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To lift Americans out of the 1929 Great Depression, and to create wealth, 

Congress formed the Federal Housing Administration (FHA) in 1934 to 

prevent foreclosures by insuring home mortgage loans issued by local 

lenders and banks. 19  Government insured home mortgages were 

preferably granted to White families, passing over Black families. Banks 

hired assessors familiar with city neighborhoods to grade the risk for 

loans. Assessors shaded prosperous White neighborhoods green, ideal 

for guaranteed low-interest loans, with riskier neighborhoods shaded 

yellow, blue, and red (Figure 4). Red zones warned that Black residents 

lived there, and lending to the businesses and home buyers in that area 

would result in loan defaults. Black citizens hoping to borrow federally 

backed low-interest loans faced high rates of refusals, forcing most to 

rent instead.20,21

Figure 4. Columbus, Ohio, Assessor Shaded Choropleth Map 

1936  

Note: Columbus, Ohio, map prepared in 1936 by appraisers of the 

Homeowners Loan Association to grade neighborhood risk for guaranteed 

federal loans. Desirable neighborhoods with minimal risk for lending were 

in green and blue areas, yellow areas were in decline and red areas were 

most unfavorable.22

In Cleveland, 10 years later, the health commissioner emphasized the 

impact of living conditions on death rates by mapping the economic 

levels of census tracts (Figure 5). The poorest tracts had less central 

heating and refrigeration, fewer telephones and automobiles, and less 

education. Black families lived in these poor areas and had high infant 

death rates. In contrast, infants born into families with the highest 

education levels in the economically best areas had a 5 times greater 

chance of surviving.23

To confirm that more Black mothers and infants faced higher death rates, 

in 1940, the US Children’s Bureau published “The Health Situation of 

Negro Mothers and Babies in the United States.”24 In this study, Ohio’s 

Black infant mortality rate was ninth worst of the 29 states studied while 

Ohio’s maternal care was reported to be among the best in the nation. 

Overall, 55% of Black births in the US were attended by “nonmedical 

persons—generally untrained or poorly trained midwives. Only one-fifth 

of the Black births occur in hospitals.” In contrast, physicians attended 

95% of White births and 48% were in hospitals. In Ohio they found 98% 

of Black maternity care met high-quality standards with physicians and 

well-trained midwives attending births. Causes of maternal deaths in the 

US were related to infection (41%), toxemia or preeclampsia (25%), and 

hemorrhage (23%). Of these deaths, 23% were related to abortions, 

illegal at the time, and 3% to hemorrhage from ectopic pregnancy. 

Figure 5. Economic Tenths Map Cleveland, Ohio, Area October 

1945 

Note: A concentration of the lowest economic tenths appears in the center 

of this 1945 map of Cleveland where a large population of Black Americans 

lived and experienced the highest rates of infant deaths.23 

Over the 20 years from 1930 to 1950 (Figure 6), obstetric care improved 

with antibiotics to treat infections, regular prenatal care to detect severe 

hypertension and preeclampsia, safe blood transfusions, and control of 

hemorrhage, resulting in a dramatic decline in both maternal and infant 

deaths.25  Nevertheless, when compared to White rates, Black mothers 

and infants died at twice the rate. 

Similar trends occurred across the nation. From 1930 to 1965, while 

overall death rates declined, disparities in infant mortality not only 

persisted but increased (Figure 7). In 2016, Black infants died 2.5 times 
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more often than White infants in the US.26 Unequal access to advances 

in medical care combined with poor living conditions account for the 

widening disparities.27

By 1960, over 770 000 Black Americans lived in Ohio where they 

continued to endure racism,28 contributing to low paying jobs and poor 

living conditions. 

Figure 6. Line Graph of White and Black Maternal Deaths in Ohio 1930-1950 

Note: In Ohio, from 1930 to 1950, maternal death rates declined significantly from 57.6 to 5.9 deaths 

per 10 000 births. (Data from ODH Vital Statistics.) 

Figure 7. Line Graph of Infant Deaths in Ohio 1930-1967 

Note: Ohio’s infant death rates improved from 1930 to 1967. However, the disparities between 

White and non-White infants persisted. *Ninety-nine percent of the non-White population was 

African American. Native Americans and Asians made up less than 1% of the non-White population. 

(Data from the US Vital Statistics and ODH Vital Statistics.) 
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Ohio Civil Rights Commission Confronts Racism 

In the 1890s Ohio had been on the forefront of civil rights legislation 

protecting Black citizens from discrimination in public places and 

education. 29  By the 1920s these protections gave way to overt 

discrimination coupled with the rise of the Ku Klux Klan (KKK) in 

Ohio.30

After the end of World War II returning Black soldiers and their families 

continued to face discrimination. 31  Ohio’s legislators responded by 

creating the Civil Rights Commission in 1959, charged at first to end 

discrimination in employment, thereafter, adding housing, public places, 

and credit to their charge.32 In their first act, the Commission surveyed 

Ohio and found widespread civil rights violations. Examples from their 

1960 report included large commercial recreation companies restricting 

access to Black Americans only on special days or to certain areas or 

even refusing admission. Hospitals blatantly violated civil rights by 

setting aside special rooms for Black Americans. “One incident was cited 

of a mother having a baby in the corridor of a hospital because the rooms 

designated for Black Americans were occupied while at the same time 

several other rooms were vacant.” Their conclusion: “The wide range of 

data collected further reveals that there is a grave number of incidents of 

violations of the Civil Rights Statute.” Blatant racism changed after the 

United States Congress passed the Civil Rights Act of 1965, abolishing 

Jim Crow laws in the South and overt discrimination in all states.33 Quasi 

legal structures, eg, real estate covenants and social structures in the 

northern states, however, isolated Black citizens into segregated, ghetto-

like areas. Even with widespread discrimination, Ohio as a whole thrived 

with a higher per-capita income 34  and lower infant mortality rates 

compared to other states (Figure 8).  

Medical Advances and Widened Disparities 

By 1970, antibiotics were saving more infants from pneumonia and 

influenza. Prematurity, birth defects, SIDS, and RDS seen in premature 

infants led the causes of infant deaths. 35  By the mid-1980s, once 

surfactant was widely available in NICU staffed by highly trained 

neonatologists, RDS rarely caused death.36  Once discharged from the 

hospital, SIDS became a leading cause of infant mortality.35 Disparities, 

however, widened because twice as many Black infants were born with 

low birthweight (<2500 grams) and especially very low birth weight 

(<1500 grams ).37  Very preterm deliveries before 32 weeks’ gestation 

often relate to maternal hypertensive disorders of pregnancy including 

preeclampsia. These life-threatening cardiovascular disorders affect 

Black mothers more than White mothers, an embodiment of decades of 

stressful living conditions.38 Treatment requires delivery of the infant, 

often premature.  

After the neonatal period ending at 27 days, more Black infants die from 

sleep related deaths39  and more from unintentional injuries. 40  These 

causes relate to poor housing, poor neighborhood living conditions, lack 

of social support, and poverty.  

Poverty Strikes the Rust Belt 

By1969, Ohio’s poverty rate slipped just below the national average and 

kept dropping, reaching 10% below the national average by 2019.34 

Manufacturing industries closed in Ohio, Michigan, Indiana, Illinois, and 

Pennsylvania, ushering in high unemployment in the area termed the 

Rust Belt.41 With Black workers the first to be laid off, by 2018 over 28% 

Figure 8. Map of United States 1970 Infant Mortality Rates35 

Note: A 1970 map of the US shows wide differences in infant mortality rates between states, with 

Ohio grouped among the best states.35 
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of Black families lived impoverished in Ohio, almost 3 times the number 

of White families (10%).42

In the wake of poverty, Ohio’s Black infant mortality rate rose. Now 

instead of the best among states, Ohio and other midwestern states 

(Indiana, Illinois, Michigan, and Wisconsin) had high Black infant 

mortality rates ranging from 12.10 to 14.8.35 Ohio’s rate of 14.6 was third 

highest in the nation, significantly greater than the 11.10 national rate.3 

Ohio, Alabama, and Indiana were the only states with infant mortality 

rates statistically higher than the national rate for the 3 groups measured 

(Black, White, Hispanic). 43  Poverty as reflected in home ownership 

reveals stark disparities. The first American Housing Survey, in 1973, 

found almost 70% of White families owned their own homes compared 

with 42% of Black families.44 Black home buyers faced a 38% rejection 

rate by mortgage companies compared to far fewer, 21%, White 

applicants rejected.21 A wide gap still exists (Figure 9). Home ownership 

relates to wealth, lower rates of poverty, better incomes, healthier 

pregnancies, and better birth outcomes.45,46

During this time the US Government created an index of living 

conditions, or social vulnerability index (SVI), for every census tract in 

the US.47 The SVI, updated periodically, includes measures of the social 

determinants of health⎯socioeconomic status, household characteristics, 

racial-minority status, housing type, and transportation—an intersection 

of multiple factors affecting health. Most Black Ohioans live in urban 

counties with a high SVI (Figure 10). These counties also have the 

highest rates of infant deaths (Figure 11). 

Figure 9. Bar Chart of White and Black Home Ownership in Ohio 2006-2018 

Note: Black home ownership has remained low for decades.21 

Figure 10. Social Vulnerability Index Map of Ohio 202248

Note: A social vulnerability index (SVI) map of Ohio 

counties in 2022 identifies urban and Appalachia counties 

shaded in dark for high social vulnerability.48 

Figure 11. Ohio County Map 2016-2020 Average Infant 

Mortality Rate1 
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Infant death rates in the urban counties of Cuyahoga (Cleveland), Lucas 

(Toledo), Franklin (Columbus), Hamilton (Cincinnati), and Montgomery 

(Dayton) range from high rates of 9.9 to extremely high rates of 

12.5/1000 live births (Figure 11). Black infant births and deaths are 

concentrated in these vulnerable urban counties with socioeconomic 

burdens and higher racial and ethnic minority status. In 2021, compared 

to other states, Ohio’s Black rate of 13.6 was second highest in the nation 

(Arkansas was first).3 Ohio’s prematurity rates (11%) have also been 

higher than the national average for decades, especially in urban areas. 

Like Massachusetts, the state with the lowest overall, White (2.6) and 

Black (6.4) infant mortality rates, Ohio has expanded Medicaid and 

provided postpartum Medicaid coverage. Massachusetts, however, has 

lower rates of poverty and fewer Black women report they are in fair or 

poor health, 17% in Massachusetts vs 33% in Ohio.49

Compared to rural areas, Black infants born in Ohio cities have a higher 

risk of prematurity and death in their first year of life. When a Black 

mother lives in an urban area with high violent crime rates, her risk of 

having a preterm birth increases by 7% and by 14% for an infant death.50 

When investigators from Ohio’s Infant Mortality Research Partnership 

adjusted for socioeconomic factors, Black infants had almost the same 

prematurity and infant death rates as the benchmark White population.  

Maternal Health 

Because infant health ties closely to maternal health, finding ways to 

improve maternal health and prevent maternal deaths becomes 

imperative. Six measures for maternal health added to the SVI created a 

maternal vulnerability index (MVI).51  The MVI includes reproductive 

health care, physical health, mental health and substance abuse care, 

general health care, socioeconomic conditions, and the physical 

environment. 52  The Southern states with a concentration of Black 

Americans, have high maternal vulnerability factors, reflected in higher 

maternal and infant death rates (Figure 12). The midwestern states of 

Indiana, Michigan, and Ohio have counties with high maternal 

vulnerability factors that appear to follow the path of Black American’s 

Great Migration north (Figure 1) after emancipation over 160 years 

ago.53

Ohio’s overall maternal mortality rate has been similar to the US average. 

Tragically, when reviewed by experts, over half of pregnancy-related 

deaths are considered preventable. Causes have changed over time from 

deaths primarily related to infections and hemorrhage to cardiovascular 

and mental health conditions, including substance abuse.54

A detailed review of all 72 pregnancy related deaths from 2017 to 2018 

in Ohio found 11 Black mothers and 52 White mothers had died, the 

majority were preventable. Black mothers died from infections, 

preeclampsia and eclampsia, and 1 (9%) from a drug overdose. In White 

families, 30 (53%) of the 52 pregnancy related deaths occurred from 

drug overdoses.55

These findings add to other studies confirming neighborhood conditions 

can affect pregnancy in both positive and negative ways. Creating 

healthier neighborhoods with more jobs, less crime, more protective 

factors of healthier food and social support takes generations of 

investment. Current areas of concentrated poverty in Columbus (Figure 

13) illustrate the long-term consequences of racism. These same areas 

trace back to 1936 red-lined Columbus neighborhoods (Figure 4) with a 

concentration of impoverished Black families and high rates of preterm 

births and infant deaths.  

Figure 12. United States Map of Maternal Vulnerability Index Measured Across US Counties51 

Note: From the Surgo Maternal Vulnerability Index measured across the US counties.51 
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Figure 13. Social Vulnerability Map 2022 Columbus, Ohio, Franklin County56

Note: Dark areas mark higher rates of poverty, poorer housing, concentrated minorities, and poor transportation.56 

A recent study found pregnant women, 70% were Black, from the 

vulnerable Columbus neighborhoods (Figure 13) had a past history of 

more preterm births (11% vs 8%), diabetes (1.6% vs 0.9%), and 

hypertension (4.3% vs 2.4%) when compared to women living outside 

the high-risk areas.57 These local findings in Columbus have also been 

confirmed in Chicago neighborhoods. Poverty rates of 12% or more were 

associated with more low birth weight infants and preterm births.45 

Ohio Tackles Disparities and Infant Mortality 

Aware of these longstanding Black-White disparities in births and 

pregnancies, Ohio’s governors, mayors, and civic leaders mobilized to 

study and design strategies for community collaboratives to end 

disparities. In Columbus, in 2010, The Ohio State University (OSU) 

funded a grant for the Moms2B program to improve pregnancy outcomes 

in the crime-ridden Weinland Park neighborhood near the OSU 

campus. 58  This place-based program in a predominantly Black 

neighborhood found the stress caused by crimes, poverty, poor social 

support, and preexisting medical conditions could be ameliorated by 

building protective factors including social support, connection to 

medical care, education, material goods, and nutritious meals.  

Four years later, in 2013, a watershed year for maternal and infant health 

in Ohio, State Senators Shannon Jones and Charleta Tavares toured Ohio 

to learn from existing programs. They found public health home visiting 

programs were the primary intervention and were underutilized. During 

their fact-finding, they publicized the high rates of Black infant deaths 

and called it unjust and immoral.59 This led to the creation of the Ohio 

Infant Mortality Commission and later passage of (Jones-Tavares) SB 

332 to address some of the inequities including better support for housing, 

transportation and education.60

In Cincinnati, physicians caring for the high numbers of premature births 

in their NICUs met with civic leaders to form Cradle Cincinnati.61 They 

focused resources on specific neighborhoods near the University of 
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Cincinnati Hospital where Black infants were often born premature and 

died.  

Governor John Kasich in 2014 expanded Medicaid under the Affordable 

Care Act to give women living at or below 138% of the federal poverty 

level insurance to allow for treatment of medical conditions before, 

during, and after pregnancy.62 When Kasich signed SB 332, he coupled 

it with $26 million to fund community collaboratives, including Cradle 

Cincinnati, CelebrateOne in Columbus, and First Year Cleveland.  

