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Background

Background

What is the Ohio Equity Institute? 
Working to Achieve Equity in Birth Outcomes
Black infants in Ohio die at a rate 2.5 to 3 times that of white infants (Graph 1). The Ohio Equity Institute 
(OEI): Working to Achieve Equity in Birth Outcomes is a collaboration that began in 2012 between the Ohio 
Department of Health (ODH) and local partners to address the unacceptable racial disparities in birth outcomes. 
OEI uses population data to identify high-priority areas for outreach and services in the nine Ohio counties with 
the largest disparities in birth outcomes.

Infant mortality is defined as the death of a live-born baby before his or her first birthday. An infant mortality 
rate (IMR) is the number of babies who died during the first year of life per 1,000 live births.
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Background

History of the Ohio Equity Institute
In 2012, birth and death records from 
ODH Vital Statistics data were used to 
identify the counties with the largest 
number of Black births and deaths 
and who possessed the highest Black 
preterm birth and infant mortality 
rates. Those counties included Butler, 
Cuyahoga, Franklin, Hamilton, Lucas, 
Mahoning, Montgomery, Stark, and 
Summit. 

Originally named the Ohio Institute for 
Equity In Birth Outcomes and designed 
in partnership with CityMatCH 1, 
the project aimed to assess local 
capacity, examine local data, design 
and implement an equity project, 
demonstrate a reduction in inequities 
in birth outcomes, and develop 
evidence and innovation to address the 
root causes of health inequities locally. 
Ohio Equity Institute teams from the 
nine counties worked together with 
experts in the fields of public health, 
epidemiology, birth outcomes, health 
inequities, and evaluation to accomplish two main tasks: 

1.) Build capacity in: addressing race, racism, and inequities in birth outcomes; epidemiological analyses of birth 
outcomes; evidence-based interventions for vulnerable populations; leadership; and evaluation. 

2.) Consider, design, and implement a local equity project by examining local data, addressing local capacity, 
design and implementation, and demonstrating that the project reduced inequities in birth outcomes. 

Each OEI team played a vital role in raising awareness around the infant mortality crisis occurring in their local 
communities, which in many counties stemmed the development of local coalitions. Through data-driven 
decisions specific to target populations in the participating communities, OEI teams coordinated the availability 
and awareness of evidence-based strategies shown to improve birth outcomes. Some of these strategies included 
group-facilitated prenatal care, safe sleep practices, smoking cessation, and safe birth spacing. 
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1 https://www.citymatch.org/

https://www.citymatch.org/
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The structure and design of each OEI team varied. But in order to build capacity for infant mortality data 
analysis and support for the OEI teams in planning, implementing, and evaluating infant mortality initiatives 
locally, funding of a full-time epidemiologist in each of the priority counties was established.  
 
The data collected during the first five years of the project was intended for development and implementation 
of local strategies and community mobilization without heavy oversight from the state.

Ohio Equity Institute 2.0
OEI 2.0 launched on Oct. 1, 2018. This redesigned, targeted structure was developed to ensure that the program 
addressed the greatest drivers of infant mortality and sought to reach the population most vulnerable for poor 
birth outcomes. The same methodology was employed — using Vital Statistics data — to reinforce the need for 
the continuation of OEI 2.0 in each of the nine, original OEI counties. Reference Appendix A for five-year trends 
of each OEI county’s infant mortality and disparity rate.

This revised iteration builds on the important infrastructure developed during the first five years of the OEI 
project. Each subrecipient is funded to leverage the resources and services developed and/or coordinated in 
the first iteration of OEI (state fiscal years 2014 to 2018) with the objective of connecting the most vulnerable 
pregnant women from the target counties to evidence-based clinical and social service resources. Counties spent 
five years planning, engaging the community, and promoting and managing interventions. These networks of 
interventions and resources are now established, and OEI 2.0 seeks connection to the women who need them 
most.

Funding
The Ohio Equity Institute is funded by ODH through a 
combination of state general revenue funds and federal Title 
V Maternal and Child Health Block Grant funds totaling $2.9 
million in federal fiscal year 2019. Local subgrantees are funded 
based on expected staff capacity and expected number of 
women to be served based on birth and death records. 

It is worth noting that these nine priority counties receive funding from several other state sources such as the 
Department of Medicaid and Commission on Minority Health. The term “OEI” has been adopted by partner 
infant mortality efforts and investments in these nine priority counties. However, in this document, the term 
Ohio Equity Institute and/or OEI formally applies only to the ODH-funded grant program.

In 2018, 60% of all infant deaths and 
88% of Black infant deaths occurred 

in the nine OEI counties.
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Logic Model

Figure 1 serves as the logic model summarizing the shared relationships among the resources, activities, outputs, 
outcomes, and impact of the OEI program. 

             Ohio Equity Institute 2.0 Logic Model (Effective Oct. 1 , 2019)
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Assumptions:
1. 80% of those served are African American/Black women.
2. Community engagement includes both agencies and community members.
3. Program quality improvement will be based on data analytics and M&E.
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Theory of Change

Based on the central concept of reciprocal determinism (see definition below), ODH designed a theory of change 
(Figure 2) to describe the relationship between the activities of the Ohio Equity Institute and how the program 
leads to the desired goals. 

                OEI Theory of Change 
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Helpful Information

1. Reciprocal determinism 
is the background theory 
suggesting the interaction 
of people, their behaviors, 
and the environment 
explains why improved 
community outreach/
engagement and physical 
and social environment 
can help improve 
women’s health and birth 
outcomes, vice versa.

 
2. Birth outcomes indicators 

include pre-term birth, 
low birth weight, and 
infant mortality rate.
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Program Goal and Objectives

Program goal: To address the biggest drivers of inequities in poor birth outcomes and infant mortality in the 
nine counties with the greatest disparities. 

Understanding that clinical care only comprises 20% of modifiable factors that influence health outcomes,2 
the objective of OEI 2.0 is for each OEI county to address disparities in perinatal, infant, and maternal health 
through downstream and upstream strategies. Downstream strategies involve individual-level behavioral 
approaches for prevention or disease management. Upstream strategies involve policy approaches that can 
affect large populations through regulation, increased access, or economic incentives.3

1. Downstream Strategy: Local Neighborhood Navigators identify and connect a portion of each county’s 
priority prenatal population to clinical and social services. 

