization plays six roles in moving the initiative forward:

The backbone organization for the CHA and CHIP is Franklin County Public Health. As part of the collective
impact process, Franklin County Public Health worked with Health Works Franklin County to complete the CHIP
process. Health Works Franklin County is a partnership between the Franklin County Board of Commissioners
and Franklin County Public Health. Health Works Franklin County is a “health in all policies” initiative to respond to
the Healthiest Cities/Counties Challenge. The goal is to integrate and coordinate social determinants of health
data, policy and planning efforts with the public health system. Health Works Franklin County continues a theme for
Franklin County government around what works in public health, highlighting the strong connection between social
and economic conditions and population health.
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Foundations of a Community
Health Assessment and Improvement Plan
Franklin County Public Health, like health departments across the state and nation, is redefining itself to focus on core
capabilities and services, while remaining committed to our strong roots. We have a clear mission, vision, and values
that include preventing disease by administering evidence-based public health services. We engage our partners
across the public health system related to data, planning, and policy efforts. We plan for and respond to potential
risks across our communities and we continue to rethink how to be more effective and efficient with our resources.
Public health departments serve as the unique and essential component of an integrated health system that works
for the population as a whole, rather than focusing on the health outcomes of individuals alone. FCPH is committed to
strengthening its role in working with communities with a greater focus on efficient, effective practices, organizational
structures, finance, delivery of public health services, and on-going research to identify new evidence-based practices
and approaches to addressing population health care needs.

The CHA highlighted 3 critical issues under
each of the 5 foundational areas to ensure
a holistic approach was used for addressing
population health needs.

The 3 Critical Issues are:
1. A Life Course Perspective
2. Health Equity
3. Social Determinants of Health
The importance of each issue is discussed on the next page.
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FOUNDATIONS OF A COMMUNITY HEALTH ASSESSMENT AND IMPROVEMENT PLAN

LIFE COURSE PERSPECTIVE
A life course perspective is deﬁned as a multidisciplinary approach to understanding the mental, physical, and social
health of individuals, which incorporates both life span and life stage concepts that determine the health trajectory.
This perspective came from research documenting the important role early life events play in shaping an individual’s
health trajectory. The outcomes of risk and protective factors, such as socioeconomic status, toxic environmental
exposures, health behaviors, stress, and nutrition influence health throughout an individual’s lifetime.

HEALTH TRAJECTORY:
Health development over a lifetime that can be positively or negatively impacted
by protective and risk factors.

PROTECTIVE FACTORS:
Factors that improve health and contribute to healthy development (e.g. conflict
resolution skills, steady employment, good peer group, community engagement, etc.).

RISK FACTORS:
Factors that diminish health and make it more difﬁcult to reach one’s full potential
(e.g. low self-esteem, drug abuse, family distress, low literacy, etc.).
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FOUNDATIONS OF A COMMUNITY HEALTH ASSESSMENT AND IMPROVEMENT PLAN

HEALTH EQUITY AND HEALTH DISPARITIES
Health Equity is the study of differences in the quality of health and health care across different populations. This
may include differences in the presence of disease, health outcomes, or access to health care across racial, ethnic,
sexual orientation, disability, and socioeconomic groups. Creating health equity requires the increased capacity of
state health departments and their partners to work with and through communities to implement effective responses
to improve population health issues where a health disparity exists. The 2018-2019 State Health Improvement Plan
(SHIP) defines health equity as, “The absence of differences in health that are caused by social and economic factors.
Achieving health equity means that all people have the opportunity to achieve their full health potential, with no one at a
disadvantage because of social or economic circumstance.”
Health Disparities are particular types of health differences

Figure 1:
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FOUNDATIONS OF A COMMUNITY HEALTH ASSESSMENT AND IMPROVEMENT PLAN

SOCIAL DETERMINANTS OF HEALTH
Social Determinants of Health (SDoH) is a model that proposes a person’s health status is determined by the
physical and social environment they are exposed to and that is formed through the distribution of money, power, and
resources at global, national, and local levels and by the policies that influence the distribution of these factors. Social
determinants have a significant impact on health outcomes. Addressing social determinants of health is important
for achieving greater health equity.
Members of Health Works Franklin County spent a significant amount of time in 2017 thinking through the
social determinants of health, as well as the issues facing the residents of Franklin County. After much discussion
and review, the committee developed a SDoH framework to play a major role in the health and health equity of
Franklin County.
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FOUNDATIONS OF A COMMUNITY HEALTH ASSESSMENT AND IMPROVEMENT PLAN

What is a
Community Health Assessment?
A community health assessment, or CHA, is a process that uses mixed methods to systematically collect and analyze
data to understand health within a specific community. A CHA is used to identify key health needs and issues related
to a state, tribal, or local community. The data from a CHA is used to inform community decision making, the prioritization
of health problems, and the development, implementation, and evaluation of community health improvement plans
as described in Figure 1 below..
The CHA is an important piece in the development of a community health improvement plan (CHIP), because it
helps the community understand the health and health related issues that need addressed. It also provides the most
current and reliable information about the health status of a community and where gaps may exist in achieving
optimal health. The CHA is a collaborative effort based on the community’s intimate knowledge of its health issues
and identified needs that drive the efforts of the local health department, community partners, and residents in
determining specific health improvements to target. Figure 1 below shows where the community health assessment
fits into the community health improvement process. FCPH completed its 2017 Community Health Assessment in
November of 2017.

Figure 1: The Community Health Improvement Plan Process
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Community Health
Improvement Plan Process Overview
Based on the 2017 CHA, FCPH utilized a collaborative process to identify four health priorities and determine outcomes
and associated indicators for the CHIP. To guide this process, FCPH followed the recommendations provided in the
Ohio Department of Health’s document, Improving Population Health Planning in Ohio: Guidance for Aligning
State and Local Efforts. FCPH contracted with Mighty Crow Media, LLC (MCM) to assist with facilitation of the CHIP
collaborative meetings and the development of the CHIP.
Led by a voluntary county steering committee, FCPH utilized Health Works Franklin County in the development
of its CHIP. Health Works Franklin County consists of cross-sector teams that focus on implementing and
coordinating data sharing, planning and policy strategies for five specific domains of the Healthiest Cities/Counties
Challenge. As illustrated in Figure 2, the committee uses a collective impact framework to incorporate the multiple
elements of the HiAP approach emphasizing prevention, well being and health equity. Health Works Franklin
County builds on existing community efforts creating an upstream perspective to address those conditions and
barriers related to health equity. Working in collaboration with existing community based, clinical and health-specific
initiatives, Health Works Franklin County is well positioned to advance innovative efforts that systematically address
the community conditions that impact health.
Figure 2:
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CHIP PROCESS OVERVIEW

I. PLANNING
FCPH utilized The MAPP Framework during the CHA process and continues to use this framework for the
CHIP. By using the same framework across the state, and aligning with the framework used for the SHIP,
health-related expertise can be shared among state and community partners. This framework is used with
some modification to meet the specific needs of Franklin County and to address additional priority topics
that arose from the CHA.
The CHIP aligns with the State Health Assessment and State Health Improvement Plan (SHIP). FCPH
examined the priority topics and the outcome indicators identified in the SHIP and compared those to the key
findings of the Franklin County CHA. Alignment documents were created for each priority topic to assist the HWC in
selecting indicators for each outcome area, and cross-cutting factors related to social determinants of health, public
health, prevention, and health behaviors and healthcare system access. A list of evidence-based strategies provided
by ODH was utilized to prepare a menu of options that aligned with existing health initiatives and plans in the county.