In the same year, Mayor Andrew Ginther led a Greater Columbus task 

force to examine and correct the city’s high rates of infant mortality and 

disparities. This resulted in the formation of CelebrateOne 63  with 

ambitious goals supported and funded by the 4 Central Ohio hospital 

systems, the state Medicaid program, local philanthropy, and Franklin 

County. 

Over the past 10 years CelebrateOne has followed the ecosocial 

approach as advocated by Krieger and others focusing on the Columbus 

neighborhoods with the highest rates of Black infant deaths. Four of 

these neighborhoods have been transformed by investments from 

Nationwide Children’s Hospital and the Ohio State University Wexner 

Medical Center.64 Together with community advisory councils they have 

rehabilitated houses, supported home ownership, improved 

transportation, collaborated with CelebrateOne in collecting data, 

supported community health workers, doulas, and local baby showers, 

promoted the critical roles of fathers with a Dads2B program, and 

opened a Healthy Community Center.  

Governor Mike DeWine has been a strong advocate for all of the efforts 

to improve maternal and infant health. In 2022 his Department of Health 

issued the latest task force report: Eliminating Disparities in Infant 

Mortality with a detailed action plan. First and foremost, it called for 

investment in community-based solutions.65 With a statewide focus on 

achieving equity, Ohio’s maternal and infant health has improved, and 

Black-White disparities have narrowed (Figure 14). 

Adding direct cash payments to families with children and paid 

maternity leave would help to close the disparities gap. Ohio shared good 

news in its latest data from 2024. The infant mortality rate declined to 

6.5 for the state, and both Cradle Cincinnati in Hamilton County and 

CelebrateOne in Franklin County reported a record low Black infant 

mortality rate.66

In summary, a list of significant events in Ohio’s history and their impact 

on maternal and infant health is shown in Table 1. 

Figure 14. Line Graph Ohio Infant Mortality Rates 1930-2024 

Note: Ohio’s annual infant mortality rates declined from 1930 to 2024. 
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Table 1. Events in Ohio’s History and Impact on Maternal and Infant Health 

Time period Event Impact on Maternal and Infant Health 

1890s-early 1900s The Great Migration from harsh conditions in 

the South brings freed slaves and children born 

to slaves to Ohio. Over 100 000 African 

Americans now live in Ohio. Infant mortality 

rates (IMR) were known to reflect living 

conditions. 

Black families welcomed at first into Ohio; then segregated into 

poor urban living conditions, face structural racism. 

Both mothers and infants died at high rates. Infants died from 

dysentery, diarrhea, other infectious diseases. Mothers died 

from puerperal infections, hemorrhage and severe 

hypertension.  
 

1910-1930s 

Great Depression began in 

1929. 

Water purification, public health measures, 

education, reduce IMR in pre-antibiotic era. 

Racial hostility rises in Ohio. 

Vital statistics show Black population death rates1.5 times 

higher than White rates. Prematurity, congenital disorders, and 

infections cause infant deaths. US Children’s Bureau ties IMR to 

poverty.  
 

1936-1950s  

WWII ended in 1945.  

Penicillin discovered in the mid-1940s becomes 

lifesaving. Government backed loans lifted 

families out of depression. White families 

gained homes and wealth; most Black families 

rented.  

Maternal health in Ohio ranked among the best. Death rates 

from infection fell. Better prenatal care to improve maternal 

health; treatment for hypertension, blood transfusions for 

hemorrhage. Living conditions improve, physicians better 

trained. Disparity ratio worsens.  
 

1950-1970s 

Ohio Civil Rights 

Commission (CRC) formed 

in 1959. 

More antibiotics are available, Ohio has high 

quality medical care, better living conditions, 

and prosperity. CRC finds overt widespread 

discrimination. 

Maternal and infant death rates decline rapidly, and Ohio ranks 

among the best states. Prematurity, disorders, respiratory 

distress syndrome, SIDS lead causes of deaths. Black-White 

disparity ratio climbs to over 2.5. 
 

1970-2000 

The Rust Belt Era began and 

continues.  

Factories close, Ohio economy hit hard; per-

capita income sinks to below the national 

average; 28% of Black and 10% of White 

families live in poverty. In the ecosocial model, 

racism causes stress, increased allostatic load, 

hypertension, premature aging, and death. 
 

Maternal and infant mortality rates decrease slowly for all 

Ohioans, but disparities persist. Black mothers age prematurely, 

with more hypertension, metabolic diseases. More Black infants 

are born prematurely and at low birth weights. Midwestern 

states all have high Black IMR.  

2000-2025 Ohio’s governors, legislators, physicians and 

civic leaders vow to correct unjust disparities. 

City collaboratives improve medical care and 

neighborhood living conditions for Black 

families. 

Infant and maternal mortality rates improve, but disparities 

persist. In 2024, Hamilton County and Franklin County, after 

decades of community investments, reach historically low Black 

infant mortality rate.   

 

CONCLUSION 

All Black Americans, including those living in Ohio, have endured 

centuries of structural racism manifested in poor living conditions, 

poverty, and persistent disparities in Black-White maternal and infant 

death rates. Medical advances and better living conditions have led to 

marked overall improvement in maternal and infant health and a sharp 

decline in death rates. However, generations of stressful conditions, 

especially poverty, have caused Black women to age prematurely, 

affecting their health and their pregnancies. Adverse living conditions 

have existed for generations in Ohio’s major cities. Neighborhoods red-

lined in 1936 still have high social vulnerability in 2022. To correct these 

longstanding inequities, community collaboratives have formed in 

Ohio’s urban counties to address racism in vulnerable neighborhoods by 

improving housing, living conditions, social support, and connection to 

medical care. Ohio ended 2024 with a record low infant mortality rate of 

6.5/1000 live births, and both Hamilton County and Franklin County 

reported their Black infant mortality rate had reached a historic low. 
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ABSTRACT

Introduction: Ohio experiences higher than average rates of deaths by drug overdose among US states. Relatedly, the 

projected need for substance use prevention professionals in the United States surpasses the average growth across all 

occupations, driven by a combination of increases in substance use disorders and attrition. This research explored perceptions 

of prevention practice to develop recommendations for increasing the labor force in light of the ongoing opioid epidemic. 

Methods: In this descriptive qualitative study, 15 prevention professionals, with an average of 11.5 years of experience, 

participated in 1 of 3 virtual focus groups. Text transcripts were generated by video conferencing software and corrected by 

researchers. Qualitative open coding was facilitated using Quirkos software; first cycle codes were collapsed into broad themes 

which described participants’ perceptions regarding their practice, influential beliefs, and contextual factors. 

Results: Key results included participants’ own view of their practice as holistic and focused on factors that encourage 

substance use as a coping mechanism rather than the behavior of substance use. While professionals were amenable to 

multiple types of collaborations, some described a strained relationship with substance use treatment professionals. 

Conclusion: The holistic approach that participants described as foundational to their profession may appeal to a broad range 

of individuals. One strategy which aligns this finding with the described purpose of this research is development of pathways 

to prevention credentialing that are easier to navigate for those currently employed in alternative helping professions to 

address profession growth needs by encouraging individuals from diverse professions to additionally acquire prevention 

certification. 

Keywords: Substance use prevention; Qualitative research; Professional identity; Focus groups 

INTRODUCTION 

Substance use prevention is a multifaceted and evolving field aimed at 

mitigating the adverse consequences of substance use on individuals, 

families, and communities.1 Prevention professionals act as 

implementers or coordinators, delivering and evaluating prevention 

services across families, schools, workplaces, health systems, and 

communities, tailoring strategies to developmental stages from prenatal 

to adulthood.2,3 Prevention professionals operate in diverse settings, 

including treatment centers, educational institutions, and community-

based organizations, where their roles include screening, mentoring, 

facilitating skill-building programs, health education, supporting policy 

development, and linking programs to multi-sector collaboration and 

broader prevention infrastructures.2,3 This complex field demands 

interdisciplinary expertise and draws from a range of educational 

backgrounds.4  

The United States has experienced multiple waves of substance-related 

crises, including the prescription opioid epidemic of the 1990s and the 

current surge in synthetic opioid overdoses.5 From 2020 to 2023, based 

on available data from roughly three-fifths of US states, a total of 

226 312 individuals died from drug overdoses; more than 75% involved 
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opioid overdose.6 Among US states, Ohio has persistently high rates of 

opioid misuse. The rate of unintentional drug overdose deaths in Ohio 

between December 2023 and November 2024 was 26.3 per 100 000 

people, exceeding the national average of 22.8 per 100 000 people.7 

These public health emergencies underscore the need for robust, 

evidence-based prevention strategies and a highly capable workforce. 

Professionalization of the prevention field through credentials such as 

the credentialed prevention specialist (CPS) and credentialed prevention 

professional (CPP) designations has helped establish minimum 

competencies and standards.8 However, the prevention workforce faces 

persistent challenges including high turnover, inconsistent training, and 

systemic barriers.4,9,10 According to the US Bureau of Labor Statistics 

(BLS),11 employment for substance use prevention, behavioral disorder, 

and mental health professionals is expected to grow by 18% from 2022 

to 2032, outpacing the national average across all occupations. This 

projected growth reflects 2 overlapping trends: workforce exits due to 

retirement, burnout, or job dissatisfaction; and the increasing prevalence 

of substance use disorders, particularly opioid use.9,10 

Retention issues are compounded by difficult work environments, 

including limited opportunities for professional growth, job insecurity, 

and high levels of stigma associated with substance use-related work.12  

While many professionals report high job satisfaction, a significant 

proportion experience overwhelming workloads, diminished respect, 

and burnout, all of which contribute to turnover.13 These stressors are 

particularly acute in educational settings, where prevention professionals 

must navigate time constraints, outdated or limited content, and shifting 

cultural norms such as those surrounding marijuana legalization.1,13 

Additionally, practical barriers to effective service delivery persist. Some 

professionals lack foundational knowledge in prevention science or 

remain unaware of key resources—such as registries and implementation 

standards—that support evidence-based practice.4 Other barriers include 

resistance to adopting evidence-based programs, either due to skepticism 

or preference for homegrown solutions.14 Taken as a whole, these issues 

suggest that stronger professional identity, ongoing training, and greater 

institutional support are essential for improving program quality and 

workforce sustainability.15,16 

Research has tended to emphasize the efficacy of specific programs17 or 

strategies for developing coalitions and partnerships18 with relatively 

little attention paid to the professionals themselves. Prior researchers 

found that prevention professionals in higher education often perform 

duties that extend beyond prevention, such as student development and 

general student support, highlighting a lack of role clarity and 

professional identity.19 Structural and logistical barriers—such as lack of 

funding for professional development or time to attend trainings—also 

impede professional identity formation and limit effectiveness.20 While 

some professionals exhibit high self-efficacy regardless of formal 

training,21 others report inadequate preparation to address substance use 

in their roles, particularly in counseling psychology.22 This disparity 

suggests that both access to training and perceived value of professional 

development impact ongoing engagement in the field. 

Given ongoing substance use trends, a well-trained workforce and 

effective prevention programs are imperative. Our research aims to 

augment existing knowledge which facilitates recruitment and retention 

of prevention professionals by exploring current prevention 

professionals' perceptions and the contextual factors impacting 

prevention programming delivery through group interviews. The 

specific research questions addressed were: What are prevention 

professionals' perceptions of prevention? What factors impact those 

perceptions? What contextual characteristics impact delivery of 

prevention programming? 

METHODS 

Qualitative Approach 

Due to limitations in existing literature concerning the professional 

experiences of substance use prevention workers, this research was 

carried out using a qualitative descriptive design to allow participants’ 

perspectives to guide the discovery of key themes while maintaining a 

focus on practical, policy-relevant insights.23,24 Data were collected 

through virtual focus groups, a method especially useful for generating 

dialogic data and exploring shared professional norms, challenges, and 

strategies.25,26 Group interviews facilitated the identification of 

commonalities and tensions within and across local systems. 

Participants 

Eligible participants included prevention professionals, working with 

youth or young adults, employed either by local government agencies or 

community-based nonprofit organizations. Participants were recruited 

purposively from 3 counties in Ohio, via email invitations sent by trusted 

key informants within each county. Participants (n = 15) had between 1 

and 25 years of experience, with mean of 11.5 years. Of the participants, 

11 were employed by government agencies and 4 by nonprofit 

organizations. Across the US, roughly 14.6% of individuals who provide 

substance use prevention services are employed in local government 

agencies and 18.2% work in nonprofits,27 making our sample slightly 

overbalanced toward government employees. Because the BLS 

classification of these categories includes schools and family service 

organizations, there is high likelihood that any individuals working in 

these sectors will engage with youth and young adults. The largest 

proportion of substance use professionals (65.8%) are employed in 

health care organizations where it can likewise be assumed a proportion 

of professionals provide services to young people. Among these 

participants, 5 held managerial roles while continuing to provide direct 

services. 

Group Interviews 

A semistructured interview guide was developed collaboratively by the 

research team, informed by project goals and contemporary literature on 

substance use prevention and implementation challenges. Key 

informants reviewed the guide, leading to minor revisions for clarity and 

relevance. Questions explored substance use trends (eg, alcohol, 

cannabis, nicotine), characteristics of substance-using youth, perceived 

effectiveness of current programs, organizational capacity, cross-sector 
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collaboration, barriers to service delivery, and opportunities for 

improvement or innovation. 

All 3 focus groups were conducted in spring 2022 via Microsoft Teams. 

Group sizes ranged from 4 to 6 participants. Groups were stratified by 

county to ensure that local policy contexts and collaborative 

relationships could be explored in depth during each session. Each 

interview lasted approximately 75 minutes. Two university-affiliated 

researchers with prior qualitative research experience facilitated each 

group from private locations. At the start of each session, moderators 

disclosed their personal connections to the topic and outlined the study 

aims to foster rapport and transparency.28 All participants were offered a 

$20 digital gift card through a secure link following the session. 

Ethics 

A university institutional review board approved the interview research 

project. Consent wording was read during each group meeting and 

consent from each participant was recorded via chat or verbal response. 

Confidentiality measures were emphasized, including deidentification of 

data and secure data handling. 

Data Processing 

Each session was audio recorded, and chat content was saved. 

Automated video-conference transcripts were checked against audio 

recordings and corrected manually to ensure accuracy. Relevant chat 

messages were integrated into the transcripts. All identifying information, 

including personal names and agency affiliations, was redacted and 

replaced with generic labels (eg, [NAME], [AGENCY], [CITY]). 

Cleaned transcripts were stored on an encrypted, access-restricted 

university drive and deleted from all temporary storage following 

verification. 

Data Analysis 

Text transcripts were initially analyzed using open coding to identify 

qualitative meaning units.29 Qualitative meaning units were defined by 

the data analysts as self-contained, research-relevant thoughts of variable 

length. Open codes, consisting of brief summarizing words or phrases, 

were developed inductively during this process.30 The Microsoft Word 

commenting feature was used to link codes to selected meaning units. 

Open coding was applied sequentially to each of the 3 group interview 

transcripts. 

