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The Healthy Lucas Countycommunity health improvement collaboration is pleased to release the 2018-2021
Lucas County Canmunity Health Improvement Plan (CHIP). The plan outlines cross-cutting strategies, priorities
and action steps to improve community health and wellbeing among Lucas County residents.Many sources of
information concerning the health and social challenges that Lucas County adults, youth and children may be
facing were reviewed ¢ including the 2016/2017 Lucas County Community Health Assessment (CHAY before
cross-cutting strategies and priority issues were selected. The four priorities, whichalign perfectly with state
and national priorities, are mental health, addiction/drug & opiate use , chronic diseasdobesity, and maternal
& infant health/infant mortality. Healthy Lucas County leadership has recommended specific actions steps that
they hope many agencies, organizations, and coalitions will embrace to address the cross-cutting strategies
and priority issues in the next three years.Eachcross-cutting strategy and action step has at least one
facilitating agency, which will work with all partners and track progress with policies, environment and systems
change.

In 1999, Healthy Lucas Countybegan conducting community health assessments ((HA) to measure and

address health status. The most recent assessment released in September 2017, was crosssectional in

nature and included a written survey of adults, adolescents, and childrenwithin LucasCounty. The

guestions were modeled after the survey instruments used by the Centers for Disease Control and

Prevention (CDC)for the national and state Behavioral RiskFactor Surveillance System(BRFSS)Youth Risk
Behavior Surveillance System (YRBSS) and Nati onal Sur vey Orhis hasrallowedir e n d
LucasCounty to compare the data collected in their CHA to national, state and local health trends.

The LucasCounty CHAalso fulfills national mandated requirements for the hospitals in Lucas @unty. H.R.
3590 Patient Protection and Affordable Care Act requires not-for-profit hospitals to conduct a community
health needs assessment at least once every thre yearsto maintain tax-exempt status. They also are
required to adopt an implementation strategy to meet the needs identified through the assessment.

From the beginning phases of the CHA, community leaders were actively engaged in the planning
process and helped define the content, scope, and sequence of the project Active engagement of
community members throughout the planning process is regarded as an important step in completing a
valid needs assessment.

The LucasCounty CHA has been utilized asa vital tool for creating the LucasCounty CHIP. The Public
Health Accreditation Board (PHAB) defines a CHIP aa long-term, systematic effort to address health
problems based on the results of assessment activities and the community health improvement process.
This plan is used by health and other governmental education and human service agencies, in
collaboration with community partners, to set priorities and coordinate and target resources. A CHIP is
critical for developing policies and defining actions to target efforts that promote health. It should define
the vision for the health of the community inclusively and should be done in a timely way.

On behalf of Mercy Health-St. Anne Hospital, Mercy Health St. Charles Hospital, Mercy HealthSt. Vincent

Medical Center, Mercy HealthCh i | dr ends Hospital, ProMedica Bay Par
Hospital, ProMedica Toledo Childrends Hospital, Pro
of Toledo Medical Center, Toledo-Lucas County Health Demrtment, Mental Health & Recovery Services

Board of Lucas County, Live Well Greater Toledo, and United Way of Greater ToledgHealthy Lucas

County contracted with the Hospital Council of Northwest Ohio (HCNO)to facilitate the community health
improvement process.Key community leaders and decision makers were invited to p articipate in an

organized planning process to improve the health of Lucas Countyresidents. The National Association of

County and City Health Official& (NACCHO) strategic planning tool, Mobilizing for Action through

Planning and Partnerships (MAPP), was used throughout this process.
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The MAPP famework includes six phases

Organizing for success and partnership development
Visioning

Conducting the MAPP assessments

Identifying strategic i ssues

Formulating goals and strategies

Taking action: planning, implementing, and evaluation

oghkwhE

The MAPP pocess includes four assessmentsCommunity Themes & Strengths, Forces of Change, the
Local Public Health System Assessment and the Community Health Stas Assessment. These four
assessments were used byHealthy Lucas Countyto prioritize specific health issues and population
groups, which are the foundation of this plan. The diagram below illustrates how each of the four
assessments contributes to the MAPP process.
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The 2018-2021 LucasCounty Community Health Improvement Plan was drafted by agencies and service
providers within LucasCounty. From October 2017 through February 2018 the committee reviewed many
sources of information concerning the health and social challenges that LucasCounty adults, youth and
children may be facing. They determined cross-cutting strategies and priority issues, which if addressed,
could improve future outcomes; determined gaps in current programming and policies ; and examined
best practices and solutions. The committee has recommended specific actions stepsthat they hope
many agencies and organizations will embrace to address the cross-cutting strategies and priority issues
in the coming months and years. Healthy Lucas Countywould lik e to recognize the following and thank

them for their d evotion to this process and body of work:

Angie Ackerman, University of Toledo Medical Center
Sam Adams, Mercy Health

Carrie Andrews, University of Toledo Medical Center
Emily Avery, United Way of Greater Toledo

Holly Ball, OSU Extension

Kyle Barry, Mercy Health

Dr. Kent Bishop, ProMedica

Kelly Burkholder-Allen, Toledo-Lucas County Health Department
Kathryn Chisholm, University of Toledo Medical Center
Ann Cipriani, Toledo Public Schools

Lindy Cree, United Way of Greater Toledo

Beth Deakins, YMCA of Greater Toledo/Live Well Greater Toledo
Amanda Dionyssiou, University of Toledo Medical Center
Heather Dunzweiler, YWCA of Northwest Ohio

Sylvia Fofrich, Toledo-Lucas County Health Department
Latrice Flowers, Center for Health and Successful Living
University of Toledo

Emily Golias, Hospital Council of Northwest Ohio

Nicole Hancock, Toledo Public SchoolsHead Start

Kristi Hannan, LucasCounty Family Council

Safa Ibrahim, Toledo Lucas County Health Department
John Jones, ProMedica

Shynell Jones, ToledeLucas County Health Department
Brittany Jones, Central State University

David Kontur, Family Council

Marriah Kornowa, United Way of Greater Toledo

Richard Langford, Fredrick Douglas Center

Audrey Lehman, St. Luke's Hospital

Rebecca Liebes, Area Office on Aging

Liz Links, Toledo Museum of Art

Andrew Mariani, Paramount

Vincent Martinez, Adelante

Julie McKinnon, Hospital Council d Northwest Ohio
Guiselle Mendoza, Adelante

Greg Moore, Toledo-Lucas County Health Department
Gloria Pierce, Mercy Health

Cindy Pisano, Mercy Health

Kathryn Racz, University of Toledo Medical Center

Erin Rauschenberg, Hospital Council of Northwest Otio
Serena Rayford, Lucas County Job and Family Services
Cami Roth Szirotnyak, Mental Health & Recovery Services
Board of Lucas County

Jan Ruma, Hospital Council of Northwest Ohio

Scott Rupley, St. Luke's Hospital

Suzanne Saggese, OSU Extension

Libby Schoen, United Way of Greater Toledo

Jessica Schultz, Mercy Health

JanSchwarzkopf, Paramount

TaneshiaSlater, Primary Care Solutions

Celeste Smith, Tolede Lucas County Health Department
Silvia Snyder, Mercy Health

Karen Teeple, ToledeLucas County Helth Department
Morgan Thomas, Adelante

Sr.Dorothy Thum, Mercy Health

Penny Tullis, YWCA of Northwest Ohio

Erika White, CWA Local 4319/NAACP 3204

Cheryl Wilson, Neighborhood Health Association
Janece Wooley, YWCA of Northwest Ohio

Eric Zgodzinski, Toledo-Lucas County Health Department

The community health improvement process was facilitated by Britney Ward, MPH, Director of Community
Health Improvement, and Selena Coley, MPH, Community Health Improvement Coordinator, from the
Hospital Council of Northwest Ohio. Margaret Wielinski, MPH, Assistant Director of Community Health
Improvement, and Erin Rauschenberg, Graduate Assistant, assisted with report writing.
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Vision statements define a mental picture of what a community wants to achieve over time, while a
mission statement identifies why an organization or coalition exists, what it does, who it does it for, and
how it does what it does.

The Mission of Healthy Lucas County:

Improving health and quality of life by mobilizing partnerships and t aking strategic action in Lucas
County.