II. COLLABORATION
FCPH collaborated with a broad range of community partners, including partners at the city, county and
state levels. FCPH collaborated with numerous organizations and stakeholders across its jurisdiction during the
development of the CHIP. Collaboration with key organizations that play a role in impacting social determinants
of health (e.g. education, transportation, recreation, economic development, etc.) are engaged in this planning
process to ensure that cross-cutting factors are considered. Additionally, FCPH collaborates with state-level agencies
including the Ohio Department of Health, the Ohio Department of Mental Health and Addiction Services, and the
Ohio Department of Education. Many of these organizations are part of Health Works Franklin County, which was
the key group working on the CHIP. These partners were invited to participate in a series of meetings focused on the
development of the CHIP.
FCPH works with tax-exempt hospitals and Columbus Public Health in the assessment and planning process.
FCPH is leading the collaborative health improvement planning process through the use of Health Works Franklin County
to align the CHIP with other existing community improvement plans, including those being developed by the taxexempt hospitals in the area. The Central Ohio Hospital Council is a member of Health Works Franklin County. FCPH
will share the CHIP with the hospitals as they develop their plans to ensure alignment. Opportunities for collective
impact between the tax-expect hospitals and FCPH were explored and integrated into the CHIP.
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CHIP PROCESS OVERVIEW

FCPH collaborates with and aligns its priorities with those of Columbus Public Health (CPH). CPH and FCPH are
required, as nationally accredited local public health agencies, to have a community health improvement plan that
addresses high priority health issues in their jurisdictions based on local CHA data. In addition to national requirements,
the Governor’s Office of Health Transformation has established guidelines for how local CHIP’s align with the state
health improvement plan by addressing common priorities (maternal and infant health, mental health and addiction,
and chronic disease) and associated outcome indicators.
Currently, both FCPH and CPH have separate CHIP’s to address these national and state requirements. Both plans
leverage and build upon existing work occurring within the city and county. In the short term, FCPH staff and CPH
staff are actively engaged in each other’s planning efforts to avoid duplication of initiatives, and to continuously look
for ways to enhance collaboration. Both agencies, in partnership with the Central Ohio Hospital Council, are beginning
to look at an approach to eventually have one CHA and CHIP that meets the needs of the community while at the
same time addressing national/state requirements for hospitals and local health departments.

III. PLAN DEVELOPMENT
Review priority outcomes for each priority topic and select indicators from cross-cutting factors. Health Works
Franklin County convened bi-weekly in January and February 2018 to review the priority topics, priority outcomes,
and indicators from the cross-cutting factors of social determinants of health, public health and prevention,
and healthcare access. A team member from Mighty Crow Media and a staff person from FCPH facilitated subgroups. Each sub-group worked from an alignment document to guide their process.
During each of the three breakout sessions, groups were provided with documents relating to their discussion topic
for that day including indicators from the SHIP, chronic disease, opiates, and maternal child health, etc. The focus of
each meeting was as follows:
The collaboration within these meetings cannot be understated. Meetings were
well-attended, with 40 to 75 participants. Discussions were robust and energized,
as members discussed innovations and practical applications to addressing each
outcome. The groups were reminded regularly of their “north star” of addressing health
equity within each of the strategies discussed. Professionals representing organizations
working across systems provided their perspectives, creating diversity in thought and
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CHIP PROCESS OVERVIEW

experience. It was of great importance to FCPH that members of the Health Works Franklin County community were
engaged in the process of developing the CHIP and providing their insights on what the community should do to
address each priority area and outcome. As such, these meetings generated multiple strategies, multiple indicators,
and in some cases, multiple populations to target.
After these meetings, the team from Mighty Crow Media convened with key staff at FCPH to synthesize the strategies,
indicators, and populations generated during these three meetings to begin the process of narrowing down targeted
actions to take in 2018-2019. The process of narrowing was necessary in order to develop a CHIP that is focused and
realistic for the timeframe. Strategies that were presented by the Health Works Franklin County committee that did not
make this round of the CHIP will be kept for future review and discussion.

January 4, 2018:
Health Works Franklin County convened to review the list of social determinants of health they had developed
over the past year and began the process of creating broad categories. Please refer to the chart on page 10 for a
complete breakdown of the identified Social Determinants of Health. The group decided that a sense of hope for
the future impacted the first six determinants and was an integral part of achieving health equity; therefore, hope
is presented as an overarching theme across the six other determinants. They were presented with an overview of
the findings of the CHA and the plan for developing the CHIP. An alignment document was shared with the group,
highlighting the priority areas of (1) Chronic Disease, (2) Maternal and Infant Health, (3) Mental Health/Behavioral
Health and Addiction, and (4) Access to Overall Healthcare. An overview was provided of how the process for selecting
indicators and priority populations would occur within the Health Works Franklin County committee meetings and
FCPH shared the timeline for the completion of the CHIP with the group.
January 18, 2018:
Health Works Franklin County convened to work on the Priority Area of Chronic
Disease. Within this priority, three outcomes were selected: (1) Reducing heart disease,
(2) Reducing diabetes, and (3) Reducing obesity by addressing nutrition and physical
activity. The Health Works Franklin County committee broke into three sub-groups to
discuss each of the three outcome areas based on areas of expertise or involvement
with the outcome area. Members of each sub-group engaged in dialogue about
potential indicators to consider from the cross-cutting factors, along with potential
target populations. Opportunities for collective impact were also discussed, including
working directly with organizations also targeting similar outcomes (e.g. The Central
Ohio Diabetes Association, The Chronic Disease Prevention Advisory Board, Columbus
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February 1, 2018:
Health Works Franklin County convened to work on the priority areas of Mental
Health/Behavioral Health and Overall Access to Care. These two priority areas were
combined because of their interconnectedness. The outcomes associated with
Mental Health/Behavioral Health included: (1) Reduce unintentional drug overdose
deaths, and (2) Increase tobacco prevention and cessation. The outcomes associated
with Access to Overall Healthcare included: (1) Increase access to medical care, (2)
increase access to behavioral healthcare, and (2) Increase access to dental care. The
Health Works Committee broke into four sub-groups, as access to dental care was
combined with access to medical care. Members of each sub-group engaged in
dialogue about potential indicators to consider from the cross-cutting factors, along with
potential target populations. Opportunities for collective impact were also discussed,
including working directly with organizations also targeting similar outcomes (e.g.
The Franklin County Opiate Crisis Task Force, The Association of Community Health
Centers, the ADAMH Board of Franklin County, The Breathing Association, The United
Way, and the Educational Services Center of Central Ohio, etc.).

February 20, 2018:

Health Works Franklin County convened to work on the priority area of Maternal and
Infant Health. The three outcomes within this priority included: (1) Reduce preterm
births, (2) Reduce low birth weight births, (3) Reduce infant mortality, and (4) Increase
rates of immunizations. The number of participants for this session was quite large;
therefore, some outcomes had two sub-groups to allow for facilitated discussion. Each
sub-group worked from the alignment document to guide their process. Members
of each sub-group engaged in dialogue about potential indicators to consider from
the cross-cutting factors, along with potential target populations. Opportunities for
collective impact were also discussed, including working directly with organizations
also targeting similar outcomes (e.g. Columbus Public Health, Federally Qualified
Health Centers, Nationwide Children’s Hospital, and Mount Carmel Hospital, etc.).
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CHIP PROCESS OVERVIEW

Identify data needs for the CHIP. Through this collaborative approach, FCPH worked to identify data availability
and data gaps. Data experts from FCPH and partner organizations were present at the Health Works Franklin County
meetings. What quickly rose to the surface was the challenge in obtaining localized data on many of these issues.
While it is likely that these data exist to some extent, they are not readily available for public consumption. The need
for data sharing was a prominent theme.
As each priority topic was discussed in Health Works Franklin County committee meetings, notes from those meetings
were synthesized and the respective sections of the CHIP were drafted, reviewed and finalized. The finalized CHIP
strategies and action steps were presented to the Franklin County Public Health Board Members on April 10, 2018.

IV. PLAN IMPLEMENTATION AND EVALUATION
FCPH will use Health Works Franklin County for plan implementation with FCPH assuming the leadership role for the
CHIP. FCPH will work with community partners in data collection and evaluation efforts to monitor the impact of the
CHIP in 2018 and 2019. These findings will inform the 2019 Community Health Assessment.
FCPH has been engaged in a vast number of activities and made significant progress over the course of the year in
the completion of the CHA and this CHIP and is now focused on the development of an agency-wide Strategic Plan.
To accomplish these tasks FCPH has been clearly focused on growth and building new partnerships that will lead
to improving health outcomes in the communities we serve. FCPH continues its efforts toward the implementation
of new strategies for engaging stakeholders, collecting data, and protecting the community. With the completion of
the CHA, CHIP and focus on a Strategic Plan, FCPH will transition to priority-based budgeting, and fostering a real
emphasis on the social determinants of health in achieving the work ahead.
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PRIORITY AREAS, OUTCOMES AND SELECTED STRATEGIES

PRIORITY AREA 1: CHRONIC DISEASE

1:1

OUTCOME 1: REDUCE HEART DISEASE
Health Equity population: Individuals with low socioeconomic status (low SES).

Strategy 1:
Increase hypertension
screening and follow-up.

Strategy 2:
Identify additional community
health workers being trained
to address chronic disease
prevention and management.