Initial codes were organized using a combination of Microsoft Word and 

Quirkos qualitative analysis software.31 First, all codes were compiled 

into a new Word document and clustered based on shared content or 

conceptual similarity, allowing patterns to emerge that could be 

developed into higher-order themes. Line numbers were added to the 

comments to facilitate traceability and contextual review. Next, clusters 

and representative excerpts were uploaded into Quirkos, where the 

interface supported further organization and refinement of codes into 

broader thematic categories.32 The final thematic structure was reviewed 

against additional excerpts to ensure it accurately represented the 

underlying data. These iterative cycles of analysis were led by the first 

author, with support from a trained graduate student. All authors 

collaboratively reviewed and reached consensus on the final set of 

themes. 

Quality Control 

Trustworthiness in qualitative research is supported through criteria such 

as credibility, dependability, transferability, and confirmability.33 

Credibility and dependability were addressed by selecting participants 

with demonstrated experience and professional qualifications in 

substance use prevention services. Confirmability was enhanced through 

triangulation across 3 group interviews, which included distinct 

participant groups, and by grounding the analysis in patterns that 

consistently recurred across the dataset. 

We approached trustworthiness as a multidimensional construct akin to 

validity, emphasizing the extent to which the findings authentically 

reflect the participants’ perspectives and experiences. We were 

particularly guided by the concept of experiential validity, described as 

the extent to which findings resonate with individuals who have lived 

similar experiences—including the authors, who possess both primary 

and secondary experience with prevention programming.34 To support 

transparency and auditability, de-identified transcripts, an audit trail, and 

detailed documentation of the analytic process are available upon request 

from the corresponding author. 

RESULTS 

Qualitative data analysis results are presented thematically and 

exemplified by representative excerpts, organized into 3 sets 

corresponding to the research questions. Refer to Table 1 for themes and 

subthemes. 

Perspectives on Prevention 

Asking Why 

Prevention professionals differentiated themselves by delving into 

motivations, contrasting with treatment professionals. Prevention 

professionals prioritized understanding the "why" behind behaviors and 

viewed their role as offering non-substance-related activities as 

alternatives. One described their role as, "Here's what you can do 

instead." These insights underscore how prevention professionals 

intentionally take a long-term, developmentally oriented view that aims 

to understand and address root causes rather than simply responding to 

symptoms. 

Defining Prevention Holistically 

Despite specializing in substance use prevention, participants frequently 

discussed the interconnectedness of substance use, mental health issues, 

and various life challenges. They emphasized the challenge of 

addressing substance use in the presence of unmet needs related to 

friendships, emotional management, stress, and conflict resolution. 

Additional relevant topics for prevention included healthy relationships, 

safe sex, bullying, suicide prevention, and bystander training. One 

participant from a school setting described their role as "literally teaching 

kids how to make a good choice." 
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Table 1. Questions, Themes, and Select Excerpts 

Research Question Subthemes Representative Excerpt 

What are prevention 

professionals’ 

perceptions of 

prevention? 

Asking why “We really try to get more at why do kids vape” 

Defining prevention holistically “[You] can’t talk about substance use alone just like 

you can’t talk about mental health alone” 

Separating the behavior from the 

individual 

“Sustainable change . . . [versus] superficial 

compliance” 

Collaborating to promote wellness “We all have a place in this circle of care” 

What factors impact 

prevention 

professionals’ 

perceptions of 

prevention? 

Updating stereotypes “The kids you least expect are often the ones who 

know about it” 

Observing generational changes “[kids today are] sneakier, smarter” 

What contextual 

characteristics impact 

delivery of prevention 

programming? 

Improvising with available resources “You try something and see if it works” 

Responding to evolving 

circumstances 

“Dabs and tincture [use] of [tetrahydrocannabinol] 

THC has increased” 

Promoting the value of prevention 

specialists 

“[treatment professionals], that’s where our big battle 

is” 

This holistic approach stemmed from the belief that behaviors are 

interconnected, and addressing underlying challenges could prevent 

substance use as a coping mechanism. Participants highlighted the 

importance of addressing substance use in conjunction with mental 

health and suggested that improvements in social-emotional learning 

could ultimately reduce substance use among youth. These perspectives 

illustrate how prevention professionals conceptualize prevention not as 

a narrow focus on substance avoidance but as part of a broader life-skills 

and mental health promotion strategy. 

Separating the Behavior from the Individual 

In line with a holistic approach to prevention, interview participants 

viewed individuals who use substances through a humanistic lens, 

rejecting the notion of substance use as a stable trait or a defining 

characteristic of an individual. This stance occasionally led prevention 

professionals into conflict with funders and others overseeing program 

outcomes. One participant critiqued generic prevention approaches, 

noting that the conventional wisdom of “getting rid of persons, places, 

and things” associated with substance use overlooks the nuanced role of 

family relationships, which can have both positive and negative 

influences. 

This commitment to nuance and contextual sensitivity reflects a 

prevention worldview rooted in dignity, empowerment, and the 

understanding that individuals’ choices are shaped by broader social 

environments. 

Collaborating to Promote Wellness 

Prevention professionals emphasized the importance of maintaining 

collaborative relationships in community-centered substance use 

prevention efforts. However, some participants highlighted instances of 

disagreement with information provided by others in K-12 settings, 

including law enforcement representatives and content area teachers, 

which could confuse students and undermine program credibility.  

Additionally, collaboration extended to social service organizations 

addressing holistic prevention aspects such as family planning, parenting 

education, and youth leadership programs. Some groups also discussed 

the value of involving spiritual leaders, noting the need to "bring 

spirituality to the table as opposed to seeing that part as fringe." 

Nonetheless, concerns were raised about the intolerance of some 

spiritual leaders toward individuals with substance misuse issues, 

potentially leading to their expulsion from safe environments like 

homeless shelters. This zero-tolerance approach was deemed detrimental 

to individuals genuinely seeking change regarding substance use. These 

examples reflect the complexity of delivering prevention in real-world 

settings where diverse stakeholders may bring competing philosophies 

or approaches. Prevention professionals navigate this terrain by 

emphasizing inclusivity, adaptability, and community responsiveness. 

Factors Influencing Perceptions 

Updating Stereotypes  

Prevention professionals challenged, questioned, and sometimes 

endorsed substance use stereotypes related to socioeconomic status, race, 

and urbanicity. For instance, they noted variations in nicotine use based 

on location, with one mentioning, "The further you go into rural areas, 

the more chewing tobacco you find." In contrast, regarding vaping, one 

participant remarked, "I don't think it's limited to any particular race or 

ethnicity anymore; vaping is socially acceptable across the board." While 

some believed that Black or African American youth had a higher risk of 

marijuana use and defended its safety, others argued that marijuana use 

wasn't tied to demographics, suggesting that minority populations were 

simply more vocal about it.  
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This attentiveness to stereotype disruption highlights the role of 

prevention professionals in countering stigma and ensuring that 

programming reflects the lived realities of diverse youth populations. 

Observing Generational Changes  

Prevention professionals frequently compared present-day substances 

and use patterns with their memories of the past. One remarked, "We 

know that substances are very different now," noting the increased 

potency of alcohol and marijuana. This comparison was not limited to 

vaping versus cigarette use but extended to changes in the strength of 

substances. Other prevention professionals noted that contemporary 

youth and young adults are using substances at an earlier age, attributing 

this trend in part to the increased social acceptability of vaping and 

marijuana.  

This temporal perspective underscores how prevention professionals 

must remain adaptive and historically informed to stay relevant and 

responsive to changing social norms and substance trends. 

Contextual Factors that Impact Prevention Programming 

Improvising with Available Resources  

Prevention professionals described ways they navigated challenges 

associated with provision of services to youth and young adults with 

limited resources, including limited programming time, especially in 

school settings and limited access to the current substance use data. 

Regarding the latter, one prevention professional described “working 

with what we have and people’s anecdotal experiences.” Prevention 

professionals were motivated to address requests from community 

partners for support but conflicted when considering evidence-based, but 

aged programming that did not incorporate current awareness of 

diversity and culturally appropriate programming. One participant 

observed that historical programs did not always provide modification 

for use with diverse populations, with another noting “You try something 

and see if it works.” 

Such improvisation underscores professionals’ resourcefulness in 

balancing fidelity to evidence-based models with the need to ensure 

cultural relevance and practical applicability. 

Responding to Evolving Circumstances  

Limited resources also affected prevention professionals' capacity to 

address evolving needs and emergent issues. One instance involved 

working with funders to redirect program funding from tobacco use 

prevention to the surging vaping trends, as vaping encompassed 

substances beyond nicotine. While vaping prevalence among youth and 

young adults was acknowledged, one participant highlighted uncertainty, 

stating, "I don’t even know how accurate all of the data is on that yet." 

State-by-state shifts in marijuana laws, coupled with the availability of 

vaping-friendly derivatives, conveyed both confusion and a perceived 

decrease in risk among youth and young adults. Reflecting on encounters 

with clients, a prevention professional asserted, "Dabs and tincture [use] 

of tetrahydrocannabinol (THC) has increased" recently.  

The fluid nature of substance trends, policy changes, and social 

disruptions like the pandemic illustrates why prevention must be both 

proactive and flexible to remain impactful. 

Promoting the Value of Prevention Specialists  

Participants throughout the interviews advocated for substance use 

prevention, as distinct from treatment. Regarding the former, one 

participant noted “[treatment professionals], that’s where our big battle 

is.” The disagreement was viewed as philosophical and not just a matter 

of focus. One prevention professional observed that treatment 

professionals were motivated by the belief “people are predisposed to 

use” substances, as distinct from the more holistic view of prevention 

specialists in recognizing influences including those presented by 

environmental factors. According to prevention professionals, this 

attitude influences a general trend toward emphasis on harms rather than 

motivators and de-emphasis of prevention education.  

This reflects the broader tension in the behavioral health field between 

reactive and proactive paradigms and illustrates why some prevention 

professionals feel the need to advocate for their unique lens and expertise. 

DISCUSSION 

The findings of this study contribute to the understanding of the evolving 

role and perceptions of substance use prevention professionals, 

providing valuable insights into the complexity of their work and the 

systemic barriers they face. As highlighted in the introduction, substance 

use prevention is a multifaceted field that has grown in importance due 

to ongoing public health crises such as the opioid epidemic.5 Our 

research affirms that prevention professionals are at the forefront of 

addressing these challenges, but they encounter significant obstacles 

both at the individual and systemic levels. 

One of the major themes that emerged from the focus group discussions 

was the holistic approach to substance use prevention adopted by many 

professionals, which reflects the broader, interdisciplinary competencies 

emphasized in the literature.1,4 Prevention professionals in our study 

consistently emphasized the integration of social, emotional, and mental 

health development into their prevention strategies. This finding aligns 

with the multifaceted model of prevention which posits that prevention 

is often co-constructed within the interactions between practitioners, 

policymakers, and the communities they serve.35 

While this holistic approach enhances the relevance and flexibility of 

prevention programs, it also complicates the professional identity of 

those working in the field. Participants in our study expressed frustration 

with the lack of role clarity, which is a common issue faced by 

professionals in the field.4 For example, some participants reported that 

their roles often extended beyond prevention thereby blurring the lines 

between prevention and other services. Effective substance use 

prevention requires specific competencies and training in human lifespan 

development, program design, and collaborative practices, which are 

often constrained by unclear role definitions.2,36 This lack of role clarity 

has been shown to reduce job satisfaction and increase burnout,11 which 

in turn exacerbates high turnover rates, as reflected in our study and 



RESEARCH ARTICLE Ohio Journal of Public Health, Vol. 8 Issue 1    ISSN: 2578-6180 

 

6 

  Ohio Public Health Association 

corroborated by prior research.9,10 The fragmented nature of prevention 

roles across different sectors—education, social services, and health 

care—further complicates the establishment of a unified professional 

identity.35 Organizational factors, such as supervisory support, 

professional development opportunities, and clear structural guidelines, 

have been found to enhance retention and workforce sustainability.37-39 

This fragmentation also limits the efficacy of prevention programs, 

particularly when professionals lack the formal training and evidence-

based knowledge needed to implement and evaluate such programs.4 

Clarifying the scope of practice and investing in professional identity 

development are essential for retaining qualified personnel and ensuring 

consistent, high-quality programming. 

In addition to role clarity, participants highlighted contextual factors 

such as the attitudes of stakeholders, funding limitations, and cultural 

norms as significant barriers to effective program delivery. Participants 

in our study reported that school administrators’ preference for 

immediate, quantifiable deterrents, such as vaping detectors or drug 

testing, often conflicted with the more long-term, preventive measures 

favored by substance use prevention specialists. This divide between 

reactive deterrents and upstream prevention strategies was also noted in 

prior research where authors suggested that resistance to evidence-based 

practices is often rooted in a desire for more immediate, measurable 

outcomes.14 Our findings echo this concern, highlighting the challenge 

of convincing administrators and policymakers of the value of holistic, 

preventive interventions that may not yield immediate results. These 

challenges underscore the importance of a systemic workforce support 

approach, including mentorship, professional development, and clearly 

defined roles, to enable prevention professionals to implement evidence-

based interventions effectively and maintain program consistency.36-39 

These workforce support elements operate through specific mechanisms 

to improve program outcomes: training enhances skills and 

knowledge40,41; increasing fidelity of evidence-based intervention 

delivery42,43; supervision supports adaptive problem-solving, 

maintaining program consistency and quality44; and clearly defined 

career pathways stabilize staffing and improve retention, ensuring 

continuity of services.45 Additionally, the tension between short-term 

political or administrative demands and long-term public health 

strategies reveals a gap between prevention science and practice. 

Without strategic communication efforts and stronger institutional 

advocacy for evidence-based programs, prevention professionals may 

continue to struggle for legitimacy and resources in their workplaces.14  

Despite multiple challenges faced by substance use prevention 

professionals working in Ohio, our study highlighted their resilience and 

adaptability in response to these challenges. Participants expressed a 

strong commitment to their work and the belief that substance use 

prevention can significantly improve individual and community well-

being. This finding aligns with previous scholars who emphasized the 

critical role that prevention professionals play in shaping youth 

development and fostering positive behavioral change.19 That said, our 

study also suggests that the continuing lack of institutional support and 

professional development opportunities46 limit the ability of prevention 

specialists to fully realize their potential. This is consistent with findings 

from research conducted more than a decade ago.9 

Limitations of this study include that the results were based on a small, 

regionally limited sample within Ohio drawn from one academic 

network, which may affect transferability to other regions of the state or 

the Midwest US.47 Self-selection may have introduced bias, favoring 

those with stronger engagement or specific concerns. As a qualitative 

study, generalizability is not the goal; rather, the intent was to generate 

conceptual insights grounded in participants’ experiences.24 Despite 

these constraints, the consistency of responses suggests the findings 

reflect broader challenges in the field. This study offers timely insight 

into the experiences and challenges of substance use prevention 

professionals. A key strength is its use of focus groups, which fostered 

rich, interactive dialogue and helped generate nuanced perspectives.25 

The recurrence of themes across groups and the inclusion of verbatim 

quotes enhance the credibility and trustworthiness of the findings.34,48 

The study also contributes to growing literature on structural workforce 

issues, including professional identity, burnout, and systemic 

underinvestment.49,50 

IMPLICATIONS FOR PUBLIC HEALTH 

Our findings call for a systemic approach to workforce support that 

includes investment in training infrastructure, mentorship, and clear 

pathways for advancement—factors that not only benefit professionals 

but also improve program consistency and outcomes.12 Providing 

prevention professionals with a structured support system can enable 

them to adapt to the ever-changing nature of substance use trends, align 

their practices with evidence-based interventions, and ultimately 

improve the effectiveness of prevention efforts and, in turn, improve the 

public health of many Ohioans who are directly or indirectly impacted 

by substance use. 