The Vision of Healthy Lucas County:
Creating a healthy Lucas County

The 2018-2021 LucasCounty CHIFS griorities align perfectly with state and national priorities. Lucas
County will be addressing four priorities: mental health, addiction/drug & opiate use , chronic
diseasgobe sity, and maternal & infant health/infant mortality . Additionally, 11 cross-cutting strategies
were selected to address social determinants of health; healthcare system and access; and public health
system, prevention and health behaviors.

Ohio State Heal th Improvement Plan

Ohi o 6 s2010 Gtatd Health Improvement Plan (SHIP) serves as a strategic menu of prigties,
objectives, and evidence based strategies These strategies areto be implemented by state agencies,
local health departments, hospitals, and other community partners and sectors beyond health, including
education, housing, employers, and regional planning.

The Ohio Department of Health contracted with the Health Policy Institute of Ohio (HPI O) to conduct the
2017-2019 State Health Improvement Plan. HPIO subcontracted with the Hos pital Council of Northwest
Ohio to collect data, facilitate regional forums, and assist with the SHIP strategies.

Note: This symbol W will be used throughout the CHIP when a strateqg  y or indicator directly aligns
with the 2017 -2019 SHIP.

The SHIP includes a strategic set of measurable outcomes that the state will monitor on an annual basis.
Given that the overall goal of the SHIP is to improve health and wellbeing, the state will track the
following health indic ators:

1 Self-reported health status (reduce the percent of Ohio adults who report fair or poor health)

1 Premature death (reduce the rate of deaths before age 75)

In addition to tracking progress on overall health outcomes, the SHIP will focus on three prio rity topics:
Priority 1. Mental health and addiction  (includes emotional wellbeing, mental iliness conditions
and substance abuse disorders)

Priority 2: Chronic Disease (includes conditions such as heart disease, diabetes and asthma, and
related clinical risk factors-obesity, hypertension and high cholesterol, as well as behaviors closely
associated with these conditions and risk factors- nutrition, physical activity and tobacco use)
Priority 3: Maternal and Infant Health  (includes infant and maternal mortality, birth outcomes and
related risk and protective factors impacting preconception, pregnancy and infancy, including family
and community contexts)
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As outlined in figure 1.2 on page 10, the SHIP also takes a comprehensive approach to improving Ohid s
greatest health priorities by identifying cross-cutting factors that impact mu ltiple outcomes: health
equity; social determinants of health; public health system, prevention and health behaviors; and
healthcare system and access.

Lucas County Alignmen twith Ohio§ State Health Improvement Plan

The 2018-2021 LucasCounty CHIP had to select at least two priority topics, one priority out come
indicator, one cross-cutting strategy and one cross-cutting outcome indicator to align with the 2017 -
2019 SHIP.As outlined in figure 1.1, t he following LucasCounty CHIPpriority topics, outcomes and cross-
cutting factors very closely align with t he 2017-2019 SHIPpriorities :

Figure 1.1 2018-2021 Lucas County CHIP Overview

- Health Status
® Premature Death

Mental Health and Addiction Maternal and Infant Health

Addiction/ Maternal and Infant Health/

Mental Health Drug and Opiate Use Chronic Disease/Obesity Infant Mortality

® Decrease adult and youth drug use ¥ ® Decrease adult, youth and | ® Decrease infant mortality &

® Decrease adult and youth alcohol use child obesity ® Decrease preterm births &

® Decrease adult and youth ® Decrease adult diabetes™ | ® Decrease low birth
depression ¥ ®Decrease adut heart weight &

® Decrease adult and youth suicide ¥ disease™

W' Indicates alignment with Ohio State Health Improvement Plan (SHIP)priority indicators

There are 10 cross-cutting strategies that align with and support the work of the Ohio SHIP. These
strategies can be found on pages 27-39. An example crosscutting strat egy aligned with the state is
complete streets.

There are four mental health and addiction strategies  that align with and support the work of the Ohio
SHIP. These strategiegan be found on pages 40-55. An example mental health and addiction strategy
aligned with the state is trauma informed care.

There arenine chronic disease strategies that align with and support the work of the Ohio SHIP. These
strategies can be found on pages 56-71. An example chronic disease strategy aigned with the state is
Safe Routes to School.

There are sixmaternal and infant health strategies  that align with and support the work of the Ohio

SHIP. These strategies can be found on page§2-78. An example maternal and infant health strategy
aligned with the state is breastfeeding promotion programs.
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Addressing Health Equity

Healthy Lucas County acknowledgestte r e ar e many f act or welldeihgeabddivh ape a
unsustainable healthcare pending. The CHIP committee drew upon the framework of the 2017-2019

State Health Improvement Plan (SHIP) to ensure that outcomes and strategies addressed the following
cross-cutting factors:

1 Health equity

1 Sodal determinants of health

1 Public health systems, prevention and health behaviors
9 Healthcare system and access

Health equity is the attainment of the highest level of health for all people. Achieving health equity
requires valuing everyone equally with focused and ongoing societal efforts to addres s avoidable
inequalities, historical and contemporary injustices, and the elimination of health and healthcare
disparities. (Source: 2017-2019 Ohio SHIB

Healthy Lucas County took a comprehensive approach to ensure that the community health improvement

plan included strategies to help reduce disparities and inequities. Strategies that are indicated with a a
have been rated by askeliy to decrease disparitieso
the as effective strategies for achieving health equity. (Source: Ohio 6 s -2019SFIP

U.S. Department of Health and Human Services National Prevention Strategies

The Lucas County CHIP also aligns with five of the National Prevention Strategies for the U.S. population:
healthy eating, active living, mental and emotional well-being, preventing drug abuse, and excessive
alcohol use.

Healthy People 2020

Lucas Countyds pr i ospecific Healthy Rebpte @02@&doalsgSomensiarhples include:

1 Nutrition and Weight Status (NWS) -8 Increase the proportion of adults who are at a healthy
weight.

1 Mental Health and Mental Disorders (MHMD) -9: Increasethe proportion of adults with mental
health disorders who receive treatment.

1 Substance Abuse (SA)-2:Increasethe proportion of adolescents never using substances.

1 Matemal, Infant, and Child Health (MICH)-10:Increasethe proportion of pregnant women who
receive early and adequate prenatal care

There are nine other nutrition and weigh t status objectives, seven other mental health and mental
disorders, nine other substance abuse objectives and 12 other maternal, infant, and child health
objectives that support t he work of the Lucas County CHIP. These objectivesan be found in each
individual section.

The 3 Buckets of Prevention

The Lucas County CHIP considered straggies that would fit into each of the 3 Buckets of Prevention and
Population Health Framework (see Figure 1.3)

9 Bucket 1: Increase theuse of clinical preventive services
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http://www.countyhealthrankings.org/take-action-to-improve-health/what-works-for-health
https://www.thecommunityguide.org/topic/health-equity?field_recommendation_tid=7476&items_per_page=All

1 Bucket 2: Provide servicesthat extend care outside the clinical setting.
1 Bucket 3:Implement interventions that reach whole populations.
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State health improvement plan (SHIP) overview

Overall health outcomes

# Health status
¥ Premature death

3 priority topics

Maternal undﬁ
infant health

10 priority outcomes

Mental health and Chronic disease

addiction

¥ Heart disease % Preterm births
% Diabetes 4 Low birth weight
& Asthma # Infant mortality

Depression
Suicide

Drug
dependency/
abuse

Drug overdose
deaths

“a@aa

yulations for each outco

Equity: Priority

4 cross-cutting factors
Social determinants of health

Public health system, prevention and health behaviors

Healthcare system and access

-
Equity

Definitions

CHA — Community hedth assessment led by a local health department

CHNA — Community health needs assessment led by a hospital

Indicator — A specific melric or measure used to quantify an outcome, typically expressed as a
number, percent or rate, Example: Number of deaths due to suicide per 100,000 population,
Outcome — A desired result, Example: Reduced suicide deaths,

ALIGNMENT WITH NATIONAL AND STATE STANDARDS, continued

Figure 1.2 2017 -2019 State Health Improvement Plan (SHIP) Overview

Overview of guidance for local alignment with

the SHIP
See ODH guidance for aligning state and local efforts [link]
for details

Select at least 2 priority topics (based on best alignment with
findings of CHA/CHNA)

Select at least 1 priority outcome indicator within each selected
pricrity topic (see SHIP master list of indicators)

Identify priority populations for each pricrity cutcome indicator
(based on findings from CHA/CHNA) and develop targefs to
reduce or eliminate disparities

* Select atleast 1 cross-cutling strategy relevant o each selected
priority outcome (see Local Toolkit) AND

« Select at least 1 cross-cutling outcome indicator relevant to
each selected strategy (see local toolkit)

For a stronger plan (optional), select 1 strategy and 1 indicator for
each of the 4 cross-cutting factors.