 
2. Upstream Strategy: Facilitate the development, adoption, or improvement of policies and/or practices that 

impact the social determinants of health related to preterm birth and low birth weight in the OEI counties. 
Upstream efforts further focus on:

• Reducing barriers for priority pregnant women to access clinical and social services by improving the 
quality, availability, and cultural competence of service delivery.

• Working with local leadership and partners who can directly address identified barriers through the 
adoption or improvement of policies and/or practices.

These objectives are accomplished by understanding the local community and priority population through data-
driven decision making and community engagement.

______________________________________________________

2 Booske, Bridget C. et al. County Health Rankings Working Paper: Different Perspectives for Assigning Weights to 
Determinants of Health. University of Wisconsin Public Health Institute, 2010.
3  Brownson RC, Seiler R, Eyler AA. Measuring the impact of public health policy. Prev Chronic Dis 2010;7(4):A77.
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OEI SFY19 Subgrantees

In March 2018, the redesigned Ohio Equity Institute 2.0 state fiscal year 2019 grant was competitively solicited to 
qualifying Ohio stakeholders. Based on responses received in May 2018 and a standardized review process, one 
awardee was selected in each of the nine OEI counties. Funded entities include:

County Funded Entity
Butler Butler County General Health District

Cuyahoga Cuyahoga County Board of Health 

Franklin CelebrateOne (City of Columbus – Mayor’s Office)

Hamilton Hamilton County Public Health

Lucas Toledo-Lucas County Health Department 

Mahoning Mahoning County District Board of Health

Montgomery Public Health-Dayton & Montgomery County

Stark Canton City Public Health

Summit Summit County Public Health
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Core Components of OEI 2.0

OEI Subgrantee Team Structure

Project Coordinator
The Project Coordinator is responsible for facilitating the development, adoption, or improvement of policies 
and/or practices that will directly impact the social determinants of health (SDOH) related to preterm birth 
and low birth weight of newborns in their county. In most cases, the Project Coordinator is also responsible for 
managing the Neighborhood Navigator(s) and providing guidance on how to address documented barriers or 
access challenges in the community. Each Coordinator is required to participate on the county’s Fetal Infant 
Mortality Review (FIMR) Community Action Team (CAT) and be in regular contact with the FIMR Coordinator.

Neighborhood Navigator(s)
Neighborhood Navigators are responsible for identifying and connecting high-priority pregnant women to 
comprehensive clinical care and other needed services through community outreach. They facilitate access 
to services by acting as liaisons between health and social services and the community by developing and 
maintaining a portfolio of resources. Each Navigator establishes short-term relationships with eligible pregnant 
women and provides warm handoffs/referrals to appropriate services such as home visitors, community health 
workers, WIC, food pantries, housing support, or safe sleep resources. Navigators connect with women at 
community-based events, in-person meetings, via phone, text, email, and mail. (The grant does not define 
the number of Neighborhood Navigators required to be employed by each subgrantee. Required Navigator 
capacity is determined locally.)

Epidemiologist
The OEI epidemiologist serves as the local data contact and plays a leading role in the completion of the 
required data reporting and analyses. Each epidemiologist collects, analyzes, and monitors data on local 
birth outcomes and contributing factors related to poor birth outcomes, including the SDOH. They are 
also responsible for consistent monitoring of local OEI Neighborhood Navigator data. Additionally, all 
epidemiologists are active members of the Fetal Infant Mortality Review (FIMR) Community Review Team (CRT).

Team Design and Roles

       
Project Coordinator Neighborhood Navigator

     
Epidemiologist

• Coordination of SDOH policy 
and/or practice changes. 

• Community outreach. 

• Oversight of Neighborhood 
Navigators. 

• Active member of the FIMR 
CAT.

• Connect priority pregnant 
women to clinical and social 
services. 

• Community engagement.

• Develops/maintains portfolio of 
community resources.

• Monitors OEI client data.
 
• Completes required data 

reporting and analysis.

• Produces written reports, 
analyses and presentations to 
appropriate stakeholders.

• Participates on the FIMR CRT.
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Neighborhood Navigator Services (Downstream)

The downstream component of OEI 2.0 is accomplished 
by employing and deploying Neighborhood Navigators in 
locally identified priority services areas. A Neighborhood 
Navigator’s responsibility is to connect priority pregnant 
women to comprehensive clinical care and other needed 
services. These navigators facilitate access to services by 
acting as liaisons between women and the health and social 
services of the community. 

In addition to the eligibility criteria (Figure 3), ODH requires 
that women served by Neighborhood Navigators are not 
currently being served by a home visiting (HV) program 
or a community health worker (CHW). This requirement 
promotes Navigators to establish non-traditional outreach 
strategies to identify and connect the hardest to reach 
members of the priority population. Due to the undue 
burden faced by Black women, as seen in Ohio’s infant 
mortality and preterm birth rates, OEI 2.0 requires that at 
least 80% of women served by Neighborhood Navigators 
are Black. 

Neighborhood Navigators may serve eligible women 
county-wide. However, the OEI epidemiologists are 
required to complete an annual analysis to identify 
priority geographies for navigation services. Each county 
determines its own methodology for choosing the priority 
geographies, and many teams choose to use Vital Statistics 
data to identify the ZIP codes or census tracts in their 
county with the highest rates of poor birth outcomes, such 
as preterm birth, low birth weight, and infant mortality 
rates, particularly amongst Black families. 

               OEI Eligibility Criteria

The Neighborhood Navigators serve 
women who meet the following 
eligibility criteria:

1. Pregnant.

2. Household income does not exceed 
200% FPL. 

3. Possess at least one of the following 
risk factors: 
• Previous preterm birth. 
• Previous low-birth weight 

delivery.
• Previous miscarriage or stillbirth.
• Under age 25. 
• User of tobacco products in 

home. 
• History or unstable housing or 

homelessness. 
• Current diagnosed medical 

condition. 
• History of child abuse or neglect. 
• Demonstrated need for 

substance abuse treatment.
• History of depression or other 

diagnosed mental health 
concerns. 