Based on our findings and the broader context of substance use 

prevention, we offer the following recommendations to address 

workforce shortages and strengthen the field: 

1. Expand and diversify credentialing pathways: Challenges to 

retention identified in this research included broad expectations 

associated with roles and tasks and the need to negotiate priorities 

with multiple stakeholders. This demonstrates the value of 

interdisciplinary training within the workforce and supports 

recruitment of new professionals through novel pathways which, in 

turn, helps address workforce shortages. States and credentialing 

bodies should consider developing alternative pathways that 

recognize related work experience, offer bridge programs, or 

introduce associate-level credentials that provide foundational 

prevention training, all approaches to lower barriers to entry while 

maintaining quality standards. These approaches increase 

workforce capacity, enhance staff competencies, and ensure staff 

are prepared to deliver evidence-based interventions consistently, 

thereby improving program fidelity and participant outcomes. 

2. Develop advocacy tools that elevate the visibility and value of 

prevention: Evidence-based advocacy materials such as fact sheets, 
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infographics, and messaging guides can help practitioners articulate 

the role of prevention in broader public health goals and justify 

investment in workforce development. This recognition reinforces 

workforce motivation, professional legitimacy, and engagement 

which, in turn, supports consistent implementation of prevention 

programs and strengthens outcomes. 

3. Bridge the prevention-treatment divide through integrated training 

and dialogue: Initiatives that promote shared language and 

conceptual frameworks can foster mutual understanding and 

coordinated strategies; opportunities for dual credentialing and joint 

continuing education opportunities may further enhance integration 

and workforce flexibility. Such integration promotes consistent 

application of prevention principles across sectors, strengthens 

interorganizational collaboration, and improves the overall 

effectiveness and sustainability of prevention efforts. 

4. Invest in workforce well-being and professional identity 

development: Addressing burnout and role ambiguity requires 

sustained institutional support including career ladders, peer 

mentoring opportunities, and targeted professional development 

programs that affirm prevention professionals’ contributions and 

equip them with tools to navigate complex work environments. 

Such support enhances retention, reinforces program fidelity, 

enables adaptive problem-solving, and ensures continuity and 

quality of prevention services, ultimately benefiting program 

participants. 

Our study underscores the need for stronger institutional support, role 

clarity, and professional development to address the challenges faced by 

substance use prevention professionals. By addressing these issues, we 

can enhance both the effectiveness and sustainability of substance use 

prevention efforts. 
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ABSTRACT

Introduction: Ohio has a behavioral health system of county operated and state-supervised boards that plan, fund, and 

evaluate mental health and addiction services. This research evaluates the continuous improvement initiatives at Stark County 

Mental Health and Addiction Recovery Board (StarkMHAR). We examined the following research questions: (1) Were the 

process improvement initiatives effective in moving the organization(s) toward its goals? (2) Were the productivity initiatives 

effective in improving productivity across the organizations? (3) Were the workforce development initiatives effective in 

moving the organization(s) toward its goals? (4) What was the impact of the leadership initiatives on those who participated?  

Methods: A multifaceted mixed-methods evaluation was conducted from August 2020 to December 2023. We collected 

quantitative data over 4 state fiscal years (SFY) to measure process improvement, productivity, and workforce development. We 

used survey methods with open and closed-ended questions to evaluate leadership initiatives. 

Results: The findings for the 4 focus areas are as follows: (1) Process Improvement: met the goal of reducing clinician 

documentation error to 3%; showed improvement in other measures but did not meet goals. (2) Productivity: met goals of 

increase show rate, increasing planned discharges by 2% per agency; some agencies met wait time goals. (3) Workforce 

Development: met 3 of the 4 goals; did not meet reducing staff turnover. (4) Leadership: participants responded very positively 

to leadership initiatives. 

Conclusion: Results indicate that many of the initiatives were successful in moving the agency toward the goals. COVID-19 had 

a major impact on the continuous improvement efforts. 

Keywords: Evaluation; Mixed-methods; Behavioral health; Continuous improvement; Outcomes 

INTRODUCTION 

Mental health and substance use disorders are among the leading causes 

of disease burden and reduced health worldwide, significantly impacting 

individuals, families, and communities. 1  In the United States, 

approximately 22.8% of adults, equivalent to 57.8 million adults, are 

experiencing mental health disorders.1 Despite the high prevalence rates 

and enduring consequences, mental health has historically received less 

public policy commitment and funding compared to other health issues.2 

 

 

The State of Ohio oversees a system of 51 behavioral health authorities 

or boards.3 County mental health and recovery boards are important in 

addressing the above listed challenges. These boards organize and fund 

community mental health and addiction services. They deliver policies 

and programs that meet the unique needs of their communities, ensuring 

access to care, promoting safety, and aiming to improve overall mental 

health outcomes.4 Continuous quality improvement (CQI) programs in 

behavioral health are essential for enhancing the quality and 
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effectiveness of mental health services. Continuous quality improvement 

refers to an ongoing, practical approach that uses data to regularly 

evaluate and improve how care is delivered, with the goal of better 

meeting the needs of patients and strengthening overall service quality. 

Continuous improvement methodologies, such as plan-do-study-act 

(PDSA) cycles, Lean, and Six Sigma, are widely used in health care to 

enhance service quality. 5 , 6  Integrating program evaluation with CQI 

strategies can offer valuable insights for practitioners and policymakers 

seeking to improve mental health care delivery. Research suggests that 

implementing CQI can improve service delivery and program 

effectiveness in community substance use programs.7 For instance, the 

Prompt Mental Health Care (PMHC) program in Norway, based on the 

CQI framework, has demonstrated improved customer satisfaction and 

compliance with guidelines.8 

Additionally, utilization of CQI methods within federally qualified 

health center (FQHC) settings has proven to yield substantial 

improvements in both efficiency and access to behavioral health services. 

Maragakis and colleagues9  conducted a case study that showed CQI 

interventions increased productivity and decreased patient no-shows at 

behavioral health centers. The case study was conducted at an FQHC and 

focused on 2 behavioral health externs. The authors implemented a 

quality improvement program that involved analyzing productivity and 

no-show rates over time. They created a process map to identify areas 

for improvement and implemented targeted interventions such as 

reductions in appointment times from 30 to 20 minutes and the 

introduction of reminder calls. The result was a mean increase in 

productivity from 0.85 to 1.52 patients per hour for one extern and from 

0.82 to 1.22 patients per hour for another. For one of the externs, their 

number of no-shows decreased by 5%, which is direct evidence that the 

reminder calls work. This indicates that CQI processes establish a very 

important role in fostering organizational culture responsive to change, 

becoming proactive, and continually improving ways of providing 

services to meet changing patient needs. 

Program evaluation is an important part of assessing the impact and 

effectiveness of mental health interventions. 10  Theories of change 

developed for complex workplace mental health interventions provide a 

framework for evaluating the outcomes of such programs and emphasize 

the importance of a systematic approach to evaluation.11 Furthermore, 

integrating behavioral health into primary care services has been shown 

to address barriers to mental health services, highlighting the need for 

continued exploration of referral strategies and pathways emphasis on 

participation.12 

Within this framework, the purpose of this study is to conduct a mixed-

methods evaluation of ongoing improvement efforts for a county mental 

health and addiction recovery board with a focus on the impact of those 

efforts on service quality, delivery, and client outcomes. 

BACKGROUND 

Stark County Mental Health and Addiction Recovery Board 

(StarkMHAR) in Ohio is charged with ensuring accessibility to publicly 

funded behavioral health programs to Stark County residents (population 

374 000 in 2020). Behavioral health programs typically cover a range of 

services from prevention to treatment and recovery for mental health and 

substance use disorders. 13  The StarkMHAR was awarded a local 

multiyear multifoundation grant aimed at continuous improvement 

efforts. The 4 focus areas of the continuous improvement efforts were 

process improvement, productivity, workforce development, and 

leadership. The StarkMHAR implemented multiple initiatives (Table 1), 

targeted at specific goals for each improvement-focused area. To assess 

the impact of the initiatives in these focus areas, StarkMHAR established 

outcome-focused measures. These measures are designed to capture 

specific improvements or changes from pre-intervention and post-

intervention. These interventions were applied systemwide with the 

focus on the largest agencies—referred to as “the Big 3.”  This research 

evaluates how continuous improvement initiatives have promoted 

strategic system efficiency, workforce capacity, the efficiency of service 

delivery, and improved the quality of mental health and addiction 

services.7,9 

In assessing the impact of the continuous improvement efforts, the 

evaluation team examined the following 4 research questions: (1) Were 

the process improvement initiatives effective in moving the 

organization(s) toward its goals? (2) Were the productivity initiatives 

effective in improving productivity across the organizations? (3) Were 

the workforce development initiatives effective in moving the 

organization(s) toward its goals? (4) What was the impact of the 

leadership initiatives on those who participated?    

METHODS 

A multifaceted mixed-methods evaluation was conducted from August 

2020 to December 2023 to assess the continuous improvement efforts of 

a county mental health and addiction recovery board. The evaluation 

incorporated both quantitative and qualitative data to assess progress 

across 4 key domains: process improvement, productivity, workforce 

development, and leadership. Based on responses to the online 

institutional review board review determination module at Kent State 

University, our project was determined to be exempt and did not meet 

the criteria of human subject research. 

Quantitative Data Collection and Analysis 

Quantitative data were collected quarterly across 4 state fiscal years 

(SFY 2020 to 2023) to measure outcomes in process improvement, 

productivity, and workforce development. The focus areas and outcome 

indicators are displayed in Table 1. 

Process Improvement 

Data sources included pillar reports (insurance claims and payment data) 

and revenue cycle reports. Key performance indicators included 60 days 

cash-on-hand, reduced clinician documentation error rate (target: <3%), 

Medicaid Managed Care Organizations (MCO) claims denial rate (<3%), 

commercial payer denial rate (<5%), reduced accounts receivable 

(AR) >120 days (target: <15%), and increased systemwide Lean Six 

Sigma (LSS) certifications. The process improvement measures were 

applied only to Agency 2, except for the LSS certifications. 
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Table 1. Stark Mental Health Addiction and Recovery Board Continuous Improvement Initiative Focus Areas 

Focus area  Initiative  Data source  Outcome indicators  

Process 

improvement* 

 

Application of Lean Six Sigma (LSS) 

DMAIC (Define, Measure, Analyze, 

Improve, and Control 

Lean Six Sigma black belt training   

Fund LSS training and software cost   

Pillar reports 

Revenue cycle reports 2020 

to 2023  

Cash-on-hand for 60 days  

Reduce clinician documentation error to 3%    

Claim denials to 3% or below for Medicaid 

Managed Care Organizations (MCO) and 

commercial denial to 5%  

Accounts receivable over 120 days to 15%.  

Increase Lean Six Sigma certifications 

systemwide  
 

Productivity  Training and education for clinical staff 

focused on engagement and treatment 

planning.  

Funding to support appointment 

reminder systems. 

Implementation of medication therapy 

management (MTM) services.  
 

Quarterly reports 2020 to 

2023  

Waitlist reports 2019 to 

2023  

Increase show rate to 80%  

Increase planned discharges by 2% per agency  

Reduce diagnostics assessment appointment 

wait time to same day systemwide  

Reduce psychiatric appointment wait time to 5 

business days or less systemwide  

 

Workforce 

Development  

Implementation of retention incentives 

initiative (extra funding, training, and 

support)  

Funding for training and certifications  

Retention reports 2020 to 

2023  

Gallup survey  

Reduce staff turnover systemwide to 7%  

Increase number of licensed individuals by 20  

Increase evidence-based practice (EBP) 

certification systemwide by 15  

Improve employee engagement  
 

Leadership  Leadership workshop and training to 

behavioral health system leaders and 

board leaders  

Participant survey results   Leadership workshop participation across levels, 

agencies, and boards  

Leadership coaching participation 

*Outcome indicators are for Agency 2 only, with the exception of Lean Six Sigma certifications.  
 

Productivity 

Quarterly reports were provided by StarkMHAR. Productivity indicators 

included show rate (target: 80%), increase in planned discharges (target: 

+2% per agency), and appointment wait times (target: same day for 

diagnostic assessments and <5 business days for psychiatric 

appointments). 

Workforce Development 

Retention reports were provided by StarkMHAR. Workforce metrics 

included annual turnover rate (target: 7% systemwide), increases in the 

number of licensed professionals and certified peer supporters (+20 

individuals), and an increase in evidence-based practice (EBP) 

certifications (+15 individuals). Additionally, Gallup employee 

satisfaction survey results were provided by StarkMHAR and were used 

to assess employee satisfaction. 

Descriptive statistics (percentages) and year-over-year comparisons 

were used to evaluate performance across all metrics. No inferential 

statistical analysis was conducted. All quantitative analyses were 

performed using Microsoft Excel (version 14). 

Qualitative Data Collection and Analysis 

Qualitative data were collected through open-ended and closed-ended 

survey questions to assess the leadership development initiatives. The 

authors developed surveys using Qualtrics survey software and 

administered to participants after their training in leadership workshops, 

group coaching sessions, and individual coaching engagements. Table 2 

presents a summary of leadership initiatives and participant feedback, 

which was thematically analyzed to identify common themes, perceived 

benefits, and areas for improvement. These qualitative findings provided 

context for interpreting the outcomes and assessing the overall impact of 

leadership development efforts. 

RESULTS 

Process Improvement 

The first focus area of our study was process improvement. We analyzed 

various outcome measures from SFY 2020 to SFY 2023. The process 

improvement initiatives were exclusively applied to Agency 2 through 

the implementation of the Lean Six Sigma DMAIC (Define, Measure, 

Analyze, Improve, and Control) process. Results indicate that several 

process improvement interventions met grant goals at Agency 2 (see 

graphs in Appendix). 

Clinician Document Error 

The target for clinician documentation errors was set at 3%. Initially, in 

SFY 2019, the error rate was 14%. However, by August 2020, the error 

rate had decreased to below 1%, surpassing the target of 3% or lower. 