* Prioritize selection of strategies likely to decrease disparities (see
local toolkit)

* Ensure that delivery of selected strategies is designed to reach
priority populations and high-need geographic areas

Priority population — A population subgroup that has worse outcomes than the overall Ohlo
population and should therefore be prioritized in SHIP strategy implementation. Examples include
racial/ethnic, age o ncome groups: people with dsabilifies; and residents of rural or low-income
geographic areas,

Target — A specific number that quantifies the desired outcome. Example: 12.51 suicide deaths per
100,000 population in 2019
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ALIGNMENT WITH NATIONAL AND STATE STANDARDS, continued

Figure 1.3 The 3 Buckets of Prevention Overview

Prevention and Population Health Framework:
The 3 Buckets

Traditional Clinical Innovative Clinical Community-wide
Prevention Prevention Prevention

Increase the use Provide services that Implement
of clinical extend care outside interventions that
preventive the clinical setting reach whole

services populations

Health Care ‘ Public Health

(Source: Auerbach J. Té 3 Buckets of Prevention. durnal of Public Health Management and Practice)
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Beginning in October 2017, Healthy Lucas County met five (5) times and completed the following
planning steps:

1.

2.

10.

Initial Meeting : Review of process and timdine, finalize committee members, create or review vision.
Choosing Priorities : Use of quantitative and qualitative data to prioritize target impact areas .

Ranking Priorities : Ranking the health problems based on magnitude, seriousness of consequences,
and feasibility of correcting .

Resource Assessment: Determine existing programs, services, and activities in the community that
address the priority target impact areas and look at the number of programs that address each
outcome, geographic area served, prevention programs, and interventions.

Forces of Change and Community Themes and Strengths : Open-ended questions for committee
on community themes and strengths.

Gap Analysis: Determine existing discrepancies between community needs and viable community
resources to address local priorities; identify strengths, weaknesses, and evaluation strategies; and
strategic action identification .

Local Public Health Assessment : Review the Local Public Health System Assessment with
committee.

Quality of Life Survey : Review results of the Quality of Life Survey with committee.

Best Practices: Review of best practices and proven strategies, evidence continuum, and feasibility
continuum.

Draft Plan : Review of all steps taken; action step recommendations based on ore or more the
following: enhancing existing efforts, implementing new programs or services, building infras tructure,
implementing evidence -based practices, andfeasibility of implementation .

EXECUTIVE SUMMAR8



To address all priority areas, the following cross-cutting strategies are recommended:
Expand schoolbased health centers

Expand complete streets

Implement smoke-free policies

Increase health insurance enrollment and outreach efforts

Improve access to comprehensive primary care

Expandthe use of community health workers (CHWs)®

Increase care coordination using the Pathways Community HUB model
Implement cultural competency training for healthcare professionals

. Implement policies to decrease availability of tobacco products (Tobacco 21)
0. Increase links to tobacco cessation support

1. Implement a universal screening and referral process

RBPBOO~NOORAWNE

To work toward improving mental health,  the following actions steps are recommended:

1. Implement school-based alcohol/other drugs, mental health, and tobacco prevention programs
2. Increase awareness otrauma-informed health care

3. Expand access to tobacco cessation treatments and medications¥

To work toward decreasing addiction, including drug and opiate use , the following actions steps are
recommended:

1. Implement Generation Rx in grades k12

2. Implement a community -based comprehensive program to reduce tobacco use

3. Implement an opioid harm reduction prevention program

4. Implement a clinical opioid disposal program

5. BExplore feasibility of expanding the scope of the current referral coordination system

6. Implement a community -based comprehensive program to reduce alcohol and other drug

misuse/abuse
7. Increase awareness of the Lucas County Opioid Coalition

To work toward decreasing chronic disease, including obesity , the following action steps are
recommended:

1. Expand nutrition and physical activity interventions in preschool/childcare
2. Expand safe routes to school
3. Implement healthy home environment assessments
4. Increaseschool-based active recess and policies¥
5. Expand nutrition prescriptions
6. Increase healthy foods in convenience stores®
7. Il ncrease farmer®s markets/ stands
8. Increase awareness of theDiabetes Prevention Program (DHRP) &
9. Increase enrollment into the Diabetes Education and Empowerment Program (DEEP)
To work toward improving maternal and infant health , including infant mortality  , the following

actions steps are recommended:
1. Increase progesterone treatment
Provider counseling with patients about preconceptio n health and reproductive life plans
Increase breastfeeding support at birthing facilities
Increase breastfeeding promotion programs
Increasecoordination of home visiting programs
Provider counseling with patients about preconception health and pr enatal/postnatal care

EXECUTIVE SUMMARM
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Strategies by Facilitating Agency

Facilita ting Agency

Strategy

Area Office on Aging of Northwestern
Ohio

Diabetes Education Empowerment Program (DEEP)
Diabetes Prevention Program (DPP)
Farmerds markets/ stands

Toledo/Lucas County CareNet

Health insurance enroliment
Access to comprehensive primary care

Toledo-Lucas CountyGetting to 1

Preconception health and reproductive life plans counseling
Home visiting

Breastfeeding promotion programs

Preconception education interventions

Mercy Health-St. Anne Hospital, St.
Charles Hospital, St. Vincent Medical
Center, Childrends
Bay Park Hospital, Flower Hospital,
Toledo Childrends H
Hospital, St .andd uk ed

University of Toledo Medical Center
(coordinated by the Hospital Council of Northwest
Ohio, a regional hospital association)

0O O 0O OO0 ojlo o o ojlo o|j]o o o

Community health workers (CHWS)
Pathways Community HUBmodel
Universal health screenings

Clinical opioid disposal program

Nutrition prescriptions

Progesterone treatments

Breastfeeding support at birthing facilities

Live Well Greater Toledo

Complete streets policies

Safe Routes to Schools
School-based recess policies
Healthy foods in convenience stores

Mental Health & Recovery Services Board
of Lucas County

Schodl-based prevention program assessment
Opioid referral coordination
Trauma Informed Care

Toledo Public Schools

O O 0|0 ©O O |o o o o

School-based health centers

Generation Rx grades K12

Nutrition and physical activity interventions in preschool/child
care

Toledo-Lucas CountyHealth Department

School-based health centers

Smoke-free policies

Tobacco 21

Links to cessation support

Compliance checks

Opioid harm reduction

Opioid misuse and abuse prevention

Lucas County Opioid Coalition

Access to tobacco cessation treatments andmedications
Far merds markets/ stands
Cultural competency

Diabetes Prevention Program (DPP)

YMCA of Greater Toledo

O O O O|]0oO O OO OO O OO o o o

Universal health screenings

Nutrition prescriptions

Access to tobacco cessation treatments and medications
Diabetes Prevention Program OPP)
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Needs Assessment

Healthy Lucas Countyreviewed the 2016/2017 LucasCounty Community Health Assessment along with
the collective responses from more than 300 community memb ers who provided feedback at CHA data
release evens in September 2017. The committee identified the following top key issues and concerns.
Detailed primary data for each individual priority area can be found in the section with which it
corresponds.