Figure
3
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Neighborhood Navigation Program Outcomes

        Total Number of Women Served, by County 

County
Fiscal Year 2019 Requirement  

(Oct. 2018 - Sept. 2019)
Total Women Served

(Oct. 2018 - Sept. 2019)
% of Goal Served

Butler 104 83 80%
Cuyahoga 1,272 438 35%
Franklin 1,200 464 39%
Hamilton 788 94 12%
Lucas 344 28 8%
Mahoning 156 119 76%
Montgomery 396 25 6%
Stark 108 50 46%
Summit 292 221 76%
Total 4,660 1,522 33%

In the first year of OEI 2.0, the nine local OEI teams combined served 1,522 women, which was 33% of the total 
goal of serving 4,660 pregnant women (Table 1). The minimum number of women to be served was determined 
by a proportion (25%) of non-Hispanic African American women, by county of residence, who gave birth in 
2016 and met OEI 2.0 eligibility. Year one of OEI 2.0 was considered a pilot year. Subgrantees were expected 
to redesign and establish OEI teams and strategies based on the revised goals of the grant. As to be expected, 
hiring, onboarding, design, and eventual implementation of these strategies took time. As seen in Graph 2, 
improved growth toward the proposed goal increased significantly in quarters three and four of the grant year. 
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Race Percent N
Black/African American 71.5% 1,088
White/Caucasian 20.3% 309
Asian 5.7% 46
American Indian/Alaskan Native 0.8% 12
Native Hawaiian/Pacific Islander 0.2% 3
Ethnicity
Non-Hispanic/Non-Latinx 95.1% 1,428
Hispanic/Latinx 5.3% 80
Age
<18 years old 5.7% 82
18 to 24 years old 36.2% 523
25 to 34 years old 50.1% 724
35 and older 8.0% 115
Education
Less than high school 18.5% 281
High school diploma, GED 58.0% 883
Some college, no degree 16.6% 253
Associate’s degree 3.5% 53
Bachelor’s degree 2.8% 42
Master’s degree 0.7% 10
Doctoral or professional degree 0.0% 0
Insurance Type
Private 6.2% 94
Medicaid 88.2% 1,342
Uninsured 6.6% 101
Average Household Size (including pregnancy): 3.85 individuals per household.

Demographics of Women Served

 Note: Women with missing data or who declined to answer were removed from data analysis. Percent race 
and ethnicity do not equal 100% due to women being able to identify as more than one race/ethnicity. 

Of the women served through neighborhood navigation, 71.5% were Black/African American and 20.3% were 
white/Caucasian women. Most program participants also self-identified as non-Hispanic (95.1%). Women ranged 
from 14 to 52 years old. The average age of women served was 26 years old. Educational attainment of a high 
school degree/GED or less was reported by 76.5% of women served. Additionally, 88.2% of program participants 
were enrolled in Medicaid at the time of service (Table 2).

Table
2
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25 years old 
or younger

Diagnosed 
medical 

condition

Unstable 
housing or 
homeless-

ness

Depression/
diagnosed 

mental 
health 

concern

Any tobacco 
use in home

Previous 
preterm 

birth

Previous low 
birth weight

Child abuse 
and/or 
neglect

Graph
3 Identified Risk Factors for Women Served
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Note: Women with missing data or who declined to answer were removed from data analysis. Combined percentages of risk factors do not equal 
100% due to women being able to identify as having experienced more than one of the above risk factors. 

Graph
4 Access to Prenatal Care Among Women Served 

It was reported by 94.7% of women served that they had previously initiated prenatal care prior to 
neighborhood navigation services. However, 29.4% of women reported barriers to attending their prenatal  
care appointments.

Initiated Prenatal Care Barriers to Attending Prenatal Care Appointments

  Yes      No

5.3%

94.7%

70.6%

29.4%

  Yes      No
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               Total Number of Needs Identified Compared With Referrals Offered, by Type

               Navigation Outcomes Among Women Served

*Category “other” most commonly referred to baby items and child care.

Safe sleep

Clothing

Prenatal support

*Other

Food

Housing instability

Employment

Transportation

Education

Utilities

Smoking

Substance abuse/mental health

Health insurance

Prenatal care

Previous preterm birth

Interpersonal violence  Needs Identified     Referrals Offered

884
837

794
736

782
739

666
587
593

538
432

376
363

317
362

327
327

297
219

195
211

189
154
141
149

133
144

126
87

76
23
19

Figure
4

Graph
5

6,190 
Needs were Identified

5,633 
Referrals were Offered

3,278 
Referrals were Utilized

4.1 
The average number 

of needs identified per 
woman served

91% of needs were met with a referral 

58% of referrals were utilized

Note: Referrals offered by Neighborhood Navigators were not always accepted by the women, which greatly influenced the total number of referrals utilized.
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Connecting the Disconnected

Neighborhood Navigators spend a substantial amount of time conducting community outreach activities to 
identify women who may be eligible for OEI services. Examples of outreach avenues include: attending and/
or hosting community events, canvassing in the priority geographies, social media, marketing campaigns that 
include call and/or text lines, and strategic partnerships with schools, justice centers, faith-based organizations, 
housing units, and social service agencies.

Once Neighborhood Navigators have identified a woman who may be eligible for OEI services, they engage in 
a conversation regarding the OEI program to gauge interest in participation. Upon receiving agreement and 
consent of participation, Navigators conduct a standardized screening process. The OEI screening tool identifies 
demographics, eligibility, risk factors, stressors, and additional needs of women. All data collected is captured 
in a secure, HIPAA*-compliant data collection platform, REDCap. Once the Navigator understands the woman’s 
risk factors and supports needed, she is referred to appropriate clinical or social services that best meet the 
woman’s personally-prioritized needs. A secondary objective of Navigators is to develop relationships with the 
local clinical and social service providers to support the smooth referral and transition of women to identified 
programs.

