Checklist for Ocean County Community Health Improvement Plan Implementation of Strategies-

Activities for Ocean County Health Centers: CHEMED & OHI

Lead Organizations Activities Target Date Progress to Date

1-Educate on the provision of free
breast pumps to breastfeeding 2014-2015
mothers as part of the Affordable
Care Act essential services.

Performance Measures: Number of
educational sessions on the provision
of free pumps to mothers through the
Affordable Care Act.

2- Encourage Healthcare
Professionals to measure children’s
weight, height and body mass index
on a routine basis, and counsel
parents about nutrition and physical
activity for their children.

Performance Measure: Number of 2014-2018
BMI measurements performed on
children by Healthcare Professionals
or at the Health Centers, and the
number of counseling sessions held
with the parents on their children’s
nutrition or weight management.




Lead Organizations

Activities

3- Promote obesity screening and
prevention through health fairs and
educational outreaches.

Performance Measure: Number of
health fairs and educational
outreaches promoting childhood
obesity screenings and prevention.

Target Date

2015-2016

Progress to Date

4- Develop a culturally appropriate
countywide public information
campaign on healthy eating and
physical exercise through a
collaborative effort of the Health
Advisory Group member agencies on
healthy eating and physical exercise,
which can include a county
resource.........

Performance Measure: Number of
educational handouts or
presentations developed as part of
the collaborative effort.

2015-2018




Lead Organizations

Activities

Immunization Compliance

1- Reduce client out-of-pocket costs
for immunizations.

Performance Measure: Number
increase of children that are
vaccinated due to reduced out- of-
pocket costs for vaccination.

Target Date

2014-2017

Progress to Date

2- Provide vaccination programs in
schools. (OHI)

Performance Measure:
Number of children vaccinated at a
school health clinic.

2014-2018

3- Run PSA'’s on the importance of
immunizations in the Health Centers
waiting rooms.

Performance Measure: Number
increase in vaccination coverage at
the Health Centers due to running
immunization educational PSA’s in
their waiting rooms.

2014-2016

4-Enhance the understanding of
healthcare providers on the safety of
vaccines, and vaccination practices,
and improve access to and better use
of recommended childhood vaccines.

2015-2018




Lead Organizations

Activities

Performance Measure: Number
increase in the number of children
that are age-appropriately vaccinated
by the Health Centers.

Target Date

Progress to Date

5-Allow for standing orders protocol
for vaccination which authorizes
nurses, pharmacists, and other
healthcare professional assess a
patient’s immunization status and
administer vaccination according to
the approved protocol of the
healthcare agency.

Performance Measure: Number of
healthcare agencies that institute
“Vaccination Standing Orders”.

2015-2016




Lead Organizations

Activities

1. Promote and support the
integration of behavioral health into
primary care under the new
provisions of the ACA.

(CHEMED)

Performance Measure: Number of
primary care providers that are
screening for behavioral health
issues during their regular office
visits.

Target Date

2015-2016

Progress to Date

2. Promote integrated care models
that provide continuum of care to
behavioral health consumers across
a broad spectrum of services.
(CHEMED)

Performance Measure: Number of
integrated care models that include
providers of mental health and
substance abuse in their patient-
centered medical homes.

2015-2016

3. Educate the behavioral health
consumer on the new mental health
and substance abuse services
offered under the ACA.

(CHEMED)

2014-2015




Lead Organizations

Activities

Performance Measure: Number
increase of behavioral health
consumers that are accessing
behavioral health services in the
Health Centers.

Target Date

Progress to Date

4. Encourage Healthcare Providers to
use the Substance Abuse Structured
Assessment and Brief Intervention
(SBIRT) during their primary care
consults. (CHEMED)

Performance Measure: Number of
primary care providers that utilize the
SBIRT tool in their regular office visits
at the Health Centers.

2015-2018

5. Promote awareness and open
discussion among healthcare
providers, community and faith-based
leaders, and the public on the
harmful impact of stigmatizing people
affected by mental health disorders
or substance abuse.

Performance Measure: Number of
programs targeted to various
audiences where mental health and
substance abuse is talked about as a
disease that requires timely sensitive
treatment.