What are the most significant health issues or concerns identified in the 2016 -2017 CHA report?
% of A??eaferogf, Gender
Key Issue or Concern Population ' Most at
Atrisk | ncome Level Risk
Most at Risk
Youth contemplated suicide in the past year 12% Age: 14-16 Female
Youth attempted suicide in the past year 7% Age: 14-16 Female
Youth depressed 24% Age 17+ Female
Adult mental health not good on 4 or more days in the 37% Age:<30 Male
past month
Adult/Youth/Child Obesity & Nutrition (50 votes)
Adult obese 36% Race: African Female
Youth obese 13% American Male
Child obese 33% -- --
Adult nutrition (ate 5+ fruits and vegetables per day) 4% -- --
Youth nutrition (ate 5+ f ruits and vegetables per day) 6% -- --
Child nutrition (ate 5+ fruits and vegetables per day) 9%

Maternal Health/Infant Mo rtality (24 votes)

Never breastfed | 22% | - | - |

Adult/Youth Drugs Use and Opiates (22 votes)

Adult used marijuana in past 6 months 12% Income: <$25K -

Youth used marijuana in past month 10% Age: 14-16 Female

Adult used opiates for more than 2 weeks 5% -- --

Youth used prescription drugs that were not prescribed to 5% -- --

them in past month

Youth ever had sexual intercourse 29% Age: 17+ Male

Youth had four or more sexual partners (of all youth) 32% -- --

Access to Healthcare (18 votes)

Visited a doctor for health care services in pastyear 79% -- --

Did not get prescriptions from their doctor filled in past 35% -- --

year

Child had been to a doctor for preventive care in past year 93% Ages 0-11 --

Chronic Disease (17 votes)

Had been diagnosed with high blood pressure 34% Race: African Male

Had been diagnosed with arthritis 23% American Female

Diagnosed with other skin cancers 19% Age: 65+; --
Income: $25K+

NEEDS ASSESSMENT



Age Group,

% of Race. or Gender
Key Issue or Concern Population ; Most at
. Income Level .
at risk : Risk
Most at Risk

Youth Adverse Childhood Experiences (ACEs) (11 votes)

3 or more ACES ——

Social Determinants of Health (11 votes)

Attempted to get assistance from a social service agency 22% Income: <$25K --
Abused in the past year 9% --

Concerned about having enough food for family in past 30 16% Income: <$25K --
days --
Firearms were unlocked and loaded 4% -- --
Bullied in past year 34% -- --
Threatened/injured with a weapon on school property in 23% - -
past year

Electronically/cyber bullied in past year 11% -- --

NEEDS ASSESSMENT



Priorities Chosen

Based on the 2016/2017 LucasCounty Community Health Assessment, key issues were identified for

adults, youth and children.Commi t t e e

score for the issue.

member s 0

rankings were then

Health Issue Average Score
1. Chronic Disease 25.8
2. Adult, Youth, and Child Obesity & Nutrition 25.5
3. Adult/Youth Mental Health 25.1
4. Adult/ Youth Drugs and Opiates 24.2
5. Social Determinants of Health 24.0
6. Maternal Health/Infant Mortality 23.0
7. Bullying 20.6
8. Youth Adverse Childhood Experiences 20.5
9. Access to Healthcare 20.5
10. Youth Sexual Behavior 19.8

Lucas County will focus on the following four priorities over

honNPE

Mental Health

Addiction/Drug & Opiate Use

Chronic Disease/Obesity

Maternal & Infant Health/Infant Mortality

the next 3 years:

PRIORITIES CHO$HR
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Healthy Lucas County identified positive and negative forces that could impact community health

improvement and overall population health over the next three to five years. This group discussion
covered many local, state, and nationd issues and change agents thatcould be factors in LucasCounty
in the near future. The table below summarizeseach force of change agent and its potential impacts.

Force of Change

Impact

1. Medicaid expansion o Potential reduction
2. Racism o Decreased health equity
3. International conflict ° Spcio—econqmic dovelarnar:
o Displaced citizens
4. Immigration o Increased healthcare services and facilities
needed
> gjg'gg‘goﬁgg’rgr‘;fg;grﬁ?'y childhood and | 5 erall health status
6. ![_eaacckhgtscompensatlon for early-childhood S Limited teachers
7. Federal regulations o Restrictions from manc_iates limiting abilities
o Increased documentations needed
8. Social determinants of health o Decreased health equity
9. Generational poverty o Poverty continues over time
: o Lack of standards for testing
10. Water quality o Unknown effects of algae bloom exposure
11. Opiate epidemic o Increase in addiction and overdose deaths
o Lack of socialization
12. Technology o Too much screen time
o Lack of interpersonal communications
13. Health literacy o Lack of general understanding
14. Media o Creating unnecessary biases by only showing
the negative issues
15. Data sharing o Collaborative efforts to improve population
health
16. Privacy invasions o Citizens are more protect_ive and guarded
about providing information
17. Increased violence nationally o Desensitizing younger generation
18. Mental health as a key issueamong current o Appropriate treatment and intervention
massacre events needed sooner
19. Faith-based abuse of power o Decreased participation in the church
20. Human trafficking o No impact identified
21. Workplace sexual harassment o No impact identified
22. Unemployment rate o Decreasing health' status due to limited access
to healthcare services
23. Political climate change o Changes in funding and programs
24. Instability of access o No impact identified
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Force of Change

Potential Impact

: — o Changes in programs

25. Funding priorities » Possible budget cuts
26. New science/medicine o Improved healthcare services
27. Disconnect between definition vs. reality o Stigma
28. Legal influence on public health systems o No impact identified

o Possible loss of long-term medical care tax
29. Tax reform .

deductions

30. Global influences o Potential for future investors
31. Public transportation o Limited access between city and county
32. Zoning ordinances ° Repurpqse green space areas :

o Lead paint exposure and safe housing
33. Aging population o More isolated from the_ community

' o Lack of resources available

34. Lack of veteran support o No impact identified
35. Large medical competition o Paositive creation of change
36. Decreased funding for afterschool programs | o Less opportunities for school hub s

FORCES OF CHANGE ASSESSRIENT




Local Public Health System Assesment

The Local Public Health System

Public health systems are commonly defined as oall o
contribute to the delivery of essenti al public heal't

ensures thatallentiti esd contri but i on sbeingofthelcenmongyeof stateara nd wel |
recognized in assessing the provision of public health services.

The public health system includes . . .
Public hedth agencies at state and local levels gs Schools Q M ‘“'"—‘f""" O Matsing
Mo~

1 Homes

1 Healthcare providers Nonprote e

1 Public safety agencies _ ) A" .

1 Human service and charity organizations HQM‘ i Q O Homs Flealth

1 Education and youth development organizations CDrig ' Public Health L aboatarie

1 Recreation and artsrelated organizations e =

1 Economic and philanthropic organizations g . QOm"m -

1 Environmental agencies and organizations e ﬂQ“m‘ ‘ Fire Tramsit
The 10 Essential Public H ealth Services E'""'m?m!m e

The 10 Essential Public Health Services describe the public health activities that all communities
should undertake and serve as the framework for the NPHPS instruments.

Public health systems should

1. Monitor health status to identify an d solve community
health problems.

2. Diagnose and investigate hedth problems and health ""{%
hazardsin the community. »

3. Inform, educate, and empower people about health s | Disigiove \
issues. ‘“’l Workforce \ & Investigate

4. Mobilize community partnerships and action to identify g : , _ I

Link . e Intorn,

and solve health problems. FR o/ Provide AU

5. Develop policies and plans that support individua | and @ o £33 qlh bl g
community health efforts. 5

6. Enforce laws and regulations that protect health and 0"
ensure safay. 0@’

7. Link people to needed personal health services and 56‘
assure the provision of health care when otherwise - : nﬁ“

unavailable.

Assure competent public and personal health care workforce.

Evaluate effectiveness, accessibility, and quality of personal and populationbased health
services.

10. Research for new insights and innovative solutions to health problems.

8.
9.

(Source:Centers for Disease Control; National Public Health Performance Standards; The Public Health System and the 10
Essential Public Health Services )
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The Local Public Health System Assessment (LPHSA) anerg the questions, "What are the components,
activities, competencies, and capacities of our local public health system?" and "How are the Essential
Services being provided to our community?"

This assessment involves the use of a nationally recognized tod called the National Public Health
Performance Standards Local Instrument

Members of the Toledo-LucasCounty Health Department completed the performance measures
instrument. The LPHSA results were then presented to the fullCHIP committee for discussion. The 10
Essential Public Health Services and how they are being provided within the community, as well as each
model standard, was discussed and the group came to a consensus on responses for all questions the
challenges and opportunities that were discussed were used in the action planning process.

The CHIP committee identifiedeighti ndi cat ors that had a status of 0 mi
had a stat us Todremainimg indiagators weretalymibderate, significant or optimal.

As part of minimum standards, local health departments are required to complete this assessment at

least once every five years.