Clinical Services Social Services

  Prenatal care & support  
  (via healthcare providers and group prenatal care)

  Home visiting
  Community health worker programs

  Smoking cessation   Safe sleep education and cribs
  Mental health   Food and clothing banks
  Substance abuse   Housing and utility support
  WIC and nutrition services   Homeless and domestic violence shelters

Graph
6 Percent Social vs. Clinical Referrals Offered Among Women Served

  Social      Clinical

77.4%

22.6%

*Health Insurance Portability and Accountability Act
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A Neighborhood Navigator is required to follow up with each eligible pregnant woman at least three times, 
within 21 days of completing the standardized screening tool. Upon her third follow-up, the woman is considered 
to have been served by the Neighborhood Navigator. This ensures that a woman’s initial needs were met 
through successful connection with an identified resource and allows for an evaluation of new needs that have 
arisen and can be addressed through additional referrals or connections to services. 

Figure
5 Representation of the process followed by Neighborhood Navigators to serve eligible women

Connecting the Disconnected: Success Stories

Butler County General Health District, Project Coordinator, Tracy Bishop: “Our Neighborhood Navigator was 
working closely with a 19-year-old woman who was soon to give birth to her first child. This woman was asked by 
her doctor to temporarily take a leave of absence from work.  During her leave, her car broke down and she did 
not have the funds to repair it. When she was able to go back to work, her place of employment no longer held 
her position for her and she found herself without a job and therefore without an income.  She was a month 
behind on rent and her landlord gave her a week’s notice to pay her rent in full or be evicted. This woman was 
very distressed and feared being homeless. She worried about her baby not having a home and being unable to 
leave from the hospital with him. The Neighborhood Navigator helped this mom-to-be apply for food assistance, 
housing assistance, and connected her with local charities to get her rent paid until she could find work. When 
local churches could only pay a portion of her rent, the Neighborhood Navigator spoke with her landlord 
directly and got him to agree to a payment plan for the rent to hold off on evicting her. She was able to pay her 
rent over time and remain within her home. The Neighborhood Navigator also arranged for this mom to move 
into an apartment across the hall which was $175 less a month in rent. Due to the Neighborhood Navigator 
efforts the mom was able to remain in her home and have a safe place and crib for baby to sleep.”

Outreach

Identify

Screen

Refer

Serve
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Connecting the Disconnected: Success Stories

Mahoning County Public Health, Neighborhood Navigator, Rachael Ruby: “One of the clients that I had this 
month was pregnant with her fifth child. Both her and the husband work. She had never applied for any kind of 
assistance before. She always assumed that she was over the income guidelines. She called herself the “working 
poor.” After speaking with her, I learned that her youngest was 1 year old and still using the pack-n-play to sleep; 
so she didn’t have any place for the new baby to sleep. She told me that she did have health insurance; however, 
it was terribly unaffordable and the deductibles were very high. She told me that she has been filing bankruptcy 
because of the medical debt from having babies. She told me that none of the children had been to the dentist 
because they did not have dental insurance and were having issues already. I was able to help her apply for 
Medicaid, her and the children all qualify. I was able to help her apply for WIC and HEAP. She told me that her 
school age children were not eating lunch because she did not have money to buy lunches or to buy things to 
pack a lunch. I was able to help her get applied for reduced lunch at the school. I referred her to the safe sleep 
program and she got a pack-n-play for the new baby. Mom did end up going into labor early, at 37 weeks, and 
the baby was born at 5 pounds, 1 ounce. The baby is healthy and was able to come home.”

Connecting the Disconnected: Unique Avenues of Outreach

Neighborhood Navigators and OEI teams have the flexibility to establish and implement unique, non-traditional 
approaches to identifying and connecting with pregnant women who may be eligible for OEI services. Avenues 
of outreach are adapted based on effectiveness in their communities. 

In Hamilton County, small flyers called “hot cards” were developed to provide program information and 
advertise a direct line for pregnant women to call and speak with Neighborhood Navigators. Hamilton County 
Navigators and team members place hot cards around the community in locations they believe pregnant 
women are likely to visit. 
Locations have included 
next to pregnancy tests and 
prenatal vitamins in retail 
locations such as dollar 
stores, grocery stores, and 
pharmacies in their priority 
geographies. By placing these 
flyers next to pregnancy 
tests and pregnancy-related 
products, the OEI team hopes 
to identify and connect 
with women early in their 
pregnancies.

We want to hear your story!
Our Navigators can connect you to 

services that can help with baby supplies, 
prenatal care, home visiting services, utility 

assistance, housing, and many more!
For more information please call:
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The Hamilton County 
team also holds B.U.M.P.
(Building Up Mothers 
in Pregnancy) events at 
local libraries. The team 
also leverages social 
media platforms that 
help spread the word, 
offers a texting line 
for women who prefer 
to text in place of an 
in-person meeting or 
speaking over the phone, 
and many other outreach 
activities.

Policy and Practice Change (Upstream)

In addition to the downstream Neighborhood Navigation program component, OEI 2.0 plays an intentional role 
in developing upstream strategies to address the key drivers of inequities in birth outcomes. Each OEI develops 
and/or participates in a local social determinant of health (SDOH) team whose responsibility is to facilitate the 
development, adoption, or improvement of policies and/or practices which impact the SDOH related to preterm 
birth, low birth weight, and infant mortality in each county. The upstream policy and practice change efforts are 
designed and intended to impact the physical and/or social environment of the community in which pregnant 
women live, work, and play. Improving the physical and social environments of communities will serve to 
improve and reduce inequities in birth outcomes.

 Adoption, Implementation, 
 Sustainability Process

FY19 FY20 FY21
Adopt Implement Sustain

Adopt Implement
Adopt

Table
3

During each grant year, SDOH teams are 
responsible for adopting some form of policy or 
practice change within their community. In the 
subsequent years, the teams are responsible for 
implementing and sustaining the adopted policy 
or practice change. Table 3 shows the progression 
of policy and practice change adoption and 
implementation throughout the grant cycle. 