Since December 2022, the documentation error rate has consistently 

remained below 1%. 
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Table 2. Summary of Leadership Initiatives and Emerging Leaders Training Feedback 

Aspect Leadership Initiatives (2020) Emerging Leaders Training (SFY2021–SFY2023) 

Participants surveyed 70 surveyed 

22 responses received 

31% response rate 

51 surveyed 

43 responses received 

84% response rate 
 

Participation types Attended all 3 components: 27% 

Workshops only: 27% 

Workshops + individual coaching: 18% 

Workshops + reunions: 14% 
 

Group sessions only: 65% 

Both individual coaching and group sessions: 35% 

Key improvements reported Enhanced professional and personal 

development 

New ideas and strategies for agency growth 

Peer learning and shared challenges 

Tools for needs assessment, employee 

engagement, and change identification 

Improvement in leadership skills 

60%–92% found training extremely helpful in: 

   time management 

   navigating difficult conversations 

   engagement and retention 

   communication skills 

   team leadership 

   managing change 
 

Suggestions for improvement from 

participants 

Refresher course yearly 

Consistently scheduled activities should be 

offered 

Offer individual coaching 

Offer new structured topics 

Have icebreaker at beginning 

Scripted role-playing for difficult conversations 

New ideas with a refresher course for leadership skills 

6-12 months 

Assigned seating should be avoided to improve 

networking 

Headshot of each participant with an introduction 

Abbreviations: SFY, state fiscal year 

 

Cash-on-Hand 

The target for cash-on-hand was set at 60 days. At the start of SFY 2020, 

the cash-on-hand was only 15 days. However, since April 2020, this 

measure has consistently exceeded the 60-day target. The measure for 

cash-on-hand to 60 days or more showed improvement from July (15 

days) through March 2023 (64.4 days), with a high of 125 days in June 2021. 

Claim Denials 

We analyzed claim denial rates for Medicaid MCO and commercial 

insurance. The target denial rates were set at 3% for Medicaid MCO and 

5% for commercial insurance. For Medicaid MCO, denial rates started 

at 9% in June 2019, increased to 16% in August 2020, and then remained 

below 5% until February 2022. From June 2022 to April 2023, the rate 

rose again, peaking at 26% in February 2023 before decreasing to 9% by 

April 2023. For commercial insurance, denial rates have been higher and 

more variable, ranging from a low of 6% to a high of 35% between 

October 2020 and April 2023. 

Accounts Receivable 

We analyzed the pillar reports for accounts receivable from SFY 2020 to 

SFY 2023. The target for accounts receivable was set at 15%. In 

SFY 2020, accounts receivable was 68%. Since then, it has been reduced 

from 68% to 37%, with several instances falling below 30%. Although 

the target has not been met, the rates have been steadily improving and 

were projected to reach the goal by February 2024 for Agency 2. 

Lean Six Sigma Course and Certifications Across the System 

The last process improvement goal was to increase the number of Black 

Belt certifications across the system. In SFY 2021, the Six Sigma Black 

Belt course was completed by 9 individuals, and 7 individuals completed 

the Green Belt course. By SFY 2023, Black Belt certification had been 

earned by 4 individuals, and 2 individuals had earned Green Belt 

certification. 

Productivity 

The second focus area of our study was productivity. We analyzed 

various outcome measures from SFY 2020 to SFY 2023. The 

productivity initiatives were applied to the Big 3 combined, including 

MTM services, and training and education of clinical staff focused on 

engagement and treatment planning. The MTM service is an 

appointment reminder system. 

Show Rate 

The first productivity measure aimed to increase the show rate to 80% 

across all agencies, which means clients keep 80% of their scheduled 

appointments. This goal was set prior to the discovery of data reporting 

issues, which will be reviewed in the discussion section. We analyzed the 

productivity reports from SFY 2020 to SFY 2023 that have biannual data 

reporting. At the beginning of SFY 2020, the show rates were as follows: 

Agency 1: 80%, Agency 2: 87%, Agency 3: 82%. Over time, the show 

rate of Agency 1 remained steady, while Agencies 2 and 3 had more than 

80% show rate. By SFY 2022, all 3 agencies had met the target show rate 

of 80% with 1 agency surpassing that at 89% (see graphs in Appendix). 
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Planned Discharges 

The second productivity goal was to increase planned discharges by 2% 

across the Big 3. We analyzed the quality assurance (QA) reports for 

planned discharges from SFY 2020 to SFY 2023. Planned discharges 

were reported quarterly in the QA reports. At the beginning of SFY 2020, 

planned discharges at Agency 1 were at 85% and remained stable 

throughout the period. For Agency 2, planned discharges improved 

significantly by 25% from SFY 2020 to SFY 2022, rising from 79% at 

the start of SFY 2020 to 99% by the end of SFY 2022, reaching 100% 

by SFY 2023. At Agency 3, planned discharges were 59% at the 

beginning of SFY 2020 and decreased slightly to 58% by the beginning 

of SFY 2023, with the rate remaining mostly steady except for 1 

noticeable fluctuation. 

Diagnostic Assessment Average Waiting Time 

The third productivity measure aimed to schedule diagnostic assessment 

appointments on the same day and reduce waiting time to 0 across the 

Big 3. We analyzed the waitlists reports for waitlist time from SFY 2019 

to SFY 2023. The average waiting days for diagnostic assessment at 

Agency 1 is 0 from SFY 2019 to SFY 2023. In contrast, the average 

waiting days at Agency 2 and Agency 3 (adults and adolescents) 

increased from SFY 2019 to SFY 2022. At the beginning of SFY 2018, 

the average waiting time at Agency 2 was 13 days. This was reduced to 

6 days in SFY 2019 but then increased again to 16-20 days from SFY 

2020 to SFY 2022, ending at 15 days in SFY 2023. At Agency 3, the 

average waiting time started at 4 days in SFY 2018, increased to 13-20 

days from SFY 2019 through SFY 2022, and achieved the target of 0 

waiting days by SFY 2023 for both adults and adolescents. Only Agency 

1 consistently met the goal of 0 waiting days for same-day diagnostic 

assessments. Agency 3 reached this goal in SFY 2023 (Figure 1). 

Med/Som (Psychiatric) Average Waiting Time 

The third productivity measure aimed to reduce the average waiting time 

for Med/Som (psychiatric) appointments to less than 5 days across the 

Big 3. We analyzed the waitlist reports for psychiatric appointment 

average waiting time from SFY 2019 to SFY 2023. Med/Som average 

waiting times were reported monthly.  

For Agency 1, the average waiting time was 16 days for SFY 2019. Wait 

times increased to 21-26 days for SFY 2020 to SFY 2021. Wait times 

decreased to 15-13 days for SFY 2022 to SFY 2023. For Agency 2, the 

Average waiting time ranged between 10-15 days. For Agency 3, the 

average wait time for serving adults ranged from 39 to 49 days during 

SFY 2019 to SFY 2022 and was reduced to 20 days in SFY 2022 to SFY 

2023. For adolescents, the average wait time ranged from 35 to 54 days 

during SFY 2019 to SFY 2022 and decreased to 21 days in SFY 2022–

2023   None of the Big 3 achieved the goal of reducing psychiatric 

appointment waiting times to less than 5 business days (Figure 2). 

Workforce Development 

The workforce development initiatives were implemented across the 

largest agencies and the other smaller agencies. The initiatives included 

additional licensing and training opportunities. The measures were 

employee turnover rate and employee engagement. We analyzed the 

systemwide retention reports from SFY 2020 to SFY 2023. 

Staff Turnover Rate 

The objective was to reduce the annual staff turnover rate to 7% for 

Agency 1, Agency 2, and Agency 3 with the ultimate goal of achieving 

systemwide reduction across all agencies, which includes the Big 3 and 

the other agencies. We analyzed the quarterly retention reports spanning 

SFY 2020 to SFY 2023, focusing on direct service staff, leadership staff, 

and all employee turnovers. 

Agency 1 

The annual employee turnover rate fluctuated between 29% and 45% 

from SFY 2020 to SFY 2023. The annual turnover rate for leaders ranged 

from 0% to 22%. The annual turnover rate for direct service staff 

fluctuated between 36% and 48% from SFY 2020 to SFY 2023.  

Agency 2 

The annual employee turnover rate varied from 25% to 33%, and the 

turnover rate for leaders fluctuated between 0% and 29% from SFY 2020 

to SFY 2023. While the direct service staff rate ranged from 20% to 40%. 

Figure 1. Bar Chart of Average Waiting Days from State Fiscal Year (SFY) 2019 to SFY 2023 (Goal: Same Day Assessment) 

 



RESEARCH ARTICLE Ohio Journal of Public Health, Vol. 8 Issue 1    ISSN: 2578-6180 

 

6 

  Ohio Public Health Association 

Agency 3 

The annual employee turnover rate ranged from 30% to 56%, and the 

direct service staff rate is 34% from SFY 2022 to SFY 2023. The 

leadership turnover rate was 11% in SFY 2022 and 26% in SFY 2023. 

Big 3 Combined Annual Turnover Trends 

The total employee turnover rate was 47% in SFY 2020 and decreased 

to 32% in SFY 2023. The direct service staff turnover was 37% in SFY 

2020 and reduced to 33% in SFY 2023. The annual leadership staff 

turnover was 0% in SFY 2020 and increased to 19% in SFY 2023. 

Systemwide Annual Turnover Rate 

The total employee turnover rate was 43% in SFY 2020 and reduced to 

29% in SFY 2023 (see Appendix). The annual direct service staff 

turnover was 33% in SFY 2020 and reduced to 30% in SFY 2023. The 

annual leadership staff turnover was 2% in SFY 2020 and increased to 

19% in SFY 2023. 

Increased Licensed Individuals 

The objective was to increase the number of licensed individuals by 20 

across all agencies systemwide, including the Big 3 and other agencies 

(see Appendix). To achieve this goal, agencies implemented retention 

plans that included incentives and access to training. We analyzed the 

quarterly retention reports from SFY 2020 to SFY 2023, focusing on new 

additions of licensed individuals. Agency 1 had an increase of 10 

licensed individuals. At Agencies 2 and 3, the number of licensed 

individuals decreased from SFY 2020 to SFY 2023. There was an overall 

increase of 31 licensed individuals systemwide. The breakdown of these 

licensed individuals from SFY 2022 to SFY 2023 is as follows: LISW 

(licensed independent social worker: 7, LSW (licensed social worker) to 

LISW: 2, LSW/MSW (Master of Social Work degree): 21, LPCC 

(licensed professional clinical counselor: 1 (Figure 3). 

Evidence-Based Practice (EBP) Certification 

The goal was to increase the number of EBP certifications among health 

care professionals systemwide by 15 individuals with new certifications. 

We analyzed quarterly reports from SFY 2020 to SFY 2023, focusing on 

new EBP certifications. In 2023, 18 new individuals earned EBP 

certification. As a result, the total number of certified individuals across 

the system reached 63. 

 

Figure 2. Bar Chart of Med/Som (Psychiatric) Average Waiting Days from State Fiscal Year (SFY) 2019 to SFY 2023 (Goal: 5 Days) 

 

 

Figure 3. Bar Chart Comparison of Licensed Individuals from State Fiscal Year (SFY) 2022 to SFY 2023 (Goal: 20 Licensed Individuals) 

 

Abbreviations: LISW, licensed independent social worker; LSW, licensed social worker; MSW, Master of Social Work 

degree; LPCC, licensed professional clinical counselor; LPC, licensed professional counselor; APN; advanced 

practice nurse.  
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Improvement in Employee Engagement 

The objective was to increase employee engagement systemwide, 

measured using the nationally recognized Gallup Poll. Employee 

engagement surveys were administered in 2021 and again in 2023, 

comprising 12 questions related to job satisfaction, expectations, 

encouraging situations at work, and work relations. The 12 questions 

represent elements of employee engagement that have been consistently 

linked to better business outcomes. The questions include things like “I 

know what is expected of me at work” and “in the last seven days, I have 

received recognition or praise for doing good work.”  Respondents rate 

the statement on a Likert scale ranging from strongly disagree to strongly 

agree. 

In 2021, a total of 217 individuals responded to the survey. In 2023, the 

response count increased to 395 individuals. The 2023 survey results 

showed significant improvements in engagement, with 4 out of 12 

questions achieving scores in the 75th to 89th percentile range. These 

high-percentile scores were for questions related to opportunities to excel 

at work, an encouraging work environment, and the sense of job 

importance. In comparison, the same questions were rated in the 50th to 

74th percentile range in the 2021 survey. Higher percentile scores reflect 

stronger performance in these areas. The engagement index from the 

Gallup Poll showed an increase in employee engagement over time. In 

2021, 40% of employees were classified as engaged, while this figure 

rose to 46% in 2023. Conversely, the percentage of employees who were 

not actively engaged decreased from 49% in 2021 to 44% in 2023. The 

demographics of the respondents were 79% female, 18% male, 80% 

White, 10% Black/African American, 2% Native American or Alaskan 

Native, and 8% did not report.  

Leadership  

The training sessions for leadership initiatives targeted leaders from 

behavioral health systems and board members across various agencies in 

the service area. The evaluation team created a survey to gather feedback 

from workshop attendees. The surveys were administered through 

Qualtrics, an online platform. In SFY 2020, we surveyed 70 participants 

who had received first-time leadership coaching, and we received 22 

responses, resulting in a 31% response rate. 

Of the respondents, 27% attended all 3 leadership initiatives: the leader 

workshop, the leader reunion, and individual coaching. Another 27% 

participated in the leader workshops, while 18% attended both the 

workshops and individual coaching. Additionally, 14% took part in the 

workshops and reunions. The responses indicated that participants 

experienced improvements in both professional and personal 

development (Table 2).  

From SFY 2021 to SFY 2023, a total of 3 emerging leaders training 

sessions were held. Among the participants, 65% attended the group 

sessions, and 35% engaged in both individual coaching and group 

sessions. We surveyed 51 participants and received 43 responses, leading 

to an 84% response rate. Respondents reported that the leader workshops 

equipped attendees with tools and resources to enhance their skills in 

needs assessment, employee engagement, and identifying areas for 

change. 

Participants reported different levels of helpfulness across various 

training topics and perceived some topics as more helpful than others. A 

high proportion of participants rated the training as extremely helpful in 

the areas of navigating difficult conversations (88%), time management 

(88%), engagement and retention (87%), communication skills (77%), 

managing change (77%), team leadership (77%), team building (66%), 

and enhanced networking skills (60%). In contrast, 12% to 40% of 

participants rated these areas as very helpful. The highest "very helpful" 

rating was observed for enhanced networking skills (40%), while the 

lowest was for time management and engagement and retention (12%, 

13%). 

 

DISCUSSION 

Process Improvement 

As previously stated, Agency 2 made progress toward or achieved 

several of their process improvement targets. The clinician 

documentation error target was not only met, but surpassed. The agency 

put many processes in place to achieve these improvements. A clinical 

review specialist was added, fewer options were included in the 

electronic health record (EHR) system to reduce errors, and group or 

one-on-one training sessions were provided as needed.14 Once the target 

was met and maintained consistently at less than 1%, the agency stopped 

tracking this metric. The cash-on-hand measure has fluctuated over time. 