2014-2018




Lead Organizations

Activities

6. Promote educational programs
that target post-partum depression,
its effect, and county resources
available for treatment.

Performance Measure: Number of
educational programs in the county
on post-partum depression,
screening, assessment and
treatment.

Target Date

2014-2018

Progress to Date

7. Educate and promote the NJ
Prescription Monitoring Program
(NJPMP) its benefits and purpose as
a way to halt the abuse of
prescription drugs in the county.
(CHEMED)

Performance Measure: Number of
licensed Physicians that have
registered with NJPMP.

2015-2018

8. Collaborate and partner with faith
and community-based organizations,
schools or business on programs to
educate the residents on behavioral
health issues and the resources
available in the county.

Performance Measure: Number of
programs held in the county on
behavioral health issues targeted to
the vulnerable populations.

2015-2018




Lead Organizations

Activities

1. Promote the “Transitions in Care”
Program in the county hospitals,
Accountable Care Organizations, and
Patient-Centered Medical Homes to
allow for coordination, and continuum
of care for patients that is
comprehensive and coordinated
across various healthcare settings.

Performance Measure: Number of
Health Center patients referred by
the county hospitals for continuum of
care.

Target Date

2015-2016

Progress to Date

2. Expand and increase access to
information technology and
integrated data systems to promote
cross-sector information exchange.

Performance Measure: Number of
increase of Health Centers that have
instituted electronic medical records,
and use it to send patient reminders
on preventive follow-up care

3. Coordinate and promote in one
central calendar the various chronic
disease programs (Take Control of
Your Health, Move Today, etc.)
offered throughout the county by
various agencies

2014-2018

2014-2015




Lead Organizations

Activities

Performance Measure: Number
increase in attendance at the chronic
disease programs offered throughout
the county annually

4- Foster collaboration among
community and faith-based
organizations, businesses, and
clinicians to identify underserved
groups and implement programs to
improve access to preventive
services.

Performance Measure: Number of
outreach programs or collaboration
with community and faith-based
organizations and businesses on
preventative screenings available in
the county that aim to reach the
underserved population in the county

5- Expand public-private partnerships
to implement community preventive
services (e.g., school-based health
clinics, community-based diabetes
prevention programs)

Performance Measure:
Number of preventative services
offered to county residents through

Target Date

2016-2017

2014-2018

Progress to Date




Lead Organizations

Activities

community-based programs or public
health clinics

6. Promote in a coordinated way the
various community programs across
the various settings that aim to
prevent the onset of chronic diseases

Performance Measure:

Number of community programs that
provide chronic disease management
programs.

7. Encourage healthcare providers to
refer patients to community-based
prevention resources such as
programs for blood pressure and
cholesterol control, asthma
management, or chronic disease
management programs

Performance Measure: Number of
referrals by healthcare providers to
community-based programs for
chronic disease self management

8. Foster collaboration among
community and faith-based
organizations, academia,
independent living centers,

Target Date

2015-2018

2014-2015

2016-2017

Progress to Date

10




Lead Organizations

Activities

businesses and healthcare to help
identify underserved groups and
implement programs to improve
access to preventive services.

Performance Measure: Number of
underserved groups of residents
identified, educated and screened for
chronic diseases as referred by
specialists among the various
organizations.

9. Offer accurate, accessible, and
actionable health information in
diverse settings and programs on
chronic disease management
through health fair screenings or
wellness programs.

Performance Measure: Number of
outreach programs or settings in
which chronic disease management
information is provided to residents.

10. Identify and partner with
organizations that have mobile units
to bring services to communities with
limited access to health screenings
(mammography, blood pressure
screenings, diabetes screenings,

Target Date

2015-2016

2014-2018

Progress to Date

11




Lead Organizations

Activities
etc.). (OHI)

Performance Measure: Number of

preventative screenings performed
by mobile units in high risk areas in
Ocean County.

12. Train healthcare providers
(doctors, nurses, dentists, and allied
health professionals) on
recommended clinical preventive
services to their patients as a routine
part of their health care.

Performance Measure: Number of
professional trainings offered to
healthcare providers on chronic
diseases.