Action Step:
Convene a group of stakeholder
agencies to identify next steps
and targeted places for intervention.

Action Step:
Assess the number of
community health workers
(CHWs) in Franklin County.

Context: The Ohio Department of Health Chronic Disease Plan 2020 is to decrease the mortality rate of heart disease
by 5%, and decrease the prevalence of coronary heart disease among adults by 5%. Chronic Diseases (e.g. heart
disease, cancer, CLRD, stroke, diabetes, and kidney disease) accounted for 62% of all deaths in Ohio in 2011 (2011
Certificates of Death, Ohio Office of Vital Statistics, ODH, 2012). In Franklin County, heart disease ranks second as the
leading cause of death for females, and first as the leading cause of death for males (2017 CHA).
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PRIORITY AREAS, OUTCOMES AND SELECTED STRATEGIES

PRIORITY AREA 1: CHRONIC DISEASE

1:2

OUTCOME 2: REDUCE DIABETES
Health Equity population: Individuals with low SES.

Strategy 1:
Increase prediabetes screening
and control of Type 2 diabetes.

Strategy 2:
Increase the HUB model of care.

Action Step:
Convene stakeholder agencies to
explore implementation of screening
for pre-diabetes and food insecurity.

Action Step:
FCPH will work with the group of
stakeholder agencies identified in
Strategy 1 to raise awareness about
the HUBs in diabetes prevention.

Context for Prediabetes Screening: In Franklin County, 10.9% of men (ages 18+) and 10.7% of women (ages 18+) have
diabetes. According to the Ohio Department of Health, certain factors increase the risk of developing type 2 diabetes.
They include being overweight, being over 45 years old, family history, being physically inactive, having gestational
diabetes, having high blood pressure, abnormal cholesterol, or having given birth to a baby that weighed more than
nine pounds.
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PRIORITY AREAS, OUTCOMES AND SELECTED STRATEGIES

Context for the HUB Model: “The Pathways Community HUB model (HUB model) is a strategy to identify and address
risk factors at the level of the individual, but can also impact population health through data collected. As individuals
are identified, they receive a comprehensive risk assessment and each risk factor is translated into a Pathway.
Pathways are tracked to completion, and this comprehensive approach and heightened level of accountability leads
to improved outcomes and reduced costs.” (Pathways Community HUB Manual, p. 1).

The HUB at Work:

REGIONAL ORGANIZATION AND TRACKING OF CARE COORDINATION

Reference: Pathways Community HUB Manual: A Guide to Identify and Address Risk Factors, Reduce Costs, and
Improve Outcomes; available at: https://innovations.ahrq.gov/sites/default/files/Guides/CommunityHubManual.pdf
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PRIORITY AREAS, OUTCOMES AND SELECTED STRATEGIES

PRIORITY AREA 1: CHRONIC DISEASE

1:3

OUTCOME 3: REDUCE OBESITY
THROUGH PHYSICAL ACTIVITY
AND NUTRITION
Health Equity population: Individuals with low SES.

Strategy 1:
Increase the adoption of complete
streets community policies.

Strategy 2:
Identify regular and consistent
access to fresh foods.

Action Step:
Develop a toolkit to
support active living.

Action Step:
Partner with school districts
to implement Farm to School
programs in FCPH jurisdictions.

Context: In Franklin County, 67.4% of males (ages 18+) and 62.7% of females (ages 18+) are overweight or obese (CHA,
2017). According to the Ohio Department of Health’s Chronic Disease Plan 2020, nearly 39% of Black Ohioans are obese,
followed by 29% of White Ohioans, and 28% of Hispanic Ohioans. Ohio Department of Health would like to see the
prevalence of obesity among adults decrease by 5% by 2020 (target rate: 28.7). According to The State of Obesity:
Better Policies for a Healthier America (https://stateofobesity.org/states/oh), Ohio has the 19th highest adult obesity
rate in the nation (2017). Body Mass Index (BMI) is used as a screening tool to determine overweight or obesity.
Standards are as follows: BMI of 25.0 to 29.0, overweight range. BMI of 30.0 or higher is considered in the obese range.
https://www.cdc.gov/obesity/adult/defining.html.
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PRIORITY AREAS, OUTCOMES AND SELECTED STRATEGIES

Access to healthy, nutritious, and fresh foods is
considered an important component of preventing
obesity in children. Therefore, examining access to fresh
foods through school cafeterias and other school-based
nutrition programs provides a way to reach children
throughout the jurisdiction. Farm to School works to
help students develop healthy eating habits and reduce
risks for obesity and other health issues when they
have increased access to food education and fresh
foods in school meals. It also helps boost the local
economy by connecting schools with famers. Farm to
school impacts the community by bringing people and
resources together.
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ARE OVERWEIGHT OR OBESE.

PRIORITY AREAS, OUTCOMES AND SELECTED STRATEGIES

PRIORITY AREA 2: MENTAL HEALTH/BEHAVIORAL HEALTH AND ADDICTION

2:1

OUTCOME 1: REDUCE UNINTENTIONAL
DRUG OVERDOSE DEATHS
Health Equity population: Persons exiting from a Correctional Facility.

Strategy 1:
Increase wrap-around services
for newly released incarcerated
populations.

Strategy 2:
Expand naloxone trainings
to social service providers
and other client-serving
organizations who work with
the priority population.

Strategy 3:
Expand outreach efforts to
individuals who are homeless
and at greater risk for drug
overdose to increase linkage
to treatment and housing
support services.

Action Step:
Partner with the criminal justice
system in Franklin County to identify
and increase access to wrap-around
services.

Action Step:
Partner with community social
service and government agencies
to provide additional naloxone
trainings.

Action Step:
In partnership with the Community
Shelter Board, Columbus
Metropolitan Housing Authority,
ADAMH, and community-based
service providers, develop
additional methods to address
this strategy.

Context: Unintentional overdose deaths in Franklin County from 2011-2016 were 18.3 per 100,000 people. The
zip codes with the highest overdose death rates were 43206 (German Village/Driving Park), 43027 (Southside/
Obetz), 43211 (Linden), 43223 (Greenlawn/Franklinton/SW), and 43232 (Near East). Persons exiting the jail are at
an increased risk of overdose. As such, FCPH and the Franklin County Office of Justice Policy and Programs are
working together to establish a treatment and education program for recently released individuals who are re-entering
society. Participants will receive medication-assisted treatment and be linked with a Certified Peer Recovery Support
Specialist upon release. Program participants will be educated on opioid overdose and on how to use naloxone, and
will receive a naloxone kit upon completion of this training.
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PRIORITY AREA 2: MENTAL HEALTH/BEHAVIORAL HEALTH AND ADDICTION

2:2

OUTCOME 2: REDUCE TOBACCO USE
Health Equity population: Lesbian, Gay, Bisexual, Transgender, and Questioning Youth and Adults.

Strategy 1:
Increase awareness
regarding the dangers of
smoking and secondhand
smoke.

Action Step:
Expand the adoption of the Tobacco
21 community policies.
Action Step:
Adopt tobacco free policies for
schools and community parks.

Action Step:
Engage the Franklin County Tobacco-Free Collaborative to reach non-traditional
people serving organizations to provide education and resources.

Context: Upper Arlington, Bexley, Grandview Heights, Columbus, Powell, Dublin and New Albany have raised the age
to 21 (https://tobacco21.org/state-by-state/). While students are prohibited by state law from using or possessing
tobacco products on outdoor school property, staff and visitors may not be prohibited; thus, students may be exposed
to secondhand smoke and smoking-related behavior. A 100 percent tobacco-free school policy prohibits all tobacco
use by everyone on school grounds and at all school events, at all times (https://www.odh.ohio.gov/-/media/ODH/
ASSETS/Files/health/resources/tobacco-freeschoolstoolkit.pdf?la=en). Schools in Franklin County that have a 100
percent tobacco-free policy include: Dublin City Schools and Worthington Schools.
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FCPH wants to increase the number of community partners within the Tobacco-Free Collaborative (TFC) to address
the needs of the target population, including but not limited to: Kaleidoscope Youth Center, Stonewall Columbus,
BRAVO, and businesses where LGBTQ youth and adults convene. According to the CDC, LGBTQ persons have higher
rates of cigarette smoking than heterosexual individuals. Nearly 1 in 4 LGBTQ adults (23.9%) smoke cigarettes,
compared to about 1 in 6 heterosexual adults (16.6%) (https://www.cdc.gov/tobacco/disparities/lgbt/index.htm).
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PRIORITY AREA 3: ACCESS TO OVERALL HEALTHCARE
OUTCOME 1: INCREASE ACCESS
TO MEDICAL CARE

3:1

Health Equity population: School-aged children and elderly.