To view the full results of the LPHSA, please contacelly Burkholder-Allen from the Toledo-LucasCounty
Health Department at 419-213-2882 or at

Lucas County Local Public Health System Assessment
2017 Summary

Summary of Average ES Performance Score
0.0 200 400 60.0 80.0 100.0

Average Overall Score

ES 1: Monitor Health Status

£S5 2: Diagnose and Investgate 1600 ——

ES 3: Educate/Empower

ES 4: Mobilize Partnerships —i

ES 5: Develop Policies/Plans | 54.2

ES 6 Enforce Laws | 62.6 ]

ES 7- Link to Health Services | 50.0 b 1,

ES 8: Assure Workforce | 45.8 k L

ES 9: Evaluate Services | 48.3 k : |

ES 10: Research/lnnovations | 47.9
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Community Themes and Strengths Assessment

Healthy Lucas Countyparticipated in an exercise to discuss @mmunity themes and strengths. The
results were as follows:

1. Lucas County community members believed the most important characteristics of a healthy
community were:

1 Access to healthy foods and grocery
stores (2)

1 Access to healthcare rvices (2)

1 Outdoor space (i.e, bike paths and
green space)

1 Access to education services

1 Engaged community key leaders

Holistic approaches to health

Inclusion (community support)
Infrastructure promoting healthy habits
Affordable, safe housing

Overall community safety

Healthy lifestyle education

= -4 —a —Aa —a —a

2. Community members were most proud of the following regarding their community:
1 Revitalization of downtown area (2)

Collaboration (2)

Midwest values and pride (2)

Healthcare systems recognition of food deserts

Local arts (i.e, Toledo Zoo, Toledo Museum of Art, Toledo Arts Commission)

Available community resources

Low cost of living

Urban age movement

E R ]

3. The following were specific examples of people or groups who have worked together to
improve the he alth and quality of life in the community:

Live Well Greater Toledo (2)

NeighborWorks Toledo Region

Lucas Metropolitan Housing Authority (LMHA)

Area Office on Aging of Northwestern Ohio

Block watch groups (i.e, Eastside and Reynolds Corners)

ProMedica and Toledo Public Schools nurse/education system programs

Healthy Lucas County

Lucas County Extension

Toledo-Lucas CountyGetting to 1

United Way of Greater Toledo

Aspire

Criminal Justice System

Toledo Public Schools hubs

Toledo/Lucas County CareéNet

e R I R R I e I I ]
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4. The most important issues that Lucas County residents believed must be addressed to

improve the health and quality of life in the ir community were:
1 Mental health illnesses 1 Health disparities/equity
1 Chronic disease/obesity 1 Healthcare navigation/coordination
1 Infant mortality 1 Language barriers
T Addiction/drug and o piate Use

5. The following were barriers that have kept ~ the community from doing what needs to be
done to improve health and quality of life:

Policy changes
Lack of commitment to the task

T Unwillingness to break out of silos (2) 1 Too time consuming

1 Apathy/excuses/overwhelmed 1 Duplication of services

1 Lack of community engagement 1 Lack of communication among
1 Elected officials/policies different systems

1 Funding 1 Inability to evaluate programs
1

)l

6. Lucas County residents believed the following actions, policies, or funding priorities would
support a healthier community:
1 Universal expansion of Pre K/Early
Head Start (2)
1 Infant mortality policies
T Community Schools Model
1 Medicaid expansion

Affordable higher education
Available vocational studies
Workforce development
Effective community calendar
Data sharing

= -4 —a —a —a

7. Lucas County residents were most excited to get involved or become more involved in
improving the community through:

Sustainable and measurable impact (2)

Evidence of change occurring

More involvement from local businesses and county officials

Data sharing

Less overlap/duplication

= =4 =4 =4 =4
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Quality of Life Survey

Healthy Lucas Countyencouraged community members to fill o ut a short Quality of Life Survey via
Survey Monkey.There were412 LucasCounty community me mbers who completed the survey. The
anchored Likert scale responses were converted to numeric values ranging from 1 to 5, with 1 being

lowest and 5 being highestt For exampl e, an anchored Likert scale o
4, ONeither Satisfied or Dissatisfiedo6 = 3, o0Dissati
responses of oDondt Know, 6 or when &ewagssnpmndent | ef't

response, was assigned a value of 0 (zero) and the response was not used in averaging response or
calculating descriptive statistics.

Of all survey respondents, 96% lived in Lucas County and 726 worked in Lucas County.

Survey respondents were the following ag es: less than 20 years old (<1%), 2629 years old (15%),
30-39 years old (15%), 4049 years old (22%), 5659 (19%), and 60 years or older £8%).

Survey respondents identified as the following race: white (90%), Black or African American (7%),
American Indian/Alaska Native (2%), Asian (26), Native Hawaiian/other Pacific Islander €1 %), and
other (3%). Five percent (5%) of respondents were Hispanic or Latino.Responses may exceed 100%
due to selecting more than one race.

QUALITY OF LIFE SUR\ZLY



Likert Scale

Qualit y of Life Questions Average
Response

1. Are you satisfied with the quality of life in our community? (Consider your
sense of safety, weltbeing, participation in community life and associations, 3.13
etc.) [IOM, 1997]

2. Are you satisfied with the health care system in the community? (Consider 3.23
access, cost, availability, quality, options in health care, etc.) ’

3. Is this community a good place to raise children? (Consider school quality, day 315
care, after school programs, recreation, etc.) '

4. Is this community a good place to grow old? (Consider elder-friendly housing,
transportation to medic al services, churches, shoppinggelder day care, social 2.99
support for the elderly living alone, Meals on Wheels, etc.)

5. Is there economic opportunity in the community? (Consider locally owned and
operated businesses, jobs with career growth, job training/higher education 2.97
opportunities, affordable housing, reasonable commute, etc.)

6.l s the community a safe pl acceptionsoof | i v
safety in the home, the workplace, schools, playgrounds, parks, and the mall. 2.85
Do neighbors know and trust one another? Do they look out for one another?)

7. Are there networks of support for individuals and families (neighbors, support
groups, faith community outreach, agencies, or organizations) during times of 3.20
stress and need?

8. Do all individuals and groups have the opportunity to contribute to and 3.09
participate in the communityds qual.i '
9. Do all residents perceive that they fi individually and collectively i can make 268
the community a better place to live? '
10. Are community assets broad-based and multi-sectoral? (There are a variety of 289
resources and activities available countywide.) '

11. Are levels of mutual trust and respect increasing among community partners as

o : ) o . ; 2.78
they participate in collaborative activities to achieve shared community goals?

12. Is there an active sense of civic responsibility and engagement, and of civic
pride in shared accomplishments? (Are citizensworking towards the betterment 2.68

of their community to improve life for all citizens?)

QUALITY OF LIFE SUR\&BY




Resource Assessment

Basal on the chosen priorities, Healthy Lucas Countywas asked to complete a resource inventory for
each priority topic area. Due to the large size of Lucas County and the vast number of everchanging
programs and services, the committee decided to focus on other areas such as built environment,
local policy adoption, and geographic locations of services offered.

In addition, a detailed list of existing programs and services inLucas County can be found by
contactingthe Uni t ed Way of @Gi-&mdowae dalabakee d 0 6 s

Thec o mmi t reseuecé assessment ca be found at www.healthylucascounty.orghbout-us/

RESOURCE ASSESSVERT
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Crosscutting Strategies

Cross cutting strategies are those that will address all four priority areas.

Best Practices

1. : School-based obesity prevention programs
seek to increase physical activity and improve nutrition before, during, and after school.
Programs combine educational, behavioral, environmental, and other components such as health
and nutrition education classes, enhanced physical education and activities, promotion of healthy
food options, and family education and involvement. Specific components vary by program.

Expected Beneficial Outcomes

E Increased physical activity

E Increased physical fithess

E Improved weight status

E Increased consumption of fruit & vegetables

2. : Complete streets are designed and operated to enable safe access for all
users, including pedestrians, bicyclists, motorists and transit riders of all ages and abilities.
Complete streets make it easy to cross the street, walk to shops, and bicycle to work.

Creating complete streets means transportation agencies must change their approach to
community roads. By adopting a complete streets policy, communities direct their transportation
planners and engineers to routinely design and operate the entire right of way to enable safe
access for all users, regardless of age, ability, or mode of transportation. This means that every
transportation pr oject will make the street network better and safer for drivers, transit users,
pedestrians, and bicyclistsd making the town a better place to live.