It reached a high of 125 days (goal 60 days), but this number included 

the COVID relief funds, so this undoubtedly influenced the results. The 

denial rates for both Medicaid MCO (3% target) and commercial 

insurance (5% target) have not been stable. Several factors, including the 

varying coverage of behavioral health services by commercial insurance, 

contribute to these fluctuations.15 The majority of the agency’s clients 

are covered by Medicaid MCO, which accounts for over 50% of the 

service revenue. Commercial insurance contributes 11%, while the 

remainder is covered by StarkMHAR, school subsidies, grants, and 

contracts. Some commercial insurance plans do not cover behavioral 

health services, which further contributes to the disparity in denial 

rates.15 The Medicaid MCO denial rates did drop to 3% at several points 

in time but shifted back to the double-digit range near the end of the grant 

period. Commercial insurance showed a much greater flux for all of the 

reasons stated above, with denial rates ranging from a low of 6% to a 

high of 35% in some months. The accounts receivable target of 15% was 

not achieved, but it has been on an overall downward trend and was 

forecasted to reach the goal by February 2024. Finally, the process 

improvement goal to increase the number of Black Belt certifications 

across the system showed promise. This target was not just for Agency 

2, but for all agencies across the system. By SFY 2021, the Six Sigma 

Black Belt course was completed by 9 individuals, and 7 individuals 

completed the Green Belt course. By SFY 2023, Black Belt certification 

had been earned by 4 individuals, and 2 earned Green Belt certification. 

During the final quarterly presentation of the evaluation results, agencies 
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51 mental health and addiction recovery boards across the state of Ohio.3 

Mental health and addiction recovery boards across Ohio counties would 

benefit from program evaluation. The Ohio Association of County 

Behavioral Health Authorities (OACBHA) has developed a “Culture of 

Quality” program (http://www.oacbha.org). It was designed to increase 

accountability and public trust by promoting efficiency, effectiveness, 

consistency, and quality in practices and service delivery across the 

county board system. Improving quality is a clear goal for the Ohio 

Department of Mental Health and Addiction Services.  

There are several important takeaways from the evaluation findings. The 

Big 3 did not implement the planned interventions at the same rate; 

therefore, outcome measures are not directly comparable. Each of the 

agencies has a different client base, and this had an impact on some of 

the initiatives, particularly the productivity measures. Due to many 

factors, Agency 2 made the most progress in implementing process 

improvement interventions. As was the case nationwide, COVID-19 had 

a major impact on all agencies, from employment to training sessions to 

client appointments.21 This should not be minimized. In conducting the 

evaluation, it was imperative to have a main point-of-contact at the 

agency who was directly involved in the continuous improvement efforts. 

This was invaluable with regard to clarification of outcome goals, the 

meaning behind some of the findings, and in making necessary course 

corrections. 

Conclusion 

Overall, interventions have been effective in meeting outcome goals. 

These successes highlight the potential of quality-improvement 

strategies to significantly enhance the functional efficiency of mental 

health service delivery. Productivity projects have been very successful 

in achieving many of the associated goals, such as increased show rates 

and planned discharges, though work remains in reducing wait times for 

psychiatric appointments. The Big 3 implemented the planned 

interventions at different times; therefore, outcome measures are not 

directly comparable. All the agencies were greatly impacted by COVID-

19. As stated, Agency 2 has made the most progress in implementing 

process improvement interventions. Other focus area measures 

demonstrated improvement over time. The interventions show clear 

progress across the agencies, although there is variation depending on 

the specific outcome of measure. Finally, these results provide an 

excellent model for other mental health and addiction recovery boards. 

Future efforts should build on this success and address remaining 

challenges as strategies evolve to meet the community's changing needs. 
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ABSTRACT 

Introduction: First responders in Mahoning County, Ohio, face unique stressors and high exposure to trauma which 
significantly impact their mental health and increase risks for PTSD, depression, and anxiety, but many first responders do not 
utilize the current available mental health resources. Despite growing awareness of these issues, a knowledge gap regarding 
barriers (stigma, cultural expectations and toughness) and a lack of peer support remain that deter first responders from 
utilizing these mental health services. Addressing these barriers is critical to improving mental health service use among first 
responders and advancing public health goals. 
Methods: This study used a mixed method design to assess mental health service utilization by analyzing both quantitative 
data (stigma, trauma, workplace culture, demographics) and qualitative data (attitudes, accessibility, department 
environments). A survey was sent to 250 individuals and analyzed using SPSS and Quirkos software to identify key barriers to 
accessing mental health services such as stigma, confidentiality concerns, and cultural norms. Guided by the US Surgeon 
General’s Framework for Workplace Mental Health and Well-Being and Andersen Model of Health Service Utilization, the study 
aimed to inform targeted interventions that improve access, reduce stigma, and foster supportive workplace environments. 
Results: Data collected from 113 first responders in Mahoning County, Ohio, revealed that while 81.4% were aware of 
available, mental health services, only 50.9% reported utilizing them. Gender and department differences influenced perceived 
barriers such as stigma and culture, though not all associations were statistically significant. Thematic coding showed trends of 
stigma throughout responses and also reported unhealthy coping mechanisms, different perspectives of life, mental health 
issues (PTSD, depression, and anxiety), and current coping mechanisms. 
Conclusion: This study looks at targeted mental health interventions among first responders in Mahoning County, Ohio, 
particularly for firefighters who face higher risks and fewer training opportunities. These findings can guide local agencies in 
implementing evidence-based strategies to support the mental well-being of first responders. 

Keywords: Mental health utilization; Stigma; Trauma; First responders 

INTRODUCTION 

Background 

As of the most recent estimates, the population of the United States is 
approximately 341 million. 1   Of those 341 million, 4.6 million are 
employed as career and volunteer firefighters, police officers, emergency 
medical technicians (EMTs) and paramedics.2 First responders risk their 
lives daily to protect others and keep communities safe, routinely making 

personal sacrifices by placing themselves in harm’s way in service to 
others. First responders are exposed to high-stress and traumatic 
situations regularly while on the job, which greatly impacts their mental 
health. This is due to the psychological pressure they face due to this 
exposure. Previous research has shown that the impact of the job and the 
increased risk that first responders face significantly affect their mental 
health; these responders might experience anxiety, depression, and 
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PTSD symptoms, which could negatively affect both job performance 
and personal life outside of the job.3 First responders witness deaths, car 
accidents, near-death situations, natural disasters, and potentially 
national disasters such as 9/11, school shootings, and more. Having 
repetitive exposure to these events partnered with a high stress 
environment and physically demanding job can lead to conditions and 
behaviors such as PTSD, anxiety, depression, and cases of burnout. 
Those responders who regularly experience these events are at a higher 
risk of developing a form of PTSD and depression.4 During the training 
process many responders push themselves to their limits to be successful 
within the program and to guarantee they are a valuable asset to a 
potential hiring department. Many programs/schools require extreme 
physical activity and countless exams that ensure readiness for high-
stress situations. This type of training environment is imparting stress 
onto those who participate in many ways. Physical stress brought on by 
overexertion during training could lead to injury, fatigue, and potential 
long-term wear on the body, while the mental stress of constantly 
preparing for exams and evaluations could cause anxiety, burnout, and 
mental overload. Emotional stress they might face refers to performance 
pressure and fear of failure within a highly competitive environment. 
Finally, one of the most important stressors these responders face during 
training is time management; balancing training, academics, and 
personal life can lead to a lack in self-care and feelings of being 
overwhelmed. Once they finish this grueling training, they then belong 
to a department that deals with high-stress situations and traumas almost 
every single shift. These first responders then continue to put themselves 
into vulnerable situations that affect their mental, physical, and 
emotional health for their entire career, then they retire and are left with 
no resources that can aid them. Unstable behaviors might be identified 
as early as training and could continue into retirement.5 These behaviors 
consist of risk-taking and impulsiveness (substance abuse, engaging in 
dangerous activities, or reckless driving to cope with stress or regain a 
sense of control in their lifestyles), avoidance (responders isolate 
themselves from family or friends to avoid discussing traumatic 
experiences), paranoia (responders might become overly alert or anxious 
about potential threats even while in a safe environment), sleep 
disturbances, aggression, or suicidal ideation. Some retired responders 
have a hard time coping with what they have witnessed during their 
service, and this might be due to underlying mental health concerns that 
might have gone unaddressed during their time of active duty. This might 
compound symptoms of PTSD, depression, anxiety, etc after leaving the 
service if they do not have a daily structure or support system at home, 
which suggests a need for intervention prior to and during retirement.6 

Knowledge Gap 

Even though there is current research on first responders and the 
correlation of mental health issues occurring from the job, there is a 
significant knowledge gap regarding factors that may deter them from 
utilizing mental health services. Due to lack of research and sources 
within this topic, this indicates that many responders are not seeking 
mental health services due to stigma and cultural barriers.7   A major 
barrier is the expectation of mental toughness or a lack of peer support 

groups. 8   A study looked at first responders and measured stigma 
surrounding mental health treatment and found that responders do not 
feel as though they can show weakness or have any kind of fear because 
that would indicate they are not up for the job.8 There is a need to address 
and understand these barriers. To create interventions that effectively 
address the needs and concerns of first responders they must be able to 
create a culture of support and encourage mental health utilization within 
this specific demographic (first responders). Healthy People 2030 
(MHMD-05 Increase the proportion of adults with depression who get 
treatment: Target 69.2%) is relevant to this assessment because efforts to 
improve first responder mental health service utilization can contribute 
directly to this objective target. This is because it increases awareness 
and acceptance of mental health treatment within the first responder 
community. It also tracks a proportion of first responders with depression 
that seek treatment with initiatives as a model for other high-risk 
populations to link treatment gaps. Addressing these barriers in first 
responders is a vital contribution to the broader public health goal of 
reducing untreated depression in the United States. 

Current Mental Health Support 

In 2022, the Mahoning County Health Department in conjunction with 
Trumbull County, Warren, and Youngstown city health department 
conducted a Community Health Improvement Plan that addressed the 
needs of the community. Based on results from their assessment, in 
Mahoning County and Trumbull County, mental health was 1 of the top 
5 priorities selected by respondents who filled out the needs assessment 
survey. 9   In Mahoning County there are 2 main mental health support 
groups that work with first responders. The CISM (Critical Incident 
Stress Management) of Mahoning Valley was developed to deal with 
traumatic events and help those who witnessed or were involved with the 
event share their experience, feel their emotions, and learn about 
symptoms of stress and how to handle it.10 The term CISM is defined as 
a comprehensive, integrative, multicomponent crisis intervention 
system.10 Because CISM is considered a multicomponent, the program 
is able to meet the requirements of a larger number of various critical 
incidents that are experienced within various populations.6 The idea is to 
continue to build community resilience and support. In Mahoning 
County, CISM is run through the Mahoning County Mental Health and 
Recovery Board, providing services to first responders after a crisis 
incident occurs during a call. Responders have the chance to participate 
voluntarily and be an active member of the Mahoning CISM team and 
participate in various team interventions (group and individual) to ensure 
the well-being of other first responders and attend training sessions to 
continue to grow and improve CISM skills. Within the Mahoning County, 
CISM is where police officers receive their treatment should they seek it 
out, and many officers can become certified in CISM training. There are 
peer support groups that are led by other first responders who partner 
with CISM that focus on debriefing, defusing, grief and loss, crisis 
management, adjustment support, and pre-crisis education. 

Similar to this program, the International Association of Fire Fighters 
(IAFF) has a program that focuses on behavioral health and well-being 
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of first responders and provides peer support groups made up of mental 
health professionals and other first responders. According to a March 
2025 personal communication from Tracey Wright, Master Peer Support 
Instructor at IAFF, the IAFF peer support “is like CISM but is less formal 
in a formal way,” meaning that IAFF might provide the opportunity for 
responders to share in a setting that is less rigid and less intimidating. 
The IAFF peer support program grew in popularity during post 9/11. 
This is because the IAFF recognized that there was a growing need for 
behavioral health support within the fire community. A study conducted 
by Stanley et al examined risk factors of PTSD and suicidal thoughts 
among first responders and examined how occupational roles, 
sociodemographic, and physical health contribute to PTSD symptoms. 11 

The study found the high prevalence of PTSD across all first responder 
groups with firefighters reporting a high career prevalence of suicidal 
thoughts and behaviors.11 In 2009, the IAFF launched a Behavioral 
Health Awareness Initiative program that raised mental health awareness 
and substance abuse issues arising among first responders (firefighter 
specific).9 In 2017, IAFF opened the Center of Excellence for Behavioral 
Health Treatment and Recovery in the state of Maryland, which is a 
facility for treatment of IAFF members struggling with PTSD and other 
behavioral concerns. 12 

The peer support training program has a unique approach to mental 
health because it trains responders to support their peers in a time of 
crisis. These leaders utilize crisis intervention, listening skills, and 
psychological aid while emphasizing confidentiality, building trust 
among peers, and cultural competency and also attending workshops to 
cover topics like stress management, suicide prevention, and referrals to 
professional services within the area they are serving.13 Beyond crisis 
management, the IAFF support group extends its services to address 
personal challenges unrelated to workplace trauma. A common 
misconception is that these support groups are only meant for traumatic 
crises, but many individuals seek assistance for personal struggles such 
as divorce, childhood traumas, and other life challenges.14 The IAFF is 
continuously trying to expand and collaborate with mental health 
providers and conduct research through institutions that aim to better 
support responders effectively and enhance the peer support groups’ 
effectiveness.13 Although these services are readily available and 
qualified to deal with these issues, not everyone uses them, and this can 
contribute to the stigma surrounding mental health. According to Wright 
(personal communication March 2025), paramedics and emergency 
medical services (EMS) personnel often lack access to designated 
support programs. While some utilize CISM, many private ambulance 
companies do not offer such services. Without recommendations for 
alternative support options or education on available resources in their 
area, many EMS professionals go unnoticed, leaving their mental health 
concerns unaddressed. 

Purpose 

The purpose of this assessment is to identify and analyze barriers that 
prevent first responders in Mahoning County, Ohio, from utilizing 
mental health services, particularly for treating PTSD and trauma. By 

assessing accessibility issues, personal attitudes, stigma, and 
organizational culture, the study seeks to uncover factors within the work 
environment and community that contribute to the underutilization of 
mental health services. These findings will inform targeted interventions 
tailored to meet the mental health needs of first responders. 

The primary research question examines the key barriers including 
accessibility issues, personal attitudes, stigma, and organizational culture 
that prevent first responders from seeking mental health support and 
explores strategies to address these challenges. The hypothesis is that 
first responders in Mahoning County, Ohio, face multiple barriers that 
contribute to the underutilization of mental health services, with 
concerns about stigma, confidentiality, and limited access to appropriate 
services expected to be primary restraints. 

Project SMART (Specific, Measurable, Achievable, Relevant, Time 
Bound) objectives are as follows: (1) By April of 2025 we will achieve 
a response rate of 70% of first responders surveyed. (2) By April of 2025, 
60% of respondents will have identified at least 3 barriers to accessing 
mental health services. (3) By May of 2025 we will present 
recommendations to at least 80% of first responder agencies in 
Mahoning County. 

This approach focused on comprehensive and community-based 
assessment of mental health barriers that were specific to Mahoning 
County’s first responders. It incorporated local factors like 
organizational culture and community-specific stigmas. Both 
quantitative and qualitative data were analyzed for barriers within 
accessibility, attitudes, and department environments which can lead to 
more actionable interventions. With this demographic and aiming for 
high participation rates, the assessment provided insights to fill the 
knowledge gap and allowed for solutions to reflect the needs of these 
first responders in the community. 