Strategy 1:
Increase school-based healthcare
resources in the county.

Strategy 2:
Increase the number of EMS
paramedicine programs in
Franklin County.

Action Step:
Work with an existing group and/
or convene a group of stakeholders
to identify the type of school-based
healthcare being provided in schools.

Action Step:
Work with an existing group and/or
convene a group of stakeholders to
discuss paramedicine and ways to
expand its use.

Context for School-Based Healthcare: 2016 U.S. Census data reports that 3.8% of persons under 19 years of age in
Ohio are without health insurance. However, insurance coverage for children does not necessarily ensure access
to services, according to a report from the Ohio Department of Health (http://www.odh.ohio.gov/healthStats/
data/mchfact/factsheets.aspx). One in ten insured children reported not having a personal doctor or nurse, yet it has
been proven that individuals with a usual source of care have better health outcomes and fewer disparities and costs.
Low-income students are at even greater risk for not receiving adequate care due to the availability of providers that
treat publicly insured patients, as well as the ability of the working poor to access medical services in a timely and
consistent manner.
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Context for Community Paramedicine: Paramedicine, or a Mobile Integrated Healthcare Practice, is a conceptual
model designed to optimize an existing system of 24/7 triage and transport services (http://www.ems.ohio.gov/links/
OhioMIHCresources.pdf). A White Paper drafted by the National Highway Traffic Safety Administration, Office of the
Assistant Secretary for Preparedness and Response, and the Health Resources and Services Administration proposes
“EMS services can reduce downstream emergency department and hospitalization costs while increasing patient
care quality and safety by changing their service delivery. New initiatives may allow EMS systems to demonstrate
several innovative strategies to reduce total cost of care and increase health outcomes, including: the triage of patients
calling 911 without dispatch of an ambulance, treatment of patients without transport, transport of patients to a clinic
or other provider for an unscheduled visit, and scheduled non-acute assessments and treatments, to name a few.”
(Beck, E. et.al). In 2010, the Medicare program spent $5.2 billion on 16.6 million ambulance transports; a number that
continues to rise; estimates of cases that could have been safely treated elsewhere range from 11-61 percent (White
Paper). Paramedicine programs can reduce costly visits to emergency departments and hospitals for patients whose
condition did not require them to be there, and improve the overcrowding in EDs and delayed/sub-optimal care that
is a result of the current system.
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PRIORITY AREA 3: ACCESS TO OVERALL HEALTHCARE

3:2

OUTCOME 2: INCREASE ACCESS TO
MENTAL/BEHAVIORAL HEALTHCARE
RESOURCES IN SCHOOLS
Health Equity population: School-aged children and youth.

Strategy 1:
Increase education and
resources regarding
violence.

Strategy 2:
Assess the availability of
a comprehensive resource
toolkit.

Strategy 3:
Increase the education
and awareness of signs
and symptoms of youth
behavioral health needs.

Action Step:
Work with an existing
group and/or convene
key stakeholder
organizations to discuss
the implementation of
Stop the Bleed® program
in school systems within
Franklin County.

Action Step:
Work with an existing
group and/or convene
a stakeholder group to
conduct a comprehensive
assessment of behavioral
health services available
in Franklin County for
children and youth.

Action Step:
Implement Youth Mental
Health First Aid trainings.

Context for Increased Education and Resources:: In October 2015, the White House launched the Stop the
Bleed® campaign, which focuses on training, equipping and empowering bystanders to help in a bleeding
emergency before professional help arrives (www.dhs.gov/stopthebleed). Grown out of the wake of the Sandy
Hook Elementary School shooting in 2012, the campaign aims to reduce the number of deaths that occur in mass
violence incidents that, tragically, have become more and more common in the United States. Since Sandy Hook,
there have been more than 200 school shootings; 2017 was the deadliest year to date for mass shootings overall.
According to the Stop the Bleeding Coalition website (stopthebleedingcoalition.org), uncontrolled hemorrhage is
one of the most preventable causes of death in the United States, and 80% of civilian trauma fatalities are due to
uncontrolled hemorrhage from an extremity.
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Context for Behavioral Health: According to the Ohio Department of Mental Health and Addiction Services
(OhioMHAS), both mental health and substance use issues play a role in a child’s education. “Children with
untreated mental health or addiction problems experience multiple obstacles to learning that often make
the difference between whether or not they lead positive, productive adult lives” (http://mha.ohio.gov/
Default.aspx?tabid=316). Children can experience a variety of mental health disorders, including, but not
limited to: anxiety disorders, attention-deficit/hyperactivity disorder (ADHD), austism spectrum disorders,
eating disorders, mood disorders (depression, bipolar, etc.) and schizophrenia (https://www.mayoclinic.org/
healthy-lifestyle/childrens-health/in-depth/mental-illness-in-children/art-20046577). Children with a history
of trauma are not only more likely to develop a mental health disorder, they “are more likely to experience
difficulty at school and in the classroom. These students may experience difficulty in paying attention,
cognitive processing and controlling behavior which may lead to undesired classroom behavior. Additionally,
these students may struggle with social skills, be less engaged, have lower GPAs and more school
absences” (Project AWARE Ohio Brief N. 4 July 2015). In 2015, suicide was the 3rd leading cause of death
among youth ages 10-24, according to the CDC. In addition, school-age children are at ever-increasing risk for
alcohol and drug use. The youth population was identified by Health Works Franklin County as one particularly
in need of behavioral healthcare services. Group members stated that teachers and guidance counselors
in schools are unsure where to refer students and, even if they do, there is a wait list, as services are limited.
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PRIORITY AREA 3: ACCESS TO OVERALL HEALTHCARE

3:3

OUTCOME 3: INCREASE ACCESS
TO DENTAL CARE
Health Equity population: School-aged children.

Strategy 1:
Assess the availability of dental
services by zip code.

Action Step:
Work with an existing group and/
or convene a stakeholder group to
assess availability.

Context: Although Ohio stacks up well against the national average,
anecdotal evidence tells us that dental services may be skewed
towards certain areas/zip codes while others lack providers. This
number may be even more skewed when looking at clinics and/
or providers that accept public insurance or offer free services.
Thus, the odds are stacked against low-income persons accessing
dental services. However, the true scope of this problem will not be
known until a comprehensive map of services exists.
For more information on dental clinics in the area, please refer to
the resources in the appendix.
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PRIORITY AREA 4: MATERNAL AND INFANT HEALTH

4:1

OUTCOME 1: REDUCE PRE-TERM BIRTHS
Health Equity population: Pregnant women.

Strategy 1:
Reduce the percentage
of women who smoke in
the third trimester.

Action Step:
Provide cessation services to pregnant
women residing in Franklin County through
the Community Cessation Initiative (CCI) and
partner with CelebrateOne on its smoking
initiatives for pregnant women.

Context: A December 2017 report from the Health Policy Institute of Ohio stated that tobacco prevention policies and
or smoking cessation programs were one of the major drivers of improvement in communities that reduced infant
mortality and improved health equity. The FCPH CHA revealed that 7.08% of women reported a previous preterm birth;
a number that has continued to rise (up from 4.9% in 2013). As shown in the chart below, 16.1% of women smoked at
some point during pregnancy; and while this number did drop to 8.3% in the third trimester, improvement is still needed.

MOTHER’S SMOKING STATUS,
OHIO RESIDENT BIRTHS | 2015*
Smoked Pre-pregnancy
Smoked First Trimester
Smoked Second Trimester
Smoked Third Trimester
Any Smoking Before or During Pregnancy
Quit Smoking in Third Trimester

OHIO

FRANKLIN COUNTY

FRANKLIN
WIC RECIPIENTS

ALL
RACES

WHITE

BLACK

ALL
RACES

WHITE

BlACK

ALL
RACES

WHITE

BLACK

20.2%
14.8%
12.7%
12.1%
20.4%
40.8%

22.0%
16.4%
14.1%
13.6%
22.2%
39.1%

17.4%
12.2%
10.0%
9.3%
17.8%
48.3%

15.8%
10.6%
8.9%
8.3%
16.1%
48.7%

17.9%
12.3%
10.5%
10.0%
18.1%
44.9%

16.6%
10.8%
8.7%
7.9%
17.4%
55.2%

22.9%
16.3%
13.8%
12.7%
23.4%
45.8%

36.3%
28.3%
24.6%
23.3%
36.7%
36.6%

18.2%
11.5%
9.2%
8.1%
18.9%
57.5%
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PRIORITY AREA 4: MATERNAL AND INFANT HEALTH

4:2

OUTCOME 2: REDUCE LOW BIRTH
WEIGHT BIRTHS
Health Equity population: Pregnant women with low SES.