Changing policy to routinely include the needs of people on foot, public transportation, and
bicycles would make walking, riding bikes, riding buses and trains safer and easier. People of all
ages and abilities would have more options when traveling to work, to school, to the grocery
store, and to visit family.

3. : Smoke-free multi -unit housing policies prohibit
smoking in apartments, duplexes, and similar residences. Policiexan apply to both common
areas and individual units, and often include adjacent outdoor areas. Private sector rules apply to
privately owned rental properties and owner -occupied units such as condo complexes; state and
local ordinances apply to public and subsidized housing. Non-smoking residents of multi -unit
housing are often exposed to secondhand smoke in their homes from other units or common
areas; the US, Surgeon General indicates there is no risk-free level of secondhand smoke
exposure. Residents, specially children, can also beexposed to thirdhand smoke, tobacco residue
on surfaces and furnishingsin their home. Some local governments cannot enact smoke-free
measures due to state preemption legislation.

Expected Beneficial Outcomes:

Reduced exposue to secondhand smoke
Reduced exposure to thirdhand smoke
Reduced cigarette smoking

Increased quit rates

Reduced health care costs

E R I
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: Community health workers (CHWS), sometimes called lay
health workers, community health representatives, or community health advisors, serve a variety
of functions, including providing outreach, education, referral and follow -up, case management,
advocacy, and home visiting services. CHWs may work autonomously in the community or as part
of a multi -disciplinary team in primary or specialty care; training varies widely with intended role
and location. CHW services ae usually provided to underserved communities and to individuals at
high risk of poor health outcomes. CHWs often work with individuals at risk for or suffering from
chronic diseases such as diabetes or cardiovascular disease. They also work with women ditigh
risk for poor birth outcomes, providing pregnant women and new mothers with emotional and
practical support and education on topics such as family planning, pregnancy, childbirth,
breastfeeding, and vaccination.

Expected Beneficial Outcomes

1 Increasedpatient knowledge
9 Increased access to care

1 Increased healthy behaviors
1 Increased preventive care

Other Potential Beneficial Outcomes
1 Reduced low birth weight babies
1 Increased breastfeeding rates

T Improved mental health

: Cultural competence training for
health care professionals focuses on skills and knowledge to value diversity, understand and
respond to cultural di fference, and increase awar e
cultural norms. Trainings can provide facts about patient cultures or include more complex
interventions, such as intercultural communication skills training, exploration of potential barriers
to care, and institution of policies that are sensitive to the needs of patients from culturally and
linguistically diverse (CALD) backgrounds.

: Hospitals and clinics can play a central role in screening
and identifying patients at risk for food insecurity and connecting families with needed
community resources. It is important to advocate for federal and local policies that support access
to adequate healthy food for an activ e and healthy life.

: The PHQ9 is the nine-item depression scale of the Patient Health Questionnaire. The PHQ
9 is a powerful tool for assisting pri mary care clinicians in diagnosing depression, as well as
selecting and monitoring treatment. The primary care clinician and/or office staff should discuss
with the patient the reasons for completing the questionnaire and how to fill it out. After the
patient has completed the PHQ-9 questionnaire, it is scored by the primary care clinician or office
staff.

There are two components of the PHQ-9:
1 Assessing symptoms and functional impairment to make a tentative depression diagnosis
1 Deriving a severity score to help select and monitor treatment

The PHQ9 is based directly on the diagnostic criteria for major depressive disorder in the
Diagnostic and Statistical Manual Fourth Edition (DSMIV).
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10.

: Establishedin 1996, the Preventing Tobacco Addiction Foundation strives to reduce
the toll of smoking and tobacco use through a preventive effort. The focus of Tobacco 21 is to raise
the legal minimum sales age to 21 for all nicotine and tobacco products. Nine out o f 10 smokers
started smoking by the age of 21. The chances of becoming a smoker afte the age of 21 is only 2%.
Decreasing the number of eligible tob acco buyers in high school will help reduce youth smoking
rates by decreasing the access of tobacco products to students. A similar strategy with alcohol was
highly succesdul in reducing youth alcohol consumption, decreased alcohol dependence, and
decreased drunk driving fatalities. As of December 2017, there were ninecities in Ohio that adopted
a Tobacco 21 ordinance.

: Founded in 1995, the nonprofit School-Based Health Alliance
strives to improve the health of children and youth by bringing health care to where students are
already spending most of their time: school.

School-based health works to ensure that students have access to high-quality health care when
needed. Onsite health care professionals collaborate with schods to help address a broad range of
concerns and adverse experiene t hat af fect st ude nCGolalboratiorwwitht hy
school administrators, school nurses, teachers, and staff is very important to ensure the school
health partnership meets the needs of the students.

. Established in 2011,Walk Friendly Communities is a national
program developed to encourage towns and cities in the United States to establish and commit to
improving and sustaining walkability and pedestrian safety through com prehensive programs,
plans, and policies. Communities must apply to the program to receive recognition in the form of a
Bronze, Silver, Gold, or Platinum designation.

CROSSEUTTING STRATEGI&S
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Cross Cutting Strategies

Action Step Recommendations & Plan

To address all priority areas, the following cross-cutting strategies are recommended:

ok whE

Expand schoolbased health centers W
Expand complete streets®
Implement smoke-free policies W

Increase health insurance enrolment and outreach efforts ® 10.

Improve access to comprehensive primary care®

7. Increase care coordination using Pathways Community HUB nodel W
8. Implement cultural competence training for healthcare professionals
9. Implement policies to decrease availability of tobacco p roducts (Tobacco 21)W

11.

Expand the use of community health workers (CHWs)W

Action Plan

Strategy 1: Expand school -based health centers W &

Increase links to tobacco cessation support®
Implement a universal screening and referral process

Action Step

Priority Outcome & Indicator

Priority
Population

Facilit ating
Agency

Year 1: Gather community leaders, stakeholders,
local qualified healthcare providers, and mental
health providers to discuss and assess the need for

Priority Outcome:
1. Reduceadult and youth obesity
2. Increase high school graduation

a school-based health center and determine the rates July 1,
type of services it will provide to the students 3. Increase childpreventive care visits 2018-June
based on local schools. to a doctor *oledo Public School 30,2019
- oledo Public Schools
Usethe School-Based Health Alliance website for 4. Define dailgdaarlic:i(l;esshealth Adult. Youth and
applicafble trainings and resource guides P and Child Toledo-Lucas County
Year 2: Research and secure funding through the o _ Health Department July 1
state, county health department, federally qualified Priority Indicator: ’
. . 2019-June
heath centers (FQHC), local businessessommunity | 1. Percent of youth who were obese
. L 30, 2020
providers, grants, and another fundraising. 2. Percent of adults who were obese
Year 3: Continue efforts from year 2 and start to 3. Percent of children who visited a July 1,
plan to open one new school-based health center. | doctor for preventive care in the past 2020- June
12 months 30, 2021

CROSSUTTING STRATEGIBSE
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SOCIAL DETERMINATES OF HEALTH

Priority Topic: Cross -cutting strategies

Strategy 2:

Action Step Priority Outcome & Indi  cator Pnonty SEBITETA Timeline
Population Agency
Year 1: Raise awareness of Complete Streets &licy,
and recommend that all local jurisdictions adopt
comprehensive complete streets policies for July 1,
cities/towns/villages. Priority Outcome: 2018-June
_ 1. Reduce adult, youth and child 30,2019
Gather baseline data on allthe Complete Streets obesity
Policy .ObjeC'tIVES.. : 2. Reduce adult hypertension
Year 2: Begin to |mplement.an d track the following 3. Reduce adult diabetes
complete streets objectives: _ 4. Define and address health
f Increase in total number of miles of on -street disparities
bicycle facilities, defined by streets and roads o _
with clearly marked or signed bicycle Priority Indicator: Adult, Youth, | Live Well Greater
accommodations. 1. Percent of adultswho were obese | ang Child Toledo July 1,
f Increase in member jurisdictions which adopt | 2- Percent of adults diagnosed with 2019-June
complete streets policies. hypertension _ 30. 2020
_ - o 3. Percent of adults diagnosed with ’
Increase in number of jurisdictions achieving or diabetes
pursuing Bike—FriendIy. Community status_from the | 4. percent of youth who were obese
League of American Bicyclists, or WalkFriendly 5. Percent of children who were
Community status from obese
Year 3: Continue efforts from years 1 and 2. July 1,
2020- June
30, 2021