METHODS 

This study utilized a mixed methods approach, analyzing both 
quantitative and qualitative data to assess mental health service 
utilization among first responders in Mahoning County, Ohio. 
Quantitative data consisted of stigma, trauma, culture, and perceived 
importance. It also analyzed age, gender, and department type. 
Qualitative data consisted of analyzing barriers within accessibility, 
attitudes, and department environments. The primary objective was to 
identify barriers and attitudes that prevent these individuals from seeking 
mental health support following traumatic work-related incidents. 

Participants and Recruitment 

The sample consisted of firefighters, police officers, and 
EMS/EMTs/paramedics, ensuring a diverse representation of first 
responder agencies and their unique workplace experiences. Each 
agency follows distinct procedures and perspectives, which may 
influence their responses to the survey. To be eligible, participants had to 
currently be employed or retired from a department within Mahoning 
County, over 18 years of age, and have at least 1 year of experience to 
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ensure sufficient exposure to job-related stressors. Participation was 
anonymous and voluntary with informed consent required. 

Procedures 

Survey data were collected over a 1-month period (March 2025) via 
Google Forms and distributed through QR codes at the monthly union 
meetings and in email invitations sent to department members. Once 
responses were recorded, data were transferred into Excel, SPSS, and 
Quirkos, with all files securely stored on a password protected laptop. 
The final sample size was 100 with 113 completing the survey. No 
incentives or compensation were provided for participation. 

Data Analysis 

The survey (see Appendix) took 20 minutes for participants to complete 
and examined key variables including mental health utilization, 
workplace culture, barriers to access, and attitudes toward mental health 
services. The quantitative section included 34 questions measuring 
interval, ordinal, and nominal data. Interval data provided demographic 
context (age, years of experience), nominal data captured service 
utilization (yes/no responses, eg, “have you ever utilized mental health 
services or support groups?”), and ordinal data assessed factors such as 
barriers to access, stigma, and workplace culture through Likert scale 
responses. The qualitative component consisted of open-ended questions 
where participants shared their perspectives on workplace stigma, 
cultural norms, and the effectiveness of available mental health resources. 
Responses were analyzed using Quirkos thematic coding to identify 
common themes and patterns. The analysis grouped together responses 
and compared them to key themes such as stigma, confidentiality, and 
job-related stress that were identified from a sample of the data. 

To ensure validity and reliability, a scaling system was used for 
measuring responses. Univariate and bivariate tests were conducted to 
examine relationships between independent and dependent categorical 
variables. These tests provided insight into how different demographic 
factors and workplace experiences influenced mental health service 
utilization. By employing a mixed methods approach, this study 
provided a comprehensive analysis of barriers affecting mental health 
service use among first responders. Findings from this research can help 
inform policies and interventions aimed at improving access to mental 
health resources, reducing stigma, and fostering a more supportive 
workplace culture within the emergency response community. 

Theoretical Framework 

This study applies 2 key frameworks to examine mental health service 
utilization among first responders: the United States Surgeon General’s 
Framework for Workplace Mental Health and Well-Being (Figure 1) and 
the Anderson Model of Health Services Utilization. The US Surgeon 
General’s framework outlines 5 essential elements to support mental 
health in the workplace. Protection from harm ensures safe working 
conditions while prioritizing mental health. 15   Connection and 
community fosters a sense of belonging and inclusion.15 Work-life 
harmony promotes balance between both professional and personal 
responsibilities.15 Mattering at work reinforces employees’ sense of 
value and purpose within their roles, and opportunity for growth 

encourages skill development, career advancement, and financial 
stability.15 Each of these elements serve to create a supportive and 
psychologically healthy work environment, promoting policies that 
reduce stigma and enhance mental health awareness. 

Figure 1. Surgeon General’s Framework for Workplace Mental 

Health and Well-Being15 

The Andersen Model of Health Services Utilization is used to identify 
factors that influence mental health service use within 3 categories. 
Predisposing factors categorize individual characteristics that influence 
service use before a need arises (stigma, cultural norms, lack of 
awareness).16 Enabling factors categorize logistical aspects that facilitate 
or hinder access (time constraints, privacy concerns, availability of 
resources).16 Need factors categorize perception of mental health needs 
and severity, determining whether an individual seeks professional care. 
This model is relevant to the assessment because the survey questions 
can be categorized within these 3 domains, which allows for a structured 
analysis of the primary barriers to mental health service utilization.16 

This framework takes a comprehensive approach at understanding the 
challenges that first responders face in seeking mental health support and 
identifies opportunities for targeted interventions to improve access and 
reduce stigma. 

RESULTS 

Data collection concluded after 4 weeks in spring of 2025. The results 
provide insight into mental health service and support group utilization 
among first responders and the perceived barriers for seeking services 
such as stigma, culture, trauma, and importance. 

Demographics and Characteristics 

The survey was distributed to 250 individuals, with a target response of 
50% (125 participants). A total of 113 individuals completed the survey, 
resulting in a completion rate of 42.5% based on the initial distribution. 
Of the 113 survey respondents, 53 were firefighters, 33 were police 
officers, and 27 were EMTs or paramedics. A majority of the respondents 
(78.8%, n=89) identified as male, while 21.2% (n=24) identified as 
female. Regarding duty status, 73.5% (n=83) were currently active duty, 
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and 26.5% (n=30) were retired. Only 13 respondents reported having 
prior military experience. 

Of the 113 total respondents, 110 answered the question regarding years 
of service. Among them, 37.3% (n=41) reported having 1-10 years of 
experience, 27.3% (n=30) reported 11-20 years, 23.6% (n=26) reported 
21-30 years, 10.9% (n=12) reported 31-40 years, and 0.9% (n=1) 
reported over 40 years of experience (Figure 2). 

In terms of department type, 82 respondents identified as career first 
responders, 24 as members of combined career/volunteer departments, 
and 7 as members of strictly volunteer departments. Employment status 
data showed 84.1% (n=95) of respondents were full-time first responders, 
while 13 were part-time, and 5 were volunteers receiving no stipend. 

Mental Health Knowledge 

Of all 113 participants, 92 (81.4%) reported that they were aware of the 
mental health services available to them as first responders with 21 
(18.6%) reporting they were not aware. While 57 (50.9%) respondents 
reported they have utilized mental health services or support groups, 55 
(49.1%) reported they have not utilized these resources. 

Gender vs Stigma 

Chi-square analysis indicated no relationship between gender and stigma 
(P value=0.58 with a confidence level of 95%). 

Gender vs Culture 

Chi-square analysis indicated no relationship between gender and culture 
(P value=0.14 with a confidence level of 95%). 

Department vs Importance 

Chi-square was significant between department type and perceived 
importance with a P value of 0.01 and a confidence level of 95%. 
Specifically, a chi-square test was conducted to examine the relationship 
between department type and importance of mental health resilience 
training. Utilizing one of the survey questions, “Have you ever received 
any mental health training (eg, stress management, resilience building) 
as part of your job?” over half (of 113 responses) of first responders have 
received mental health training, but 45.1% of responders have not. 
Firefighters reported the highest rate of not receiving mental health 
training (31.9%), which suggests a potential gap in mental health 
preparedness within this group (Figure 3). 

Department vs Trauma 

Chi-square was significant between department type and trauma with a 
P value of 0.012 and a confidence level of 95%, which indicates a 
significant association. Specifically, a chi-square test was conducted to 
examine the relationship between department type and trauma that first 
responders experience and the negative coping mechanisms that follow. 
This test showed that firefighters have the highest percentage of 
respondents that developed unhealthy coping mechanism (22.1%) with 
only 3.5% of police officers and 12.4% of EMTs developing negative 
coping mechanisms. This shows that unhealthy coping mechanisms 
might be more prevalent in certain departments (Figure 4). 

Figure 2. Bar Chart Years of Experience by Department Type 

Abbreviations: EMT, emergency medical technician; EMTI, emergency medical technician intermediate. 
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Figure 3. Bar Chart Importance of Mental Health Training by Department Type 

Abbreviations: EMT, emergency medical technician; EMTI, emergency medical technician intermediate. 

Figure 4. Bar Chart Trauma Exposure by Department Type 

Abbreviations: EMT, emergency medical technician; EMTI, emergency medical technician intermediate. 

Respondents were asked to address barriers that have prevented them 
from utilizing mental health services or support groups. Throughout this 
analysis, 9 main themes were identified from extended response answers: 

stigma, none/NA, availability/accessibility, time, miscellaneous, lack of 
understanding, cost, tough it out mentality, and confidentiality. The top 
responses in each theme are shown in Table 1. 
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Table 1. Barriers Preventing Utilization of Mental Health Service/Support GroupsThemes and Responses 

Theme and Top Responses Within Theme 
Stigma (18)a 1. Initially, I felt "weak" and was fearful of confronting thoughts, feelings, and emotions associated with the job 

2. Speaking with someone and being vulnerable about mental health concerns it is hard knowing that the issues will be from 
work, and there is a fear that supervisors and those within the department will find out about your stressors and mental issues. 
3. Groups are hard due to stigma and not getting the actual treatment that is beneficial. 
4. Just the general view of being weak or incapable of doing your job because of your mental health. 
5. When I first started in this profession it was somewhat frowned upon... 

None/NA (18) 1. No barriers, I’ve never needed to use mental health services. 
2. None. If the need arises, I will seek help. I am aware of and comfortable with my cues and triggers so that I can focus 
on a healthy way of dealing with anxiety. 
3. None personally. 
4. Not needed. 
5. None at this time. 

Availability/Accessibility 
(12) 

1. The ability to quicky get a support team to the department after a major traumatic event. May take several days. 
2. Availability of first responder specific resources in our area. 
3. Blue star takes a long time to call back and was difficult to schedule with. 
4. There is more available now and I believe that I would have taken advantage of them had that opportunity existed. 
5. Availability, scheduling, or lack of trust from other people. 

Time (9) 1. Number of hours spent on the job. 
2. Time management. 
3. Time management issues. 
4. Time. 
5. Time management. 

Miscellaneous (7) 1. I don’t feel like the group sessions are effective, no one really opens up and all you are doing is reliving the event. I’m 
not sure how to pick the right person for one-on-one counseling. 
2. The biggest barrier is the lack of mental health professionals that understand first responders. This lack of 
understanding makes it difficult to build rapport. For example, I was sent to counseling after a traumatic call where 2 
teenagers died (murder/suicide pact). The counselor actually cried when I told her the story and was inconsolable. She 
couldn't process what we see as first responders. That was such a bad experience that it was almost a decade before I 
felt comfortable seeing anyone else. My impression of mental health resources was skewed because of that 1 bad 
experience. Thankfully my next counselor worked with veterans and other first responders, and she helped me 
immensely. Having counselors that are not informed about first responders can cause long-lasting harm for both the 
responders but can also harm any sort of trust in the mental health resources that are available. 
3. Reliving the tragedy. 
4. My department gave lip service to mental health but very little actual support. 
5. I found a competent therapist after my third try, but this was after a lengthy time (years) of shoving my thoughts and 
feelings down. 

Lack of understanding (6) 1. Proper mental health services that focus and understand our jobs, not just general mental health. 
2. The provider doesn't understand first responders, can’t tell them the issues, because they won’t understand. 
3. The provider doesn't understand first responders. 
4. Having counselors that are not informed about first responders can cause long-lasting harm for the responder but can also 
harm any sort of trust in the mental health resources that are available. 
5. Can’t tell them the issues, because they won’t understand. 

Cost (6) 1. Cost! It’s always cost! 
2. Insurance and privacy. 
3. I think it depends on the cost of counselors and programs. 
4. Unfortunately, it is cost. 
5. Cost. 

Tough it out mentality (5) 1. Early in career the “tough it out” mentality. 
2. Also, I don’t like talking to people about my feelings. I’ve always been a “suck it up” kind of person. 
3. Also grew up in a household where mental health was viewed as make-believe. 
4. Barriers created by me. Thinking I don’t need it. 
5. Always felt like I could get through it on my own. 

Confidentiality (2) 1. Confidentiality is the main barrier. 
2. Confidentiality. 

a There were 83 total responses to the overall question. Numbers in parentheses represent number of responses matching each specific theme. 

Respondents were asked how their mental health has been impacted by 
traumatic incidents that they have encountered during their roles as first 
responders. Throughout this analysis, 10 themes were identified: mental, 

emotion, coping, change in life views, none/NA, unhealthy coping 
mechanisms, miscellaneous, seek therapy, lack of understanding, and 
keeping busy. The top responses in each theme are shown in Table 2. 
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Table 2. Mental Health ImpactsThemes and Responses 

Theme and Top Responses Within Theme 
Mental 
(anxiety, 
trauma, PTSD, 
depression) 
(21)a 

1. Many years of post-traumatic stress and an eventual diagnosis with PTSD, as well as C-PTSD, had a personal and professional 
impact. Having worked in an environment with little to no support exacerbated feelings of an internal struggle. I experienced periods 
of depression, anxiety, and suicidal thoughts that led to poor coping skills and trying to find ways to “numb" such as exercise, 
overworking/overdoing, and binge alcohol use. 
2. There are also other anxiety/trauma response like not feeling comfortable with anyone immediately behind me, having to always 
know the closest exit for any room I am in, getting nervous in large crowds, essentially anything where I don't have control of a 
situation. I have learned to live with many of these things mainly because the culture back then was to just suck it up and move on. 
3. Not doing certain activities because of the reminder of something bad that has happened on a call. Not eating certain foods 
because the smell is a reminder of something. Simply just not caring about really anything because you’ve grown so numb to a lot of 
stuff. 
4. Certain calls/faces/voices will never leave my head at one point or another. Not always there but definitely will always have a spot 
in my brain and memories. Brings up emotions every once and a while because of things I have seen. 
5. Lack of sleep, anxiety, stress, anger, nightmares. 

Emotion (17) 1. Feelings of hopelessness and anger from seeing and dealing with constant negativity and trauma. Hopelessness comes from 
dealing with everyone’s worst day and having to try and fix their problems. We often use our energy to help others with their 
problems and neglect to address the problems we are dealing with. You can sometimes find yourself in a dark hole of hopelessness 
when your internal struggles are left unchecked, leading to a feeling of anger and frustration. You can also feel hopeless when you've 
done all you can do and still have to see people struggle and suffer with their own problems that you are unable to solve. These 
feelings are sometimes brought home and cause tension between family members. When this occurs, you feel guilty for allowing it 
and sometimes lash out in anger as a defense mechanism. 
2. More often than not there is no time to properly deal with or heal from a traumatic call, it's always "can you clear for another call". I 
have found myself getting angry throughout the day when I can't heal, or eventually several of the same traumatic calls pile up on my 
mind until it can't anymore, and I deal with it in ways that are healthy but somewhat excessive. 
3. Self-isolation. Feelings of impending doom. Irritability. 
4. Have become numb to traumatic events. Sometime lacking compassion. 
5. My sympathy and patience for people is at an all-time low. 

Coping (10) 1. "Screws you up for a few days, then you file it away and move on. It’s part of the job. Once you realize that you’re going to see bad 
stuff, you get used to it. Being with your crew, those who experienced it with you”. 
2. Young people struggle when they first start seeing the traumatic stuff. Other older guys, talking, sharing similar experiences, and 
how to deal with them really help those struggling. I have personally talked to guys on the job about traumatic incidents and have 
helped them, telling them they did all they could do. And its “normal” in our line of work.   Sad but true.    
3. You learn very quickly to compartmentalize. Things that may seem very traumatic to civilians are never 'that bad' to you. Other life 
stress has a greater impact on your mind when you spend 5 days a week helping others with theirs.   
4. I have seen the worst of the worst in my time as a city police officer. I leave it at the front door when I get home. It doesn’t stay with me. 
5. Typically, immediately following an incident is when we have first responders that are most reflective; never during. 