Strategy 1:
Expand collaboration and
screening opportunities with
healthcare providers regarding
food insecurities and other
social determinants of health.

Action Step:
Work with CelebrateOne, the Mid-Ohio
Foodbank, maternal and child health
care providers, and other stakeholders
to discuss ways to connect patients with
available food resources or create new
resources for their patient population.

Context: “Infants born prior to 37 weeks of gestation are considered preterm. Almost half of preterm births are also of
low birth weight (LBW), defined as weight less than 2,500 grams at birth. Preterm birth and fetal growth restrictions are
two main contributors to LBW births. Risk factors for LBW include birth defects, fetal infection, maternal chronic health
issues, alcohol or tobacco use, African-American, race, and low socioeconomic status” (https://www.odh.ohio.gov/-/
media/ODH/ASSETS/Files/cfhs Infant-Mortality/Low-Birth-Weight-2014.pdf?la=en). Data from the CHA (2017) indicate
that in 2014 and 2015, preterm births were higher in Franklin County as compared to the overall rate for the State of Ohio.
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PRIORITY AREA 4: MATERNAL AND INFANT HEALTH

4:3

OUTCOME 3: REDUCE INFANT MORTALITY
Health Equity population: Women with low SES.

Strategy 1:
Increase the percentage of mothers who
receive home visits to provide education
and resources on breastfeeding, safe sleep
practices, etc.

Action Step:
Work with CelebrateOne’s
stakeholder group to
expand home visiting
programs.

Context: Data from the Franklin County Community Health Assessment (CHA) indicate that Franklin County’s infant
mortality rate is 7.7 per 1,000 live births; higher than both the state and national average and that black babies is 2.5
times that of white babies in Franklin County. It also tells us that most infant deaths occurred when babies were:
premature, born with a serious birth defect or impacted by a sleep-related cause.
“Although Franklin County is considered to be one of the more prosperous, well-educated and progressive
communities, it has one of the highest infant mortality rates in the country. The infant mortality rate for black babies
is two-and-a-half times that of white babies in Franklin County. Not only are too many babies dying before they reach
their first birthday, too many babies in Franklin County are born too early. Disorders related to prematurity and low
birth weights are the leading causes of infant deaths, and those same disorders can cause ongoing challenges for
babies who survive” (Franklin County CHA, 2017). Data from the CHA (2017) indicate that in 2014 and 2015, preterm
births were higher in Franklin County as compared to the overall rate for the State of Ohio.
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PRIORITY AREA 4: MATERNAL AND INFANT HEALTH

4:4

OUTCOME 4: IMPROVE CHILDHOOD
IMMUNIZATION RATES
Health Equity population: Children less than 24 months of age,
kindergartners and adolescents (7th-12th grades)
Strategy 1:
Engage health care practices
and licensed schools to improve
immunization rates.

Strategy 2:
Target children and adolescents
who are under immunized.
Action Step 2a:
Complete an index map of where under
immunized children and adolescents live,
socioeconomic status, racial identity and
evaluate other social determinants of health
indicators that possibly contribute to low
immunization rates.

Action Step 1a:
Hold education sessions with
health care providers and licensed
school staff.

Action Step 2b:
Survey parents of under immunized children
and adolescents to understand reasons for
postponing or deferring vaccination.

Action Step 1b:
Provide immunization assessments
to health care practices.

Action Step 2c:
Create a comprehensive outreach and education
plan targeting under immunized children
and adolescents based on the results of
the index map and parental survey.

Context: Ohio’s childhood immunization coverage rates, as measured through the Centers for Disease Control and
Prevention (CDC) National Immunization Survey (NIS), are used by the Ohio Department of Health Immunization
Program for statewide program planning and policy development. Tracking changes in immunization coverage rates
allows the State to measure its progress toward meeting the Healthy People 2020 goal of increasing immunization
coverage levels against vaccine preventable diseases among children 0-2 years of age.
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https://www.odh.ohio.gov/en/odhprograms/bid/immunization/immform
FCPH operates immunization clinics wherein they provide immunizations
to Franklin County residents, provide vaccine records for current and past
clients, provide vaccine information/education to the public, and provide
resources and referrals for other immunization-related needs.
Data specific to immunizations rates for Franklin County are not available
at this time.

OHIO IMMUNIZATION COVERAGE RATES | 2009–2016
Proportion of Children 19–35 Months of Age Who Received Dose or Series
VACCINE

DOSE

2009

2010

2011

2012

2013

2014

2015

2016

4+
3+
1+
3+
3+
1+
4+

83.3%
92.6%
89.4%
87.8%
91.5%
87.1%
82.1%

84.3%
94.9%
93.6%
92.2%
94.8%
89.7%
81.8%

85.2%
94.7%
93.3%
96.6%
95.8%
93.4%
83.8%

83.3%
92.5%
90.3%
91.2%
89.4%
90.8%
80.5%

75.8%
90.4%
86.0%
90.3%
87.4%
85.3%
71.6%

85.10%
94.60%
95.60%
92.90%
92.30%
92.90%
83.30%

80.9%
91.8%
88.1%
78.6%
92.3%
86.2%
79.1%

78.6%
86.6%
87.4%
79.0%
88.0%
85.5%
81.0%

SERIES

-

2009

2010

2011

2012

2013

2013

2015

2016

4:3:1:3:3:1
4:3:1:3:3:1:4

-

73.8%
68.8%

76.0%
73.8%

80.6%
74.7%

72.1%
66.8%

69.7%
61.7%

73.60%
68.10%

68.1%

68.0%

DTP/DTaP
Polio
MMR
Hib
Hepatitis B
Varicella (chickenpox)
PCV7* or PCV13

Source: Centers for Disease Control and Prevention, National Immunization Program, National Immunization Survey, 2009–2016.
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Conclusion and Next Steps
The intent of Franklin County Public Health (FCPH) in conducting its Community Health Assessment (CHA) and
Community Health Improvement Plan (CHIP) was to develop a strategic list of priority health concerns with targeted
outcomes and measureable indicators in order to improve population health.
Using a collective impact approach, FCPH will facilitate implementation of the CHIP strategies by focusing on
improving those priority community health issues for the purpose of meeting the needs of individuals that live, work
and play in the communities we serve. The FCPH CHIP is not meant to address every issue identified during the CHA
process but to focus on specific issues that have risen to the top as the most critical health and health related topics
to address over the next three years. FCPH would like to encourage local communities and Community Health Action
Teams (CHATs) in Franklin County to review the CHA and to utilize their local processes and resources to address
issues that are important to them.
FCPH will continue its collaboration with Health Works Franklin County to focus on the strategies identified in the
2018 – 2020 CHIP. Our next steps are as follows:

RECONVENE THE HEALTH WORKS FRANKLIN COUNTY COALITION TO REVIEW
AND DISCUSS THE PRIORITIES, STRATEGIES AND ACTION STEPS.
WORK WITH HEALTH WORKS FRANKLIN COUNTY MEMBERS TO ALIGN THE
PRIORITY STRATEGIES WITH ALREADY EXISTING COALITIONS, COMMITTEES,
AND GROUPS.
FACILITATE THE PROCESS TO DRAFT AN IMPLEMENTATION PLAN FOR EACH
PRIORITY AND/OR WORK THROUGH AN EXISTING PLAN.
FACILITATE THE IDENTIFICATION AND DISPLAY OF PROGRESS MADE ON
PERFORMANCE INDICATORS/MEASURES FOR EACH OF THE PRIORITY AREAS
AND/OR ADOPT EXISTING INDICATORS/MEASURES.
IDENTIFY AN ONLINE AND ANNUAL REPORTING PROCESS
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Priority Area 1: Chronic Disease
PRIORITY OUTCOME 1: REDUCING HEART DISEASE
Additional Strategies and Action Steps that emerged during the Health Works sub-committee:
				
				
				
				
				
				
				

• Supporting active living through local environmental changes
• Community-based active living and healthy eating support
• Smoke-free environments
• Tobacco prevention and cessation
• Employment and Income factors
• Team-based approaches to controlling hypertension
• Hypertension screening and follow up

According to the 2015 Addressing Chronic Disease through Community Health Workers: A Policy and Systems-Level
Approach, “Community Health Workers (CHWs) are frontline public health workers who are trusted members of and/
or have an unusually close understanding of the community served. This trusting relationship enables CHWs to serve
as a liaison, link, or intermediary between health/social services and the community to facilitate access to services
and improve the quality and cultural competence of service delivery” (p. 1). A growing body of research supports the
effectiveness of CHWs to address racial and ethnic disparities in health care, as discussed in this 2015 report from
the Centers for Disease Control, page 2:
WHAT EVIDENCE SUPPORTS THE UNIQUE ROLE OF CHWS AS HEALTH BROKERS?

