
Hospital Council of Northwest Ohio 

Project Abstract: 

In Ohio, the leading cause of infants dying before their first birthday is poor birth outcomes. In 

Northwest Ohio, and especially Toledo, huge disparities in birth outcomes exist based on race, 

ethnicity, and residence. 

Since 2007, the Northwest Ohio Pathways HUB has successfully implemented the Pathways 

Community HUB Model to decrease the rates of poor birth outcomes among Women at greatest 

risk. To date, the HUB has served more than 2,000 pregnant women and demonstrated a lower 

percentage of African American low birth weight babies born into the program (9.5% in 2013 and 

2014) than the county (13.2% in 2013) and the state (13.4% in 2013). 

In order to achieve these outcomes, the Northwest Ohio Pathways HUB, one of only 3 provisionally 

certified HUBs in the country, contracts with eight community agencies that employ Community 

Health Workers (CHW’s) whose job is to find predominantly minority, low income, high risk, 

pregnant women and assist them with needed connections to prenatal care, social services, and 

education. The goal of the program is for women enrolled to have a full term, healthy birth weight 

baby, attend a postpartum visit 21-56 days after delivery, and ensure the infant is connected to a 

medical home. In order to achieve these goals, CHW’s assist clients in removing barriers to care by 

accessing services such as housing, food, transportation, substance abuse treatment and mental 

health services. 

The HUB utilizes a “fee for performance” payment model, where care coordinating agencies are 

paid based on specific, measurable outcomes they achieve with their clients. Currently, the HUB 

contracts with three Medicaid Managed Care Plans (MCP) who pay for these outcomes for their 

high risk pregnant population. Grant funding is also secured from a number of organizations to pay 

clients who are either insured, or are on a MCP that does not contract with the HUB. 

While the program has seen great success in the community that it serves, funding restrictions 

have inhibited its ability to enroll all low income women at risk for poor birth outcomes. Therefore, 

funding provided by this grant will enhance the HUBs overall service delivery capacity by: 1) 

enrolling 200 pregnant women into the program during the first grant cycle; 2) Adding 2 new 

Community Health Workers working through the HUB to decrease infant mortality both within 

Lucas County as well as in the surrounding Northwest Ohio counties; 3) transitioning CHW’s 

serving pregnant women from the current tracking method of paper, fax machines and Microsoft 

Excel spreadsheets to the Care Coordination Systems (CCS) electronic database; 4) maintaining 

HUB certification status; and 4) furthering the Pathway Community HUB Model by training new 

HUBs across the state. 

 

 



Health Care Access Now 

Project Abstract: 

Health Care Access Now (HCAN) seeks to address the social determinants of health in order to 

improve birth outcomes and overall health among minority populations. Birth outcomes in turn 

affect not only the life expectancy but also the cost of health care in the future. African American 

families are disproportionally affected by the devastating loss of their children in the first year of life 

both nationally and locally. This is especially true in Hamilton County, Ohio, where the infant 

mortality rate for African Americans is nearly triple that of whites- 16.5 per 1,000 live births, 

compared to 6.1. The preterm birth rate for African American mothers in Hamilton County is nearly 

double that of white mothers – 18.3% compared to 10.1%. 

Purpose: 

The funding for expansion of the certified pathways Community HUB model will allow HCAN to 

expand strategically so that we can more effectively target outreach and services to minority 

women.  

With this grant, Health Care Access Now intends to: 

 Expand the Pathways Community HUB into targeted ZIP codes/ neighborhoods that 

document infant mortality rates (IMR) above the county/state averages and which include at 

least 60% African American or Hispanics populations with Cincinnati/Hamilton and Butler 

County by June 31, 2016. 

 Reduce and eliminate social determinates that serve as barriers to the women served by 

the Pathway Program 

 Purchase and install Care Coordination Systems software, train staff and partners in its use, 

generate and submit reports. 

 Fulfill requirements for retaining HUB certification and mentor designated new HUBs. 

Funding from this proposal would allow Health Care Access Now to:  

 Expand outreach and recruitment of additional minority women in targeted ZIP codes of 

Hamilton County that document IMR above the county and state of Ohio. 

 Expand recruitment of minority women in additional neighborhoods in the towns of Hamilton 

and Fairfield, in Butler County, Ohio. 

 add a dedicated person for consumer engagement and provision of interpreter services, so 

that we can reach and serve the Hispanic community in targeted areas 

 Offer cultural competency in-service workshops to HUB agency partners. 

 Purchase the integrated data software, Care Coordination Systems, which will enable 

Community Care Coordinators to operate more efficiently. 

 



Mahoning County District Board of Health 

Project Abstract:  

The Mahoning County District Board of Health and the Youngstown City Health District are 

collaborating to create a Community Pathways HUB to serve the residents of Mahoning County. A 

HUB is an independent centralized referral and service coordination site with the mission to reduce 

infant mortality by eliminating the barriers to health and wellbeing for at-risk pregnant women. By 

creating a bridge between clinical health and social services the HUB works through a network of 

community partners to identify and meet all the needs of at-risk pregnant women. Utilizing 

community care coordinators, the HUB contracts with managed care providers to support 

performance and reward improved health outcomes. During the 2015-2016, the Mahoning County 

Pathways HUB will serve no less than 50 pregnant women most disparately impacted by the social 

determinants of health. 

United Way of Central Ohio, Inc. 

Project Abstract:  

Through this proposal, United Way of Central Ohio will implement the Franklin County Pathways 

Community HUB to reduce incidence of infant mortality among minority women in Franklin County. 

The Franklin County Pathways Community HUB will be developed as a model that provides a 

community-wide care coordination delivery system that ties payment to outcomes. It will use 

standardized tools and strategies across a network of community based agencies and service 

providers to ensure at-risk individuals can access services and resources in a timely, coordinated 

manner. In year one of implementation (FY 16), the Franklin County Pathways Community HUB 

will coordinate care for no less than 50 at-risk pregnant women (prioritizing minority populations) 

with a focus on ensuring key objectives related to healthy birth outcomes received. In year two of 

implementation (FY 17), the Franklin County Pathways Community HUB will coordinate care for no 

less 125 at-risk pregnant women. Throughout years one and two, the Franklin County Pathways 

Community HUB will ensure care coordination helps reduce and eliminate social determinates of 

health affecting health and birth outcomes. The Care Coordinators will initially focus their efforts on 

the three areas with the highest rates of infant mortality: South Linden, Near East side, and Near 

South side. During year two, three additional high-risk areas will be targeted.  

Community care coordinators will work with clients to identify the problems to be addressed, key 

intervention steps required, and measurable outcomes to be achieved. The key intervention steps 

will adhere to the Pathways care coordination process and represent a standard protocol for 

service delivery. The Pathways will include payment milestones that create built-in incentives and 

allow care coordinators to prioritize client needs and ensure they are linked with appropriate 

services that fully meet their needs. All of these activities will be monitored, reported, and 

reimbursed using a robust IT system known as Care Coordination Systems. 