Calling all Pregnant Moms!
Join Us at the Corryville Public Library on

Wednesday 9/25/2019 2pm-4pm
Gift cards, Baby Goodies, and more will be

available to eligible pregnant moms that come.

OEI Neighborhood Navigators Present BUMP:

More Information? Got questions? Call or text
Jamaica Gilliam at

513-276-5197

Building Up Mothers 
in Pregnancy
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First Year Policy and Practice Change Efforts

In Fiscal Year 2019 most teams focused their policy and practice change efforts on the following SDOH domains: 
Housing, Transportation, Education, Clinical Services, and Implicit Bias and Racism. 

During year one of OEI 2.0, the following accomplishments have been made by local SDOH teams with the 
leadership and/or support of the local OEI funded entities:

Racial/Cultural Equity
• Implicit bias training to community health workers, home visitors, and local hospital systems. 

• Infant mortality and implicit bias education to local hospital systems and Family and Children First Council.4

Education
• Implementation of an evidence-based, comprehensive, and medically accurate reproductive health curriculum 

(Get Real developed by Planned Parenthood) in designated middle schools to improve reproductive health 
knowledge and planning for teens, and an agreement with the local school district to implement the 
curriculum in all district middle schools by 2023.

• Agreement with local medical and clinical nursing programs to engage students in discussions around 
social determinants of health and local maternal and child health outcomes data to educate future health 
professionals about the lived experiences of pregnant women at risk for poor birth outcomes. 

Housing
• Direct referral to Housing Choice Vouchers (housing subsidy program) for eligible women and background 

check fee waived for determining Housing Choice Voucher eligibility to ensure more pregnant women who 
are in unstable housing situations are referred and accessing available voucher resources.

Practice/Protocol Changes (within organizations to better identify or serve women)
• Agreement with county justice center/jails to provide female inmates pregnancy tests upon admission. 

Eligible and interested women are provided Neighborhood Navigator services, including ongoing 
appointments with the Navigator during incarceration.   

• Revised dress code at local health department to allow Neighborhood Navigators to dress appropriately for 
the community outreach they conduct.

• Changed the county’s homeless hotline screening protocol to identify pregnant women and families with 
children under the age of one. All eligible women are referred to a Neighborhood Navigator.

• Agreement with WIC to screen WIC clients for interest in Neighborhood Navigation services and provide a 
direct referral to OEI Neighborhood Navigator. 

• Partnership with the county Job and Family Services Neighborhood Family Service Centers to conduct 
outreach at their locations._____________________________________________________

4 Ohio Family and Children First is a partnership of state and local government, communities, and families that enhances the 
well-being of Ohio’s children and families by building community capacity, coordinating systems and services, and engaging 
families. https://www.fcf.ohio.gov/

https://www.fcf.ohio.gov/
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Addressing the Social Determinants of Health Through Policy: Policy Highlights

Canton City Health Department, Stark County
The Stark County THRIVE (Toward Health Resiliency for Infant Vitality & Equity) Social Determinants of Health 
Team - Housing partnered with the Stark Housing Network (Homeless Continuum of Care) to implement a 
program change to the Stark County Homeless Intake to support pregnant women and families with a child 
under age one. In July of 2019, Stark County’s Homeless Intake changed their protocol to ask callers if they are 
pregnant or have a child under the age of one. Pregnant women are referred to an OEI Neighborhood Navigator 
who supports the pregnant women in receiving clinical and social services. Families with a child under age one 
are referred to the Stark County THRIVE Pathways HUB for services.
 

Cuyahoga County Board of Health, Cuyahoga County
The Cleveland-Cuyahoga Partnership (CCP), in collaboration with the Fetal Infant Mortality Review’s Community 
Action Team and the 44128 One Community team, identified and highlighted a labor and delivery desert on 
Cuyahoga County’s east side.  Using multiple data sources, it was discovered that emergency departments 
without labor and delivery services are not able to accommodate pregnancy-related concerns. This resulted in 
transfers of patients to hospitals with labor and delivery units and loss of valuable time for clinical interventions.

In an effort to educate the community about where labor and delivery is available, the team created and 
implemented a Palm Card that is being distributed at area clinics and home visiting programs. In addition, 
presentations were conducted at Grand Rounds at all three hospital systems and at EMS provider meetings.  
More than 500 citizens signed a petition in support of improved availability of labor and delivery services. 
During the team’s effort, University Hospitals announced the planned opening of a labor and delivery unit on 
the east side of Cuyahoga County in 2022. In addition, in partnership with First Year Cleveland (FYC), the CCP 
has engaged FYC’s Executive Committee, recommending policy changes that include: obstetric triage in all 
emergency departments, contract review and revisions between city EMS providers and hospital systems, and 
improved access to medical records across systems. 
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MY Baby’s 1st, Mahoning County District Board of Health, Mahoning County
The Mahoning County District Board of Health’s MY Baby’s 1st coalition, in collaboration with the Mahoning 
County Justice Center (MCJC), Mahoning County Sheriff’s Office, and Wellpath, LLC, the contracted medical 
provider for the MCJC, created new policies at the MCJC to better meet the needs of pregnant women entering 
the corrections system and promote positive birth outcomes. When a female patient is admitted into MCJC, 
they are offered a pregnancy test. If the woman is pregnant, she is given a referral to the OEI Neighborhood 
Navigator. The Navigator is then able to visit the women in the MCJC, screen the woman to identify her needs, 
get her connected to services, and provide education around prenatal care and community programs. The 
Navigator is also able to meet with the woman upon reentry into the community to continue to support her 
and connect her to resources. 
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Technical Assistance and Support

OEI teams receive technical assistance to support their local capacity in program design and implementation, 
epidemiology, monitoring and evaluation, and community engagement. Support is provided by ODH to ensure 
targeted, unique technical assistance for each individual team. Technical assistance is most commonly focused 
on skill building, peer-to-peer sharing, and feedback on grant activities. Several different formats are used 
to support technical assistance including: two annual in-person meetings, two series of regional in-person 
meetings, monthly webinars for each team position, all-team webinars, one-on-one calls, site visits, and monthly 
electronic feedback on all submitted reporting. 