The unique role of CHWs as culturally competent mediators (health brokers)
between providers of health services and the members of diverse communities, as
well as CHWs’ effectiveness in promoting the use of primary and follow-up care for
preventing and managing disease, have been extensively documented and
recognized for a variety of health care concerns, including asthma, hypertension,
diabetes, cancer, immunizations, maternal and child health, nutrition, tuberculosis,
and HIV and AIDS.
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This evidence has been further strengthened by two Institute of Medicine reports.
One of the reports, Unequal Treatment: Confronting Racial and Ethnic Disparities
in Health Care, recommends including CHWs in multidisciplinary teams to better
serve the diverse United States population and improve the health of underserved
communities as part of “a strategy for improving health care delivery, implementing
secondary prevention strategies, and enhancing risk reduction.” The more recent
report, A Population-based Approach to Prevent and Control Hypertension
(published in 2010), recommends that the Centers for Disease Control and
Prevention (CDC) Division for Heart Disease and Stroke Prevention work with state
partners to bring about policy and systems changes that will result in trained CHWs
“who would be deployed in high-risk communities to help support healthy living
strategies that include a focus on hypertension.”

Collective Impact: Optimizing care includes a combination of technology in healthcare systems, teams of professionals
providing care, improved processes for identifying individuals and providing them with proper treatments, and
utilizing patient and family supports. As such, increased screening in Franklin County fits with this model. Working
with key stakeholder agencies will allow us to examine the prevalence of CHWs currently in place in Franklin County
and determine gaps in care and overall need for additional CHWs to address chronic disease. The Chronic Disease
Prevention Advisory Board includes organizations throughout central Ohio who are focused on addressing chronic
disease. FCPH will continue to collaborate with the board on this issue.
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Priority Area 1: Chronic Disease
PRIORITY OUTCOME 2: REDUCE DIABETES
Additional Strategies and Action Steps that emerged during the Health Works subcommittee:
				
				
				
				
				
				
				
				

• Reducing food insecurity of people with type 2 diabetes
• Increasing the messaging/education about type 1 and type 2 diabetes
• Improving strategies to gather diabetes-related data
• Assisting Mid-Ohio Foodbank with sharing their data with medical providers
• Implement a social determinants of health (SDoH) screening tool for medical providers to
help determine who needs access to healthy foods
• Addressing transportation as an issue for persons with diabetes and gaining access to
stores with more fresh food options

It was noted in the discussion that local data on diabetes is challenging to obtain. Most data is self-reported or obtained
from death certificates. Gaining access to data gathered by local health systems or insurance providers is challenging and
not without cost. The group emphasized this gap in data as a significant challenge to addressing diabetes in Franklin County.
Collective Impact: Food, Education, and Empowerment for Diabetes (FEED) Project: In 2011, Mid-Ohio Foodbank
received a grant through Feeding America and the Bristol Myers Squibb Foundation to help tackle Type 2 diabetes,
with an emphasis on persons in poverty. The FEED project involves several partners, including: Mid-Ohio Foodbank,
Central Ohio Diabetes Association (CODA), Columbus Neighborhood Health Centers (CNHC), and the Division of
Medical Dietetics in the School of Health and Rehabilitation Sciences at The Ohio State University College of
Medicine. Participants receive education on type 2 diabetes at CNHC sites, taught by CODA. Participants then enroll
in FEED and visit a Mid-Ohio Foodbank pantry bi-monthly to receive a food box of diabetes-friendly foods, whole
grain bread products, fresh produce and meat. Reference: https://www.midohiofoodbank.org/nutrition-healthdiabetes/www.diabetesohio.org. The Mid-Ohio Foodbank is partnering with PrimaryOne for its current food
prescription program. Primary One conducts a food insecurity screen with patients; if patients screen positive, they
are provided a prescription for the pantries through the Mid-Ohio Foodbank.
Collective Impact: United Way of Central Ohio funds the Franklin County Pathways Community HUB (https://
liveunitedcentralohio.org/agency/care-coordination-network/). Through this program, “Community care coordinators
within various organizations work directly with individuals and families to determine their needs, identify appropriate
service pathways and follow up regularly to ensure milestone along each pathway are completed. The HUB’s
standard, organized pathways for information flow and funding bring increased efficiency to the process. Providers
receive payment for services once a milestone is reached.”
FCPH will work with key stakeholder organizations, including United Way of Central Ohio, who have already established
HUB models to better understand how this model works and how it can expand to include diabetes prevention and
intervention for the target population.
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Priority Area 1: Chronic Disease
PRIORITY OUTCOME 3: REDUCE OBESITY THROUGH
INCREASED PHYSICAL ACTIVITY AND IMPROVED NUTRITION
Additional Strategies and Action Steps that emerged during the Health Works subcommittee:
				

• Addressing transportation as a means of helping people access physical activity

				

• Addressing transportation as a means of helping people access grocery stores

				

• Increase access to healthy foods for children and adults

				

• Expanding the community HUB model to address chronic disease related to obesity

				

• Addressing neighborhood violence as a barrier to physical activity

				

• Working with other organizations (e.g. FQHCs) and programs (e.g. Help Me Grow) to

				

provide food insecurity screens and nutrition education

Collective Impact: The Chronic Disease Prevention Advisory Board is focused on implementing school travel plans,
promoting active transportation strategies, and conducting a health impact assessment. As such, gaining access to
physical activity is seen as a key factor to prevent chronic disease, including obesity. For example, ensuring that bus
routes have stops near the entrances to local Metroparks is one example of supporting the local built environment to
help residents gain access to physical activity.
There are several opportunities for collective impact for fresh foods including working with Ohio Farm to School,
Ohio Department of Education Fresh Fruits and Vegetables Program, Columbus City Schools, and the organizations
involved in The Local Food Action Plan.
“Ohio Farm to School is an interdisciplinary project housed at OSU Extension, and
represents Ohio in the National Farm to School Network. Ohio Farm to School works with
schools, producers, distributors, government agencies, nonprofit organizations, and many
others around the state to increase the supply of local, fresh, nutritious foods in schools
in order to develop informed decision-making among students, support local famers,
develop community ties, and reinvest in local economies” (www.farmtoschool.osu.edu).
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The Ohio Department of Education’s (ODE’s) Fresh Fruits and Vegetables Program
provides funding to support schools in offering children a variety of fresh fruits and
vegetables throughout the school day. ODE’s Office for Child Nutrition awards grants
to eligible schools and oversees the program on the state level (http://education.ohio.
gov/Topics/Other-Resources/Food-and-Nutrition/Resources-and-Tools-for-Food-andNutrition/Fresh-Fruit-and-Vegetable-Program).
On June 13, 2017, Columbus City Schools announced that it received a federal Farm to
School Grant, allowing the school system to purchase a fresh apple cutting system which
will clean, slice, preserve, weigh and bag local applies to be served in elementary schools.
All apples will be purchased from Ohio farms. The hope is to utilize the equipment to
prepare other fresh produce, including carrots, cucumbers, and squash.
The Local Food Action Plan for The City of Columbus and Franklin County (2017)
has a goal to improve access to and education about healthy food, affordable food,
and local food. Within this plan is the objective to support the expansion of nutrition
and food system education in Pre-K through 12th grade curricula. See: https://www.
columbus.gov/publichealth/programs/Local-Food-Plan/The-City-of-Columbus--Franklin-County-Local-Food-Action-Plan/
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Priority Area 2: Mental Health/Behavioral Health and Addiction
PRIORITY OUTCOME 1: REDUCE UNINTENTIONAL DRUG OVERDOSE DEATHS
Additional Strategies and Action Steps that emerged during the Health Works subcommittee:
				