CROSSUTTING STRATEGIES
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SOCIAL DETERMINATES OF HEALTH

Priority Topic: Cross -cutting strategies

Strategy 3: a
Action Step Priority Outcome & Indicator P;Drflg%n FaAcglet}?]tc;ng Timeline

Year 1: Collect data on multi -unit housing, outdoor
spaces, and schooldistricts existing smoke-free
policies.
Tobacco prevention team members will work to
develop relationships with multi -unit housing
ovvtrcljers, elected offlcr:als thalt< haveda}uthcl)rltyhov?r Priority Outcome:
g_utr_o?r Spaces, such as paks, and local schoo 1. Increase smoke-free policies

ISHrCtS. 2. Reduce adultand youth tobacco July 1,
Provide information regarding smoke -free policies use 2018-June
to decision makers and community stakeholders. 3. Reduce addt and youth exposure 30,2019
Implement 100% smoke-free policy at one Lucas L2 Sfcggﬁgzr::];r;gg?e'gstzigfhme
County local school district. ' . "

disparities
' 1. Percent of children exposed to and Child Health Department

Implement smoke-free policy in Lucas County parks secondhand smoke at home
and mental health facilities. 2. Percent of adults exposed to
Year 2: Continue efforts from year 1. secondhand smoke at home
Target five additional multi -unit housing o Percentdof adultl_;sr?okers FREIED
complexes. Implement at least two smoke-free 4P a;ys Orh' N 'mf) 30 Julv 1
multi -unit housing policies and provide cessation > [PEITEEITIE @7 o _SMOKETS st y -

- : days or lifetime) 2019-June
education to residents. 30. 2020
Help with pre-implementation efforts of smoke -free
policy at Lucas County mrks, mental health
facilities, and local school district.

Year 3: Continue efforts from years 1 and 2. July 1,
2020- June
30, 2021

CROSSEUTTING STRATEGIES
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HEALTHCARE SYSTEM AND ACCESS

Priority Topic: Cross-cutt ing strategies

Strategy 4 : a
Action Step Priority Outcome & Indicator Pr|or|t_y el AT Timeline
Population Agency
Year 1: Continue to operate Toledo/Lucas County
CareNetas a virtual free clinic for low-income,
uninsured residents to have access to a medical
home and needed healthcare services.
Continue to provide healthcare coverage application July 1,
iﬂssgstap;etodl?zv-ﬁcosf Il_uca§ Counéy retsldent_tshfor Priority Outcome: 23?38éélige
Ce ical Sn t e Mar re]}p ace|1 ",: ct:)or ination wi 1. Reduce the number of uninsured '
ar te ed' (I)hs €a care par adults, children, and pregnant women
promote medical homes. 2. Define and address health
Increase awareness and education on open disparities
$nro|lr;e2t artw_d newffM?rI;etplace plalns available. Priority Indicator:
ear 2. Lontinue efiorts from year 1. 1. Percent of 18- to 64-year-olds who Toledo/Lucas County
Train CHWSs to becertified application counselors to were uninsured Adult CareNet
assist with open enrollment, as well as assist patients 2. Percent of O- to 17-year-olds who
with their healthcare needs. were uninsured
Host community enroll ment events during < Percentvs;zri%ri]r?snjrvevgmen T July 1,
Marketplace open enroliment periods. 2019-June
. : . 30, 2020
Begin educating and enrolling consumers.
Continue quarterly community meetings with Lucas
County Department of Job & Family Services
Refer eligible individuals to CareNet.
Year 3: Continue efforts from years 1 and 2. July 1,
2020- June
30, 2021
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HEALTHCARE SYSTEM AND ACCESS

Priority Topic: Cross -cutting strategies

Strategy 5:
Action Step Priority Qutcome & Priorit_y Facilit ating Timeline
Indicator Population Agency
Year 1: Continue to operate Toledo/Lucas County CareNet & Priority Outcome:
a virtual free clinic for low -income, uninsured residents to 1. Reduce number of adults
have access to a medical home and neeed healthcare unable to see a doctor due
services. to cost
Provide healthcare coverage application assistance to low- 2. Reduce number of adults
income Lucas County residents for Medicaid and the who dondét hav July 1,
Marketplace. healthcare provider 2018-June 30,
Develop and keep updated a listing of free/sliding -fee-scale 3.hlncr|]rease mmb_er thadtlts 2019
clinics to distribute to emergency d epartments (ED) who have a routine checkup
in the past year
Work with the Northwest Ohio Pathways HUB on tracking the | 4. Define and address health
number of pathways opened and completed for both disparities
Vear 2: Cominus effons rom year T Priorty Indicator Adur | Toledoucas Counly
' yedr = 1. Percent of adults who CareNet
Partner with all hospitals in Lucas Countyto provide ED reported not seeing a doctor
patients with a listing of affordabl e options for medical in the past 12 months
homes and information on th e community health worker because of cost July 1,
program through the Northwest Ohio PathwaysHUB. 2. Percent of adults who 2019-June 30,
Explore availableresources for health promotion in t he top don't have one (o more)_ 2020
three languages (excluding English) forthe limited English person they think of as thelr
proficiency population. personal healthcar_e provider
3. Percent of at-risk adults
Year 3: Continue efforts from years 1 and 2. who have visited a doctor for Julv 1
a routine checkup in the past yL
two years 23(2)0'28;29
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http://www.countyhealthrankings.org/take-action-to-improve-health/what-works-for-health/medical-homes

HEALTHCARE SYSEM AND ACCESS

Priority Topic: Cross -cutting strategies

Strategy 6 :
Action Step Priority Outcome & Indicator Prlont_y el AT Timeline
Population Agency
Year 1: Train at least 15 individuals to become Priority Outcome:
certified CHWs to serve high risk populations. 1. Reduceadult diabetes July 1,
Embed CHWs into health systems and non i Eedl;:.:lzthe nun&ber &l unltnsured 2018-June
traditional settings , such as schools and homeless | 2U"S: CIIATeN, and pregnant women 30,2019
3. Define and address health
shelters. disparities
Year 2: Generate community reports detailing P
effectiveness of CHWs in traditional and non- Priority Indicator: Adult, Youth, | Hospital Council of July 1,
traditional settings . 1. Percent of 18- to 64-year-olds who | gnd child Northwest Ohio 2019-June
. - , were uninsured 30. 2020
Pr(_JV|de c_ontmumg 2zl t(.) .CH.WS D gy 2. Percent of O- to 17-year-olds who
refine their skills and keep certification current. :
Year 3: Continue efforts from year 2 e OIS
' ' 3. Percent of pregnant women who July 1,
Provide additional certification classes based on were uninsured 2020- June
funding to sustain a highly skilled workforce. 4. Percent of adults diagnosed with 30, 2021
diabetes
Strategy 7 : a
Year 1: The Northwest Ohio Pathways HUBwill add Priority Outcome:
13 new CHWs to serve women of childbearing age. 1. Reduce infant mortality
Train CHWs to do motivational interviewing to 3 Reill Re?hucerzlaiublte?l;be;cis: red July 1,
connect clients to mental health/addiction services. ' ucetne nu uninsu 2018-June
adults, children, and pregnant women
Secure one additional managed care contract to 4. Define and address health 30,2019
prevent and reduce chronic disease. disparities
Pilot a CHW in Toledo Public Schools. Priority Indicator: Adult, Youth, | Hospital Council of
Year 2: Continue enrolling clients into the 1. Rate of infant deaths per 1,000 live | and Child Northwest Ohio
Northwest Ohio Pathways HUB. births
Secure final managed care contract to prevent and 2 [Pl o e to_64-ye:r—olds e 20\]1ugl}/.hlj’n =
reduce chronic disease. Were uninsure
3. Percent of 0- 17-year-olds who 30, 2020

Increase the number of clients being connected to
mental health/addiction services

Year 3: Continue efforts from year 2.

were uninsured
4. Percent of pregnant women who

were uninsured

7/1/20-6/30/21

CROSSEUTTING STRATEGI&S



http://www.countyhealthrankings.org/policies/community-health-workers
https://innovations.ahrq.gov/qualitytools/connecting-those-risk-care-quick-start-guide-developing-community-care-coordination