ODH subcontracted with two vendors to support OEI teams in the areas of monitoring and evaluation (Miami 
University) and community engagement (Measurement Resources Company). This additional technical 
assistance has supported OEI teams in developing and regularly using a monitoring and evaluation plan to 
influence program design and implementation, as well as build local capacity to establish authentic community 
engagement. 

Data Collection Method

Research Electronic Data Capture5  (REDCap) is a secure web application for building and managing online 
surveys and databases. ODH used REDCap as the data platform for SFY19 OEI 2.0. All funded entities utilize 
REDCap to screen women to determine eligibility and their need for clinical and social services. REDCap also 
allows Neighborhood Navigators to document connections, referrals, and follow-ups of each client interaction. 
Consent was received by all OEI program participants prior to data collection. See Appendix B for the SFY19 OEI 
2.0 screening tool.  

______________________________________________________

5 PA Harris, R Taylor, R Thielke, J Payne, N Gonzalez, JG. Conde, Research electronic data capture (REDCap) – A metadata-
driven methodology and workflow process for providing translational research informatics support, J Biomed Inform. 2009 
Apr; 42(2):377-81.
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Looking Forward: OEI Fiscal Year 2020

The first year of OEI 2.0 proved be a year of development and growth as counties and the ODH state team 
implemented the new structure. Each of the nine counties focused on building their team capacity, serving 
pregnant women through both traditional and non-traditional avenues, and collaborating with community 
leaders and partners to adopt local policies and practices. The state OEI team was intentional in taking time 
to understand the successes, as well as challenges and barriers, of the nine local teams in implementing the 
redesigned upstream and downstream components of the grant. Key lessons learned during the first year 
include:
• Initiation and planning phases must take place before implementation can effectively begin; this was not 

taken into account when considering year-one goals of the grant. 

• Relationship building and partnerships do not necessarily result in immediate outputs; building trust in 
communities takes time and results are often mid- and long-term. 

• Those individuals and organizations necessary to adopt and implement policy and practice changes are 
often not the same entity as the OEI team; it’s important to understand the authentic role OEI teams serve 
in local policy and practice change.  

• Improved alignment with other state efforts and funding are necessary to achieve measurable impact. 

• The Ohio Equity Institute must continue to prioritize supporting Black communities and families and 
improving upon policies and practices to achieve greater equity within our systems. Even though the 
Black infant mortality rate in Ohio dropped from 15.6 in 2017 to 13.9 in 2018, the disparity rate remains 
unacceptable as Black infants continue to die at a rate 2.6 times higher than white infants.

Data Collection
The OEI state team is continuing to evolve the program to better meet the needs of the local communities. 
During the summer of 2019, work began to improve the Neighborhood Navigation screening tool based on 
feedback from subgrantees. The revised tool focused on expanding eligibility criteria, capturing barriers to 
attending prenatal care appointments, determining why referrals are not always provided for an identified 
need, and understanding challenges pregnant women face when utilizing the referrals being offered to them. A 
supplementary tool was also created to capture information on identified women who are not currently eligible 
for OEI services. The goal of this tool is to consistently streamline data collection for information that can be 
used to inform future program eligibility and design. Additionally, monthly and quarterly reporting structures 
were revised to focus more heavily on monitoring and evaluation, in order to identify and address issues as they 
arise. 
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Technical Assistance
Technical assistance for local teams is fluid based on OEI team needs. A need for greater support in the 
upstream strategy of policy and practice adoption was identified. In response, ODH contracted with Groundwork 
Ohio,6 a public policy advocacy group, to provide training on managing coalitions and advocating for and 
leading local policy change. 

Similarly, research shows unconscious beliefs can impact work being conducted. Educating OEI teams about 
implicit bias can support ODH in taking action to ensure equitable development and implementation of policies 
and programs that impact the women, children, and families being served in Ohio. Implicit bias training was 
offered to all OEI teams. The training provided embedded culturally intelligent strategies and built new skills, 
specifically cultural intelligence skills, that took the knowledge acquired and applied it to specific situations. 
Cultural intelligence is the ability to work and manage effectively in multicultural situations. 

It is the role of the OEI state team to support each local OEI in building capacity to effectively implement 
the OEI 2.0 strategies. The Ohio Department of Health is committed to continuing to explore opportunities 
to improve the OEI grant to have the greatest impact on racial inequities in birth outcomes. Continuous 
monitoring of data, evaluation of outcomes, and ongoing communication with local teams will support ODH in 
identifying and implementing improvements to the grant strategies and structure.  

______________________________________________________

6 https://www.groundworkohio.org/

https://www.groundworkohio.org/
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Five-year trends of infant mortality rates  and disparity rates in individual OEI counties, OEI counties overall, and 
Ohio overall.

County Race/Ethnicity No. Deaths (IMR)
2014 2015 2016 2017 2018*

Butler

All Races 39 (8.8) 33 (7.2) 31 (6.9) 23 (5.1) 38 (8.4)
White 32 (9.1) 20 (5.5) 20 (5.8) 12 (3.5)** 22 (6.4)
Black * 11 (23.1)** * * 13 (23.7)**
B/W Ratio 0.7 4.2 2.8 3.4 3.7

Cuyahoga

All Races 122 (8.1) 156 (10.5) 128 (8.7) 118 (8.1) 120 (8.6)
White 38 (4.9) 46 (6.0) 38 (4.8)  26 (3.4) 35 (4.6)
Black 83 (14.4) 107 (18.7) 85 (14.9) 91 (15.8) 83 (15.6)
B/W Ratio 2.9 3.1 3.1 4.6 3.4

Franklin

All Races 158 (8.4) 145 (7.6) 165 (8.7) 155 (8.2) 138 (7.6)
White 67 (6.1) 62 (5.7) 62 (5.8) 62 (5.8) 52 (5.1)
Black 81 (14.4) 61 (10.7) 89 (15.2) 83 (14.4) 70 (12.0)
B/W Ratio 2.9 1.9 2.6 2.5 2.4