• Increase wrap-around for individuals leaving treatment centers/detox

				

• Increase wrap-around supports for individuals leaving incarceration

				

• Expand naloxone trainings to community social service providers

				

• Education between provider and patient re. expectations for pain management

				

• Increase awareness of referral sources to all providers

Collective Impact: Franklin County is a grantee of the Ohio Department of Health’s Prescription Drug Overdose
Grant, also commonly referred to as the “Opiate Grant.” This initiative has four main goals in its first year: (1)
To engage local healthcare providers and systems to integrate the use of the Ohio Automated Rx Reporting
System into their electronic health records and integrate alternative pain management options, (2) Increase the
number of drug drop boxes available in the county for safe drug disposal, (3) Create a customized Generation Rx
curriculum for high school athletes to aid in prescription drug awareness, and (4) Educate individuals who are
re-entering society through supplemental funding on prescription drug and opiate use, enter them into the PDO
re-entry program, and provide access to naloxone through Project DAWN. The aim is to reduce prescription drug
overdose fatalities in Franklin County by 5% by 2019.
FCPH participates as a steering committee member of the Franklin County Opiate Crisis Action Plan. The plan
created a steering committee made up of local stakeholders such as the Central Ohio Hospital Council, Franklin
County Children Services, Columbus Public Safety, the Central Ohio Mayors and Managers Association, and public
health agencies, and identifies specific actions for each of the next three years to address each of plan’s overarching
goals. See: (https://adamhfranklin.org/wp-content/uploads/2017/06/2017-Opiate-Action-Plan-Web.pdf)
Naloxone (also known as Narcan) is a medication that can reverse an overdose caused by an opioid drug (heroin
or prescription pain medications. When administered during an overdose, naloxone blocks the effects of opioids on
the brain and quickly restores breathing. Naloxone does not reverse overdoses that are caused by non-opioid drugs
such as cocaine, benzodiazepines (e.g. Xanex, Klonopin and Valium), methamphetamines or alcohol. Naloxone has
no harmful effects. If administered to someone who is not experiencing an opioid overdose, it will not cause harm.
Throughout 2016 and 2017, Franklin County organizations worked to ensure that first responders (e.g. police, fire,
EMS) had access to naloxone. These efforts have resulted in many lives saved from accidental opiate overdose. It is
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imperative that other non-emergency population-serving professionals working in social service and governmental
agencies be properly educated and equipped with naloxone as well. Many of these persons will serve the target
population of persons re-entering society after jail. Information and resources on naloxone are provided here:
In 2015, naloxone was used more than 16,000 times in Ohio.
Some pharmacies in Ohio sell naloxone without a prescription. For a list of participating
pharmacies, visit http://www.pharmacy.ohio.gov/Licensing/NaloxonePharmacy.aspx.
The Ohio Department of Health (ODH), along with other state and local agencies are
working to address the drug overdoses in Ohio. For more information, visit http://www.
healthy.ohio.gov/vipp/drug/dpoison.aspx.
The Centers for Disease Control & Prevention (CDC) is committed to an approach that
protects the public's health and prevents opioid overdose deaths. For more information,
visit http://www.cdc.gov/drugoverdose/index.html.
FCPH, in partnership with Mount Carmel Health System, Columbus Public Health and the Franklin County Coroner
provides free naloxone trainings where participants learn about the different types of opiates, signs and symptoms
of an opiate overdose, and how to administer naloxone. At these community trainings participants can receive a free
naloxone kit, upon completion of the training (limited quantities may be available).
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Priority Area 2: Mental Health/Behavioral Health and Addiction
PRIORITY OUTCOME 2: REDUCE TOBACCO USE
Additional Strategies and Action Steps that emerged during the Health Works subcommittee:
				
				

• Reduce the number of women who smoked at any time during pregnancy (note: this
is addressed in the Maternal and Infant Health priorities)

				

• Reduce the number of people with behavioral health conditions that smoke

				

• Address smoking in the LGBTQ community

				

• Address Smoke Free Housing

				

• Connect uninsured persons to insurance so they can access cessation services

				

• Target services towards pregnant women, persons with low SES and persons with mental illness

				

(note: pregnant women and smoking is addressed in the Maternal and Infant Health priorities)

Collective Impact: FCPH is a grantee of the Ohio Department Health for the Community Cessation Initiative (CCI).
This initiative has two main goals to achieve in the first year: (1) Coordinate and promote tobacco cessation services
in Franklin County; (2) Create a referral system that will help refer patients to interventions within a ten-mile radius
of their residence while taking into account personal preferences in services. As part of this initiative, FCPH aims
to identify the current gaps in the delivery and outreach of cessation services for individuals with low SES, with
mental illnesses and pregnant women, as well as other Franklin County residents. FCPH can work with local school
districts in the jurisdiction to adopt the 100 percent tobacco-free school policy, utilizing the tobacco-free schools
toolkit. Through Franklin County Public Health’s CCI grant, the Franklin County Tobacco-Free Collaborative (TFC) is in
place and hosting regular meetings. Expansion of the TFC can occur throughout 2018 and 2019.
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Priority Area 3: Access to Overall Healthcare
NOTE: ACCESS TO MEDICAL CARE AND ACCESS TO DENTAL CARE WERE COMBINED IN ONE GROUP.

OUTCOME 1: INCREASE ACCESS TO MEDICAL CARE
AND
OUTCOME 3: INCREASE ACCESS TO DENTAL CARE
Additional Strategies and Action Steps that emerged during the Health Works subcommittee:
				
				
				
				
				
				

• Address out-of-pocket spending on health care in cases where it accounts for more
than 10% of annual income
• Increase the number of children who have established and effective medical care
(i.e. primary care providers, easy referrals, integration of care)
• Decrease percentage of adults who don’t have one or more persons they think of as
their professional healthcare provider

				

• Decrease percentage of Ohioans living in a psychiatry health shortage area

				

• Increase the number of mental health providers

				

• Decrease the percentage of adults who report unmet need for mental healthcare

				

• Decrease the percentage of youth with major depressive episodes who do not receive

				
				
				

mental health treatment
• Establish more integrated care: co-located services, points of access, Care
Coordination models, etc

				

• Increase understanding of behavioral health system as a whole for all providers/related entities.

				

• Lack of services tailored to youth

				

• Lack of services for persons in poverty

Collective Impact for School-Based Healthcare: At this time, it does not appear as though there is a localized initiative
to address school-based healthcare in Franklin County.
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Collective Impact for Community Paramedicine: Mount Carmel Hospital has established a community
paramedicine collaboration with Violet Township, Truro Township and the Whitehall Fire Department. The program
began in February 2016 as an 18-month pilot. The program assists people with social needs, provides assessments
for potential fall or injury issues in the home, and coordinates care with physicians and clinics. The goals include
decreasing emergency room visits, and decreasing repeat admissions of the same problems. Paramedics make
house calls to patients after they are discharged from the hospital to ensure they have the resources and knowledge
needed to maintain their health.
Collective Impact for Access to
Dental Care: FCPH will work with
existing safety net dental clinics to
understand the need for dental care
and for gaps in care. We know that a
variety of dental services exist, and
various organizations (as exemplified
below) address particular specialty
populations and service locations;

FRANKLIN COUNTY
COLUMBUS
Columbus State Community College
(Preventive services only)			

614.287.5645

Dental Care Connection (Extractions only)		

614.240.7430

KidSMILES (Children only)				614.458.1711

all of which will be coalesced into an

Lower Lights Christian Health Center		

614.274.1455

inclusive list of services.