13. Develop and disseminate a
countywide referral database of
chronic disease programs in the
county using “Ocean Resource Net”
internet portal in which all agencies
can enter their programs in one
central calendar. Healthcare
professionals and community-based
organizations can link residents to
resources and programs on self-
management of chronic diseases.

Target Date

2016-2017

2015-2016

Progress to Date

12




Lead Organizations

Activities

Performance Measure: The creation
of the referral database on chronic
disease programs, and its promotion
throughout the county to healthcare
providers and community-based
organizations.

Target Date

Progress to Date

1. Perform community-wide needs
assessment of physician recruitment
per specialty and population ratio.

Performance Measure: Percentage
increase of physicians per population
ratio and needs assessed in the
county.

2.Increase the enrollment of county
residents in the Health Insurance
Exchanges or the Medicaid
Expansion in the county
Performance Measure: Percentage
decrease of residents with no health
insurance or medical homes in the
county.

3. Reduce barriers to care through
system coordination (case
management), collaboration, and
resource sharing among health
providers.

2016-2017

2014-2018

2014-2018

13




Lead Organizations

Activities

Performance Measure: Number
increase of usage of the healthcare
system by the newly insured in the
county.

4. Expand the number of providers
serving the safety net who have
locations, contact information, hours
and appointment availability that
meet the needs of the county
residents.

Performance Measure: Number of
new healthcare providers throughout
the county that expands the primary
and specialty care providers with
extended hours.

5. Increased enrollment in the
Affordable Care Act will allow for
more county residents to have
access to a Primary Care Provider or
a PCMH

Performance Measure: Number
increase of county residents with a
Primary Care Provider or a PCMH.

Target Date

2014-2018

2014-2018

Progress to Date

14




Lead Organizations

Activities

6. Promote access to coordinated
integrated Patient-Centered Medical
Homes for all residents.

Performance Measure Number of
newly enrolled patients at the Ocean
County Health Centers: CHEMED &
OHI

7. Increase the knowledge of existing
health and social service resources
among providers and the community.

Performance Measure: Number of

outreaches done annually on the
available health and social services
resources, and the benefits of a
patient-centered medical home for
county residents

8. Establish well-trained bilingual

case management workers at the
Health Centers for continuity of care.

Performance Measure: Percentage

reduction in the use of the ED as a
primary source of care.

9. Increase the percentage of primary

Target Date

2014-2015

2015-2016

2014-2018

2015-2017

Progress to Date

15




Lead Organizations

Activities

care practices offering non-traditional
hours for routine care.

Performance Measure: Percentage
reduction on the use of ER due to
lack of night or weekend hours for
ambulatory care conditions or routine
care.

10. Implement a countywide outreach
and education program that is
culturally and linguistically sound and
appropriate for the hard to reach
population in the county on access to
care.

Performance Measure: Number of
outreaches done annually to the hard
to reach population in the county.

11. Expand the number of healthcare
providers that are linguistically and
culturally knowledgeable to reach the
hard to reach population in the
county.

Performance Measure: Number of
healthcare providers that speak
diverse languages and are able to
communicate with their patients in a
culturally, linguistically appropriate
way.

Target Date

2014-2018

2014-2018

Progress to Date

16




Lead Organizations

Activities

12. Educate community residents on
opportunities in the Affordable Care
Act.

Performance Measure: Percentage
increase of insured residents in the
county that are accessing healthcare
services

13. Encourage the use of community-
based preventive services, and
enhance linkages with primary care
(i.e. tobacco cessation quit line and
asthma home environment
intervention programs) linked to
clinicians as a referral point.

Performance Measure: Number of
participants that are linked to
community-based preventative
services.

14. Promotion of community-based
prevention programs in the county

Performance Measure: Number of
programs promoted annually on the
use of prevention programs in the
county to residents.

Target Date

2014-2015

2016-2017

2014-2018

Progress to Date

17




Total Health Center Activities: 44

Childhood Obesity: 4 activities
Immunization Compliance: 5 activities
Behavioral Health: 8 activities
Chronic Disease Education and Prevention: 13 activities
Access to Care: 14 activities

18