HEALTHCARE SYSTEM AND ACCESS

Priority Topic: Cross -cutting strategies

Strategy 8 : a
Action Step Priority Outcome & Indicator Prlont_y el AT Timeline
Population Agency
Year 1: Educate/inform local businesses, Priority Outcome:
organizations and healthcare providers on county 1. Increase cultural
demographics and the importance of becoming understanding and skills July 1,
culturally competent. 2. Define and address health 2018-June
Offer a county-wide training/ workshop on cultural SIEREES 30,2019
competence definitions and language Priority Indicator:
barriers/access overview. 1. Percent of organizations that Toledo-Lucas County
Year 2: Enlisttwo organizations to adopt culturally | demonstrate increased awareness and Getting to 1 July 1,
competent principles, policies and/or practices knowledge in being culturally Adult and 2019-June
within their organization s. competent Toledo-Lucas County | 30, 2020
Year 3: Establish compliance and measuring metrics 2. Number of education sessions Office on Minority
for evaluating. completed Health
Increase thenumber of organizations adopting 3. Ilj\_lur:n_ber o orgamz?u OTS July 1,
cultural competency policies by 25% from baseline. whic mcorp_o_rate cu WIS : 2020- June
competency trainings into policy 30. 2021

4. Number of people that complete
the organizational cultural

competency trainings

CROSSUTTING STRATEGIEB



http://www.countyhealthrankings.org/take-action-to-improve-health/what-works-for-health/cultural-competence-training-for-health-care-professionals

PUBLIC HEALTH SYSTEM, PREVENTION AND HEALTH

Priority Topic: Cross -cutting strategies

BEHAVIORS

Strategy 9 :
Action Step Priority Outcome & Indicator Pr|or|t_y el AT Timeline
Population Agency

Year 1: Work with community partners to
strategically plan a process for Tobacco 21
IR ENRI: Priority Outcome:
Meet with individual council members for Toledo, 1. Reduceadult and youth tobacco July 1,
Sylvania, Oregon, and Maumee. use 2018-June
Meet with the m ayors of Toledo, Sylvania, Oregon, | 2+ Reduce access to tobacco products 30,2019

. O 3. Define and address health
and Maumee regarding the Tobacco 21 initiative . .

. . disparities
and create a memorandum of understanding with
the four cities. Priority Indicator: Adult and Toledo-Lucas County
: . 1. Percent of adult smokers (past 30 Youth Health Department
Year 2: Continue efforts from year 1. days or lifetime)
Implement Tobacco 21 in at least one city (Toledo, 2. Percent of youth smokers (past 30 July 1,
Sylvania, Oregon, or Maumes. days or lifetime) 2019-June
Continue educating the community and gain ing 3. Percent of youth tobacco users who 30, 2020
S bought tobacco products from a store
support for the Tobacco 21 initiative. :
: or gas station

Year 3: Continue efforts from year 1 and 2. July 1
Implementation of Tobacco 21 in Toledo, Sylvania, 2020- June
Maumee, and Oregon. 30, 2021

CROSSUTTING STRATEGI&ES



http://tobaccocontrolnetwork.org/wp-content/uploads/2016/07/TCN-2016-Policy-Recommendations-Guide.pdf

PUBLIC HEALTH SYSTEM, PREVENTION AND HEALTH

Priority Topic: Cross -cutting strategies

BEHAVIORS

Strategy 10 :

Action Step Priority Outcome & Indicator PEF::JOIZ%n Fa:ggséyg Timeline
Year 1: Assess current cessation providers inLucas o
County and establish community partnerships with Priority Outcome:
community organizations and health care providers. 1. Reduce adulttobacco use

_ _ - 2. Increase adults who have quit
Hire community cessation initiative (CC) team smoking July 1,
through Toledo-Lucas County Health Department 3. Define and address health 2018-June
(TLCHD to begin work and complete c ertified disparities 30,2019
tobacco treatment specialist (CTT$ training.
. _ _ . Priority Ind icator:
Begin expansion of cessation services through 1. Percent of adult smokers (past 30
TLCHDand CClreferral system. days or lifetime) Adult Toledo-Lucas County
Year 2: Continue expansion of cessation servicesto | 2. Percent of patients aged 18 years Health Department
residents within Lucas County,providing cessation and older who were screened for
services within a 10-mile radius from patient. Target | tobacco use at least once during the July 1,
to reach 500 patients for cessation services. two-year measurement period and 2019-June
Work towards billing for sustainability of CCl efforts | WO received cessation counseling 30,2020
beyond the grant. intervention if ide ntified as a tobacco
Year 3: Continue efforts from year 1 and 2. 3. Percent of adulljtssrrnokers who have July 1,
made a quit attempt in the past year 2230‘28;29

CROSSUTTING STRATEGIES



https://www.cdc.gov/sixeighteen/docs/6-18-evidence-summary-tobacco.pdf

PUBLIC HEALTH SYSTEM, PREVENTION AND HEALTH BEHAVIORS

Priority Topic: Cross -cutting strategies

Strategy 11 : Implement a universal screening and referral process

Action Step Priority Outcome & Indicator Prlont_y el AT Timeline
Population Agency
Year 1: Conduct an assessment of screeninggaking Priority Outcome:
place in clinical settings for the fol lowing: 1. Reduce adultand youth depression
1 Chronic disease (diabetes, hypertension) 2. Reduce adult and youth drug and
! Mental health and addiction (depression, trauma, alcohol use
drug, and alcohol use) 3. Reduce adult hypertension July 1,
1 Social determinants of health (food insecurity, | 4. Reduce adults who experience food 2018-June
transportation, housing, etc.) insecurity 30,2019
: - . . - 5. Define and address health
Assess which clinical settings are using CliniSync to disparities
integrate patient electronic health records (EHR) Hospital Council of
from multiple facilities to better coordinate care. Priority Indicator: Northwest Ohio, YMCA
Year 2: Develop a universal screening tool to be 1. Percent of adults and youth who Adultand | roo e Toledo, and
used by all clinical settings. felt sad or hopeless almqst every day Youth Toledo-Lucas County
Develop a strategy to connect patients to resources fg}ra?ir:ee?/ssttgl:lo?)ecg r:jsoeir?;tgl:mv;ejgja? Health Department zo\lllg}/ Jllj’ne
to address results from screenings. activities during the past 12 months 30, 2020
Encourage use of CliniSync with providers within the | 2. Percent of households that are food
region. insecure
Year 3: Implement universal screening tool and 3. Percent of adults and youth who
referral process. used prescription drugs not July 1,
. . prescribed to them in the past 30 days 2020- June
Continue encouragement of CliniSync. 4. Percent of adults diagnosed with 30, 2021

hypertension

CROSSUTTING STRATEGI&ES




Priority 1: Mental Health

Mental Health Indicators

Adult Mental Health

During the past year, 2% of Lucas County adults considered attempting suicide.

One percent (1%) of adults reported attempting suicide in the past year.

Thirty-two percent (32%) of adults did not get enough rest or sleep almost every day for two or

more weeks in a row.

Fourteen percent (14%) of Lucas County adults had used a program or service to help with
depression, anxiety, or other emotional problems for themselves or a loved one.

Youth Mental Health

About one-quarter (24%) of youth reported they felt so sad or hopeless almost every day for two
weeks or more in a row that they stopped doing some usual activities, increasing to 32% of females. W

Twelve percent (124) of youth reported they had seriously considered attempting suicide in the
past 12 months, increasing to 17% of females.

In the past year, 7% of youth had attempted suicide, increasing to 10% of females. W

Of those who experienced three or more adverse childhood experiences (ACESs), 33% seriously
considered attempting suicide compared to 4% of those who experienced zero ACEs.

30%

25%

20%

15%

10%

5%

0%

Lucas County 6th-12th Grade Youth Who Had Seriously Considered

12%

Total

Attempting Suicide in the Past 12 Months

8%

Male

17%

9%

14%

Female

13 or Younger

14 to 16

13%

17 & Older
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Map: Mental Health Providers
Mental Health Providers, All, Centers for Medicare & Medicaid Services

Source:Centers for Medicare and Medicaid Services: 2015 as compiled by Community Commons, obtained on 2/21/18)
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