Nationwide Children’s Hospital Dental Clinic		

614.722.5650

PrimaryOne Health
East Central Dental Center			
Parsons Avenue Dental Center			
West Side Dental Center			

614.645.5541
614.645.7487
614.859.1830

Stowe Baptist Church Dental Clinic
(Extractions only)				614.445.8400
The Clinic at Faith Mission (Homeless only)		

614.224.6617

The Ohio State University
Dental Clinic					614.292.2751
Dental Hygiene Clinic (Preventive services only) 614.292.2222
Nisonger Center (MRDD only)			
614.292.3160
Nisonger Center Johnstown Road		
614.475.6440
Oral Surgery Clinic				614.292.2212
Vineyard Free Medical Clinic			
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Priority Area 3: Access to Overall Healthcare
PRIORITY OUTCOME 2: INCREASE ACCESS TO MENTAL/BEHAVIORAL HEALTHCARE
Additional Strategies and Action Steps that emerged during the Health Works subcommittee:
				

• Reduce out of pocket spending on healthcare

				

• Address the lack of a medical home and lack of care coordination/integration of care

				

between behavioral health and physical health

				

• Reduce the number of people without a usual source of care

				

• Address the healthcare professional shortage, especially for psychiatrists

				

• Address provider ability (ratio of the population to mental health providers)

				

• Address unmet needs for behavioral health services for adults and youth

Collective Impact for Violence in Schools: The Central Ohio Regional Preparedness (RHEP) Coalition, an affiliate of
the Central Ohio Trauma System, has adopted the Stop the Bleed® campaign. They have held trainings and distributed
tourniquets to law enforcement officers and placed them strategically throughout the city, in venues where large
groups of people are likely to gather (www.centralohiotraumasystem.org/disaster-preparedness/stop-the-bleed).
FCPH will work with key stakeholder organizations, including RHEP to expand this initiative into school systems
within Franklin County.
Collective Impact for Behavioral Health: Several organizations work with youth in need of behavioral health services
in Franklin County. These include, but are not limited to: the ADAMH Board of Franklin County, Nationwide Children’s
Hospital and Educational Services Center of Central Ohio. FCPH will coordinate key partners to build on each others’
information and expertise to both assess and coalesce information on the range of available behavioral healthcare
services for youth.
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Priority Area 4: Maternal and Infant Health
PRIORITY OUTCOME1: REDUCE PRE-TERM BIRTHS
Additional Strategies and Action Steps that emerged during the Health Works subcommittee:
				

• Increase access to reliable transportation to get to appointments

				

• Address food insecurity and access to nutritious foods

				

• Address safety concerns in housing and neighborhoods of low-income women

				

(domestic violence, neighborhood violence)

				

• Create smoke-free home environments (tobacco cessation and prevention)

				

• Education for school personnel to address chronic absenteeism

				

• Required health education in schools to address pregnancy prevention and healthy pregnancy

				

• Education for fathers on the health of the mother and baby during pregnancy

				

• Education of physicians who are not OB/GYN specialists on healthcare access and care

				

coordination. Cultural competency of providers

				

• Improved prenatal care

				

• Decreasing tobacco use

				

• Education on family planning and spacing of births

				

• Use of traveling nurse/progesterone/home visiting programs

				

• Working with foodbanks to create prescriptions for nutrition

Collective Impact: As stated earlier in the CHIP, FCPH is a grantee of the Ohio Department Health for the Community
Cessation Initiative (CCI). This initiative has two main goals to achieve in the first year: (1) Coordinate and promote
tobacco cessation services in Franklin County; (2) Create a referral system that will help refer patients to interventions
within a ten-mile radius of their residence while taking into account personal preferences in services. As part of this
initiative, FCPH aims to identify the current gaps in the delivery and outreach of cessation services for Franklin County
residents. The target populations of the CCI include individuals with behavioral health conditions, individuals with low
socioeconomic status (SES), and pregnant women.
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Priority Area 4: Maternal and Infant Health
PRIORITY OUTCOME 2: REDUCE LOW BIRTH-WEIGHT BIRTHS
Additional Strategies and Action Steps that emerged during the Health Works subcommittee:
				

• Increase access to reliable transportation to get to appointments

				

• Address food insecurity and access to nutritious foods

				

• Address safety concerns in housing and neighborhoods

				

• Create smoke-free home environments

				

• Educate mothers about healthy weight and smoking

				

• Increase service capacity

				

• Conduct community engagement forums in areas of town known to have negative birth outcomes

				

• Establish support groups for young mothers

				

• Increase community engagement from local businesses

				

• Access to care (insurance, resources, etc.)

Collective Impact: Opportunities for collective impact include:
CelebrateOne: In November 2014, the City of Columbus in partnership with the Central
Ohio Hospital Council launched CelebrateOne, a collaborative multidisciplinary initiative
to reduce infant mortality and improve health equity. CelebrateOne recognizes
prematurity as a leading cause of infant death, with an average of 2,302 preterm births
in Franklin County each year. Key strategies include: (a) Addressing disparities in high-risk
neighborhoods, (b) Improving women’s health before pregnancy, (c) Improving reproductive
health planning, (d) Increasing prenatal care for high-risk families, (e) Ensuring the
highest standards of perinatal care, (f) Reducing maternal and household smoking, and (g)
Promoting safe sleep practices for infants. See: http://celebrateone.info/
Ohio Senate Bill 332 (SB 332): SB 332 provides for the implementation of recommendations
made by the Commission on Infant Mortality in a March 2016 Report. The bill seeks
to improve data collection and sharing on pregnancy-and birth-related data by: (a)
Requiring ODH and ODM to create infant mortality scorecards that report quarterly
data regarding pregnancy and birth-related health measures and outcomes; and (b)
Requiring ODH, on a quarterly basis, to make publicly available preliminary infant mortality
and preterm birth rates, as well as the stillbirth rate, delineated by race and ethnic group.
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Priority Area 4: Maternal and Infant Health
PRIORITY OUTCOME 3: REDUCE INFANT MORTALITY
Additional Strategies and Action Steps that emerged during the Health Works subcommittee:
				
				
				
				
				
				
				

• Build supports in service deserts (increase access to care)
• Increase access to healthy foods
• Educate entire family (mom, grandma, etc.) on healthy pre-natal and infant practices
• Establish social service hubs in low-income areas
• Increase home visitation during pregnancy
• Decrease substance abuse- including smoking- during pregnancy
• Increase access to consistent pre/post-natal care

				

• Policy change around paternal leave

Collective Impact: Opportunities for collective impact include:
CelebrateOne: In November 2014, the City of Columbus in partnership with the Central
Ohio Hospital Council launched Celebrate One, a collaborative multidisciplinary initiative to
reduce infant mortality and improve health equity. CelebrateOne recognizes prematurity as
a leading cause of infant death, with an average of 2,302 preterm births in Franklin County
each year. Key strategies include: (a) Addressing disparities in high-risk neighborhoods, (b)
Improving women’s health before pregnancy, (c) Improving reproductive health planning,
(d) Increasing prenatal care for high-risk families, (e) Ensuring the highest standards of
perinatal care, (f) Reducing maternal and household smoking, and (g) Promoting safe
sleep practices for infants. See: http://celebrateone.info/
Ohio Senate Bill 332 (SB 332): SB 332 provides for the implementation of recommendations
made by the Commission on Infant Mortality in a March 2016 Report. The bill seeks
to improve data collection and sharing on pregnancy-and birth-related data by: (a)
Requiring ODH and ODM to create infant mortality scorecards that report quarterly
data regarding pregnancy and birth-related health measures and outcomes; and (b)
Requiring ODH, on a quarterly basis, to make publicly available preliminary infant mortality
and preterm birth rates, as well as the stillbirth rate, delineated by race and ethnic group.
The Ohio Collaborative to Prevent Infant Mortality: The Collaborative formed in 2010
as the successor to the Ohio Infant Mortality Task Force. The Task Force issued a report
in late 2009 which provided a detailed update on infant mortality, outlined current prevention
efforts, and provided ten recommendations together with rationale and strategies
to address Ohio’s lack of progress in reducing infant mortality and birth-outcome
disparities. These recommendations provide the starting point for the collaborative.
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Priority Area 4: Maternal and Infant Health
PRIORITY OUTCOME 4: IMPROVE IMMUNIZATION RATES
FOR VACCINE PREVENTABLE DISEASES
Additional Strategies and Action Steps that emerged during the Health Works subcommittee:
				

• Increase access to reliable transportation, particularly to doctors					

				

• Work with key people in the community to spread education and awareness			

				

• Educate parents in navigating healthcare benefits and services

				

• Increase access to insurance and knowledge of how to utilize it to cover immunization costs

				

• Education and awareness on what vaccine-preventable diseases are and how vaccines

				

are key to prevention

				

• Education on basic needs of well-child care; increased use of practice of well-child care

				

• Education on needs of infant during prenatal care

				

• Maximize opportunities to reach families (i.e. allow for immunization at any doctor’s visit)		

				

• Improve vaccination data

Collective Impact: Opportunities for Collective Impact include:
Immunization Coalition of Central Ohio (ICCO): ICCO is a collaborative effort between
partners throughout Central Ohio who are committed to reducing the burden of vaccine
preventable diseases by educating healthcare providers and the public, and encouraging
the implementation of programs to increase adult immunization rates.
www.vaccineforme.com
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