Hamilton

All Races 97 (8.8) 100 (9.2) 98 (9.1) 97 (9.0) 93 (8.7)
White 28 (4.3) 33 (5.1) 40 (6.3) 29 (4.5) 28 (4.4)
Black 63 (17.1) 61 (16.9) 50 (14.3) 66 (18.5) 59 (16.5)
B/W Ratio 4 3.3 2.3 4.1 3.8

Lucas

All Races 53 (9.3) 35 (6.3) 41 (7.3) 53 (9.7) 40 (7.4)
White 29 (7.5) * 19 (5.0)** 25 (6.7) 17 (4.7)**
Black 20 (12.7) 27 (16.8) 22 (14.2) 27 (17.5) 21 (13.7)
B/W Ratio 1.7 10.5 2.8 2.6 2.9

Mahoning

All Races 15 (6.2)** 26 (11.0) 15 (6.0)** 17 (6.9)** 16 (6.8)**
White * 12 (7.5)** * * *
Black * 13 (20.3)** 10 (15.1)** 10 (14.9) *
B/W Ratio 2.9 2.7 5.2 4 4.6

Montgomery

All Races 40 (6.1) 50 (7.5) 45 (6.8) 53 (7.8) 44 (6.8)
White 17 (3.8)** 20 (4.5) 22 (5.0) 18 (4.2)** 23 (5.5)
Black 22 (12.8) 25 (13.9) 22 (12.6) 32 (16.9) 20 (10.5)
B/W Ratio 3.4 3.1 2.5 4 1.9

Stark

All Races 35 (8.2) 20 (4.8) 38 (9.0) 38 (9.5) 26 (6.4)
White 24 (6.7) 15 (4.2)** 29 (8.0) 30 (8.7) 23 (6.7)
Black 10 (20.2)** * * * *
B/W Ratio 3 2.6 2.4 2 0.9
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County Race/Ethnicity No. Deaths (IMR)
2014 2015 2016 2017 2018*

Summit

All Races 44 (7.1) 45 (7.4) 45 (7.5) 44 (7.4) 42 (7.1)
White 25 (5.7) 23 (5.4) 18 (4.3)** 20 (4.9) 21 (5.2)
Black 15 (10.9)** 20 (15.2) 24 (18.2) 21 (15.8) 19 (13.7)**
B/W Ratio 1.9 2.8 4.2 3.2 2.6

OEI Counties Total

All Races 603 (8.1) 610 (8.2) 606 (8.2) 598 (8.2) 557 (7.8)
White 267 (5.7) 247 (5.3) 253 (5.5) 228 (5.0) 229 (5.2)
Black 306 (14.3) 331 (15.5) 319 (15.0) 344 (16.0) 299 (14.1)
B/W Ratio 2.6 3.8 3.1 3.4 2.7

State of Ohio Total

All Races 955 (6.8) 1005 (7.2) 1023 (7.4) 982 (7.2) 938 (6.9)
White 569 (5.3) 595 (5.6) 609 (5.8) 550 (5.3) 553 (5.4)
Black 345 (14.3) 364 (15.0) 369 (15.2) 384 (15.6) 339 (13.9)
B/W Ratio 2.7 2.7 2.6 2.9 2.6

Data Source: Ohio Department of Health, Bureau of Vital Statistics.
* Rates based on fewer than 10 deaths do not meet standards of reliability or precision and are suppressed.
** Rates based on fewer than 20 infant deaths should be interpreted with caution.
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SFY19 OEI 2.0 Screening Tool

Waiver
1) Ohio Equity Institute Participant Rights, Responsibilities, and Confidentiality Policy Consent for Ohio Equity 
Institute Services
__________________________________________

Program Description:
Ohio Equity Institute (OEI) Neighborhood Navigators identify and connect eligible pregnant women to 
comprehensive clinical and social services.

Signing this form represents consenting to services from a Neighborhood Navigator employed by an Ohio
Department of Health funded Ohio Equity Institute entity.

Participant Rights and Responsibilities:
Ohio Equity Institute Neighborhood Navigators recognize that mothers are crucial in the lives of children. Our 
program uses the following policies and procedures so that your rights are protected. All women participating in 
the program have the following rights:
• The right to be treated respectfully by staff who appreciate your culture, beliefs, and values; 

• The right to end services at any time, since participating in Ohio Equity Institute Neighborhood Navigator 
services is always voluntary; 

• The right to confidentiality of your records; 

• The right to decline to participate in any research, if applicable; 

• The right to access, upon request, one’s own records by completing the required Authorization to Disclose 
Health Information form and providing it to your Neighborhood Navigator. 

• The right to share any concerns you have about services you are receiving or to file a complaint by 
contacting your Neighborhood Navigator’s supervisor, the local OEI Project Coordinator.

Confidentiality:
•  Why do we gather written information?
 • To document our time together.
 • To document referrals made. 

• How do we keep information confidential?
 • Records are kept in a secure data system and/or locked file.
 • Records cannot be removed from office areas unless they are signed out for a specific purpose.
 • Information is shared only on a need-to-know basis with appropriate staff and other professionals to  

 refer you to identified needed services.
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• Who can see your records?
 • Appropriate staff members of the Ohio Equity Institute funded entity;
 • You can see your own records, but not those of others. 

• How do we use your confidential information?
 • To review your barriers and challenges in accessing services in areas of health and social services;
 • To make reports to our funders, evaluators or researchers;
 • To work cooperatively, on your behalf, with other agencies. 

• Are there times when we would share information about you without your permission?
 • If we have reason to believe any child is being abused or neglected, we are required by law to report to  

 the Child Welfare Department.
 • Such referrals are made so families can receive additional support to help keep their children healthy 

 and safe.

Consent to Voluntarily Participation in Ohio Equity Institute Neighborhood Navigator Services: 
I, [client’s first name] agree that I have voluntarily entered into Ohio Equity Institute Neighborhood Navigator 
services. I consent to receive the services described to me by this entity in partnership with his/her supervisor. 
The rights, benefits, and any associated risk with the service has been explained to me. I understand that the 
service may be discontinued at any time by either party. I understand that the information obtained about me 
may be used to determine eligibility for this program, as well as other programs which I agree to be referred 
to. I provide consent for this entity to share only the necessary information with other providers of services, 
healthcare plans, or other entities to refer me to identified needed services. By signing below, I agree that this 
policy was reviewed with me on the date of my signature.

By signing below, I agree that this policy was reviewed with me on the date of my signature.

2) Ohio Equity Institute Participant Rights Responsibilities and Confidentiality Policy Consent for Ohio Equity 
Institute Services

Paper signature or verbal consent provided to local OEI entity.

Eligibility
3) Date of initial contact __________________________________

4) Navigator county 
 Butler
 Cuyahoga
 Franklin
 Hamilton
 Lucas
 Mahoning
 Montgomery
 Stark
 Summit
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5)  Navigator last name __________________________________

6)  Client first name __________________________________

7)  Client middle initial __________________________________

8)  Client last name __________________________________

9)  Are you currently pregnant? Yes/No

10)  Are you currently being served by a Home Visiting or Community Health Worker program? Yes/No

11)  Client household size (including pregnancy) __________________________________

12)  Client household income __________________________________

13)  < 200% FPL? __________________________________
 (If 1, client meets FPL eligibility. If 0, client does not meet FPL eligibility.)

14)  Client date of birth __________________________________
 (If client declines to answer, enter 1/1/2020.)

15)  Client age __________________________________

16)  Have you experienced a previous preterm birth? Yes/No/Declined to answer
 (Preterm birth: < 37 weeks gestation)

17)  Have you experienced a previous low birth weight birth? Yes/No/Declined to answer
 (Low birth weight: less than 5.5 pounds or 2,500 grams.)

18)  Do you or anyone in your home use tobacco products? Yes/No/Declined to answer

19)  Do you have a history of unstable housing or homelessness? Yes/No/Declined to answer

20) Do you have a diagnosed medical condition? Yes/No/Declined to answer

21)  Do you have a history of child abuse and/or neglect? Yes/No/Declined to answer/Did not ask

22)  Do you have a history of depression or other diagnosed mental health concern?  
Yes/No/Declined to answer/Did not ask

23)  Eligible for Neighborhood Navigator services? Yes/No

Client Contact Information
24)  Primary phone number __________________________________
 (If no phone, enter 999-999-9999.)
25)  Best time to contact 
  Morning
 Afternoon
 Evening
 Anytime
 No phone
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26)  Client street address __________________________________
       (If no address, enter 0. If decline to answer, enter 9. If living in shelter, list shelter address.)
27) Client city ___________________________________

28) Client state __________________________________
 (Two letter abbreviation e.g., OH.)

29) Client ZIP code __________________________________

30) Client county ___________________________________

31) Client email ____________________________________
 (If no email, enter 0.)

32) Preferred contact method 
  Phone
 Text
 Email
 Letter
 In-person (List location below.)

33)  In-Person Meeting Location __________________________________
      (If preferred contact method is in-person, enter mutually agreed upon location, including address.)

Client Demographics
34)  Health insurance provider 
  Medicaid
  Private
  None

35)  Client MMIS Number, if Medicaid recipient __________________________________
 (Medicaid ID (Medicaid Management Information System Number). If none, enter 0. If unknown, enter 9.)

36) Client race 
 American Indian/Alaska Native
 Asian
 Black/African American
 Native Hawaiian/Pacific Islander
 White/Caucasian
 Declined to answer

37) Client ethnicity 
 Non-Hispanic/Non-Latino
 Hispanic/Latino
 Declined to answer
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38)  Primary language spoken __________________________________

39) Client level of completed education 
 Less than high school education 
 High school diploma or equivalent (GED)
 Some college, no degree
 Associate’s degree
 Bachelor’s degree
 Master’s degree
 Doctoral or professional degree

Pregnancy
40) Expected due date __________________________________
 (If unknown, 1/1/2020)
41) Have you initiated prenatal care? Yes/No

42) Do you have barriers to attending prenatal care appointments? Yes/No

43) Describe barriers to attending prenatal care appointments. _______________________________

Current Support Services
44) On a scale from 1 to 10 with 10 being the highest level of stress, what is your stress level on an average day? 

_______________________________ 

45) What causes you the most stress on an average day? ______________________________________

Risk Factors and Referrals
Risk Factor Identified  Referral Offered  Referral Accepted  Referral Accessed
46) Clothing

47) Education

48)  Employment

49) Food

50) Health Insurance

51)  Housing Instability

52)  Interpersonal Violence

53)  Prenatal Care

54) Prenatal Support

55)  Previous Preterm Birth

56)  Safe Sleep
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57)  Smoking

58)  Substance Abuse/Mental Health Concern

59)  Transportation

60)  Utilities

61)  Other

62)  If ‘Other,’ specify __________________________________

63)  If risk(s) identified but no referral(s) offered, why? ________________________________________

64)  List all referral locations provided to [client’s first name]. ___________________________________
 (Program/site names)

Field Notes
65) Describe the setting where you first identified [client’s first name]. ___________________________

66) Additional notes regarding client interaction __________________________________________

Follow Up 1
67) Date of attempted contact __________________________________

68) Method of attempted contact 
  Phone call
 Text
 Email
 In-person
 Letter
69) Able to contact? Yes/No

70) Additional referrals needed? Yes/No

71) Describe barriers/challenges to accessing referrals. ________________________________________
 (If none, N/A)

Follow Up 2
72) Date of attempted contact __________________________________

73) Method of attempted contact 
  Phone call
 Text
 Email
 In-person
 Letter
74) Able to contact? Yes/No

75) Additional referrals needed? Yes/No
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76) Describe barriers/challenges to accessing referrals. ________________________________________
 (If none, N/A)

Follow Up 3
77) Date of attempted contact __________________________________ 

78) Method of attempted contact  
  Phone call

 Text
 Email
 In-person
 Letter
79) Able to contact? Yes/No 

80) Additional referrals needed? Yes/No 

81) Describe barriers/challenges to accessing referrals. ________________________________________
 (If none, N/A)