Change in life 
views (9) 

1. Now that I am about 20 years into my career, I have noticed how many of my trauma responses are ingrained into my normal daily 
habits. For example, I had a call years ago where a 1-year-old was not strapped into a shopping cart and fell. The child had a skull 
fracture, major brain bleed, and almost died. Now that I am a parent, I experience an anxiety attack if my daughter is in a shopping 
cart and is not strapped in. It is to the point that everyone that goes grocery shopping with me knows to get a cart with a working 
seat belt. 
2. Raising my children. They have not been allowed to do activities based on the stupidity and negligence of others. 
3. It makes it feel like everything outside of work is not a big deal. 
4. I’m the type of person to say it hasn’t affected me at all. But I’m sure it has. I know over the last 6 years I’ve changed. It would take 
a professional to figure it out, I guess. But I guess my view on life and death has changed. Also, my sympathy and patience for people 
is at an all-time low. 
5. I would like to say it has impacted me by being more cautious with people and relationships that I have with others due to an 
incident that took place. This particular incident, I responded to a call where a friend of mine was actively committing suicide. You 
become more guarded in relationships. 

None/NA (8) 1. Not at all. 
2. None that I know of. 
3. None at all. 
4. None. 
5. N/A. 

Unhealthy 
coping 

mechanisms 

(7) 

1. Severe depression, alcoholism, drug addiction, relationship issues, and health issues. My career ended from an “in the line of duty” injury. 
Thank God I was able to battle and beat these issues. Had no help from the city or work comp. 
2. It has not negatively affected relationships, but at times I put my family members and loved ones in place of victims I have encountered 
which causes periods of fear. 
3. PTSD. Anxiety. Stress. Increase in alcohol use. 
4. Reliving the event in my head once in a blue moon. 
5. Loss of sleep, drinking, quick tempered. 
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Miscellaneous 
(7) 

1. Over the years, I have seen and experienced things from murders to serial assaults.   Sometimes circumstances of a case or incident 
bring things from the past to the surface but knowing that those things are part of the job and you did what you had to do helps 
keep things in perspective. 
2. There are things in life that your average person will never have to see, and things that when you do you know will stick forever, if 
not just for a long time. Being an empathetic individual is incredibly taxing on a first responder when you have to assess the situation, 
handle the situation and then tackle everything else in between and thereafter all while maintaining some sort of decorum that will 
not tarnish the company or yourself. 
3. It has had a significant impact. I’ve worked in very busy urban environments. The volume and acuity of calls varies based on where 
you work, but for those of us that have worked in those busy environments and had repeated exposure, I think the stigma is there 
more to put it away and keep moving. 
4.Management insisting you go back in service immediately, push on fast turnaround time. 
5. I try not to let it affect me.   But it may add to stress of everyday life. I am sure that being able to relax and get good REM sleep. 

Seek therapy 
(5) 

1. I see a counselor at least every 3-4 weeks now just to help with life stress and past trauma.   
2. Usually, the days after a high acuity incident will be hard until CISM or peer counselors come to talk. 
3. I have experienced this firsthand and took it upon myself to seek counseling to help me cope with and solve my own issues. 
4. Seeing death needs to be dealt with. 
5. I feel it is the best therapy you can do to help yourself.   We talk about it and when we do that, we decompress and digest and 
accept what has happened. I had crew members usually. 

Lack of 
understanding 
(3) 

1. Outside of our job, mental health workers DO NOT understand. They don't. This is why I have low faith in outside services. Others 
have had success. We in the fire service, unfortunately, are different, we think, feel, and see things traumatically...different". 
2. I struggle with communication because I’ve always kept my feelings in because I always felt like I wasn’t understood. People don’t 
understand how tired you can be mentally and just wanting to zone out. 
3. I can’t relate to people like I used to. I became a loner to an extent. 

Keeping busy 
(2) 

1. It has forced me to develop an ability to sequester my bad experiences and close myself off from them like putting them in a 
sealed room. Trust me, when I open the door to the room, I remember each experience in full detail and color, but so far I have been 
able to close the door and walk away mentally. I have developed other interests that replaced the fire service leg on my stool and 
added maybe more legs and stability. For how long I don’t know. This is the cross we all bear when we do this job. Sometimes it 
becomes too much for some. 
2. I'm more isolated than I want to be. I have friends I can solidly rely on however I find I'm much less social and would rather stay 
busy doing other stuff. 

a There were 89 total responses to the overall question. Numbers in parentheses represent number of responses matching each specific theme. 

DISCUSSION 

Significant Findings 

This assessment aimed to examine and analyze barriers that are 
preventing first responders in Mahoning County, Ohio, from utilizing 
mental health services. By assessing accessibility issues, personal 
attitudes/traumas, stigma, and organizational culture, this study sought 
to discover factors within the work environment and community that 
contribute to the underutilization of mental health services. The 
hypothesis was that first responders in Mahoning County face barriers, 
which contributed to the underutilization of mental health services and, 
based on both quantitative and qualitative data, we were able to show 
that there were significant findings linking barriers analyzed (stigma, 
trauma, accessibility issues, personal attitudes, and organizational 
structure). By utilizing a framework from Kshtriya et al, this study 
looked at gender against stigma and culture and department type against 
importance and trauma.3 Univariate data looked at 3 independent and 4 
dependent variables by utilizing bar charts to display data and show a 
clear understanding of distribution. Bivariate data looked at gender and 
perceived stigma towards mental health service utilization with chi-
square test results determining that there was no statistical significance 
between gender and perceived sigma. Only 21.2% of the survey 
respondents were female, while 78.8% of participants were male which 
might have skewed the data. Based on this, although there is no 

significant association, gender differences in perception do exist because 
females tended to perceive stigma more strongly based on survey 
answers. The next observation was gender and culture and if gender 
influences beliefs about a “tough it out” culture in a first responder 
setting. The data concluded that there was no statistical significance 
because the P value was 0.144, but females strongly recognize the 
presence of cultural expectations against seeking support. The third chi-
square test explored department affiliation impacts on whether 
respondents received mental health training. There was statistical 
significance because the P value was less than 0.05 (0.01) and we 
concluded that firefighters are significantly less likely to receive mental 
health training. Police officers show the most consistent access to 
training across comparisons. The final test assessed differences across 
departments in the development of unhealthy coping strategies following 
trauma exposure. The P value was 0.012 which is less than 0.05 so the 
data concluded that there was statistical significance. Based on the 
findings, firefighters are significantly more likely than police officers to 
report unhealthy coping. Firefighters and EMS reported at similar rates, 
and police are the least affected group in this regard. Qualitative data 
found themes of stigma being perceived as a barrier among extended 
responses. Another notable theme was lack of accessibility and 
availability of counselors due to work hours or lack of resources being 
provided. Another common theme was the development of mental issues 
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such as PTSD, anxiety, and severe depression among first responders 
who responded to the survey. 

Overall Patterns 

Gender does not show significant associations with stigma or cultural 
expectations, but female respondents more frequently reported higher 
stigma and stronger cultural pressures. Department affiliation is 
significantly associated with both access to mental health training and 
development of negative coping behaviors. This data also showed that 
firefighters are consistently at higher risk for lacking training and 
reporting unhealthy coping strategies. Police are most likely to receive 
mental health training and least likely to develop negative coping 
behaviors, while EMS personnel fall in between firefighters and police 
across metrics. 

Comparisons 

A prior study4 focused on peer support programs and the role they play 
in reducing stigma and then improvement of access to mental health care 
among first responders. The results of this study provide evidence for 
implementing peer support systems within departments. The cross-
sectional study predicted 3 major mental health outcomes (PTSD, 
anxiety, and depression).4 This indicates the importance of the high 
levels of social support in first responder environments.4 Key findings 
included increases in participants’ self-efficacy and intention to engage 
in supportive peer conversations and higher baseline levels of trust in 
peers. Horan’s study aligns with this study because although there was 
no statistical significance found between gender and perceived stigma; 
qualitative responses revealed that stigma was an overall recurring theme 
and supports the idea that stigma is a real barrier with Horan’s model 
validating the themes from qualitative responses.4 Mental health issues 
and trauma were also recurring themes within the qualitative data which 
aligns with Horan’s study.4 Another study3 examined how social support 
buffers negative effects of occupational stressors on mental health 
outcomes (PTSD, anxiety, depression) in first responders.3 This study 
found that increased perceived social support reduces the psychological 
burden of job stress. Greater occupational stress correlated with lower 
perceived social support which links to more severe mental health 
symptoms.3 There is a correlation with this study because it confirms that 
occupational trauma is leading to mental health symptoms. Although 
Kshtriya’s study did not analyze the differences across department type 
this study further extended Kshtriya’s because it showed how 
occupational stressors impact and vary by department type. 

Strengths and Limitations 

This assessment was able to address a critical issue and explored why 
first responders aren’t utilizing mental health resources that are currently 
provided for them. There was a sample size of 113 and this assessment 
utilized chi-square tests, also looking at mean, standard deviation, and 
bar graphs to report data. These findings can help first responder 
departments address current barriers to using mental health services and 

can inform efforts by other agencies such as health departments and 
emergency services to improve support systems. Some limitations of this 
assessment might have been the disproportion of male to female and of 
firefighters as opposed to the other 2 emergency groups. This study had 
only 24 females participate with 89 male respondents; 53 firefighters, 33 
police officers, and 27 EMS personnel, which might have skewed data 
collection. In addition, some questions did not receive 100% 
participation which allowed for gaps in data collection. This might have 
weakened conclusions. Another limitation might have been questioning 
type; the number of levels of the Likert scale approach might have 
weakened analytical strength. Using only 2 or 3 levels, as opposed to 5, 
might have strengthened the statistical approach. 

Recommendations 

Targeted mental health training should be prioritized, particularly for 
firefighters who demonstrated the lowest training participation rates and 
a higher likelihood of engaging in negative coping behaviors according 
to survey findings. Departments are encouraged to develop 
comprehensive mental health policies that address the distinct needs and 
experiences of police, fire, and EMS personnel. Integrating a dedicated 
mental health counselor into each department, available to support 
responders following high-stress or trauma-related incidents, would 
complement existing peer support programs and offer an additional layer 
of care. It is essential that these counselors possess specialized 
knowledge and experience working with first responders to foster trust 
and create a more comfortable and effective clinical environment. 
Additionally, gender-sensitive stigma reduction initiatives and culturally 
competent mental health responses should be embedded into department 
practices, alongside the continued expansion of peer support systems. 
Finally, departments should implement ongoing evaluation processes to 
monitor effectiveness of mental health interventions, ensuring 
continuous improvement and responsiveness to the evolving needs of 
their personnel. 

PUBLIC HEALTH IMPLICATIONS 

These findings underscore the need for department specific mental health 
interventions especially within those where mental health preparation 
appears to be lacking. There is need to enhance training opportunities 
and address departmental culture while also promoting stigma-free 
access to mental health services and resources. These steps are essential 
to foster resilience and well-being among all first responders. There is 
also need for tailored strategies that consider both departmental context 
and gender-related perceptions to create a safer, healthier, and more 
supportive environment for those on the front lines of emergency 
response. 
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APPENDIX – First Responder Mental Health Service Utilization Survey 

This survey was designed to assess challenges and inform strategies related to advocacy, peer support, and organizational change to 
improve mental health awareness, reduce stigma, and support first responder wellness. Survey questions were developed and coded 
according to a theoretical framework that best aligned with each item, specifically either the Andersen Model of Health Service Utilization 
or the US Surgeon General’s Framework for Workplace Mental Health and Well-Being. 

Question Options Framework 
1. Consent question --------------- --------------- 
2. What is your role as a first 
responder? 

•Firefighter 
•Police Officer 
•EMT/EMTI/Paramedic 

Demographic 
Andersen Model of Health Service Utilization 
Predisposing factors 

3. What is your gender? •Male 
•Female 
•Non-binary 

Demographic 
Andersen Model of Health Service Utilization 
Predisposing factors 

4. Are you a Mahoning County first 
responder? 

•Yes 
•No 

Demographic 
Andersen Model of Health Service Utilization 
Predisposing factors 

5. Are you currently active or 
retired? 

•Active duty 
•Retired 

Demographic 
Andersen Model of Health Service Utilization 
Predisposing factors 

6. Any previous or current military 
service? 

•Yes 
•No 
•Prefer not to answer 

Demographic 
Andersen Model of Health Service Utilization 
Predisposing factors 

7. How many years have you worked 
at your department? 

Fill in Demographic 
Andersen Model of Health Service Utilization 
Predisposing factors 

8. What is your current age? Fill in Demographic 
Andersen Model of Health Service Utilization 
Predisposing factors 

9. What is your department type? •Volunteer 
•Career 
•Combined 

Demographic 
Andersen Model of Health Service Utilization 
Predisposing factors 

10. Response area type? •Suburban 
•Rural 
•Urban 
•City 

Demographic 
Andersen Model of Health Service Utilization 
Predisposing factors 

11. Employment status? •Full-time 
•Part-time 
•Volunteer 

Demographic 
Andersen Model of Health Service Utilization 
Predisposing factors 

12. How would you rate the 
importance of mental health 
support for first responders? 

•1-5 not important to very important (Likert 
scale) 

Importance 
Surgeon General’s Framework for Workplace 
Mental Health and Well-Being 
Protection from Harm 

13. To what extent do you believe 
mental health services are beneficial 
to first responders? 

•1-5 not beneficial to very beneficial (Likert 
scale) 

Belief 
Surgeon General’s Framework for Workplace 
Mental Health and Well-Being 
Protection from Harm 

14. Have you experienced a trauma 
related call? 

•Yes 
•No 
•Prefer not to answer 

Trauma 
Surgeon General’s Framework for Workplace 
Mental Health and Well-Being 
Protection from Harm 
Andersen Model of Health Service Utilization 
Need-Based Factors 
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15. Have you ever responded to a 
call that still lives in your mind to 
this day? 

•Yes 
•No 
•Prefer not to answer 

Trauma 
Surgeon General’s Framework for Workplace 
Mental Health and Well-Being 
Protection from Harm 
Andersen Model of Health Service Utilization 
Need-Based Factors 

16. Have you ever had an incident 
that kept you from sleeping? 

•Yes 
•No 
•Prefer not to answer 

Trauma 
Surgeon General’s Framework for Workplace 
Mental Health and Well-Being 
Protection from Harm 
Andersen Model of Health Service Utilization 
Need-Based Factors 

17. Have you ever had an incident 
that has stayed in your mind for an 
extended period of time? 

•Yes 
•No 
•Prefer not to answer 

Trauma 
Surgeon General’s Framework for Workplace 
Mental Health and Well-Being 
Protection from Harm 
Andersen Model of Health Service Utilization 
Need-Based Factors 

18. Have you developed unhealthy 
coping mechanisms to deal with 
emotional traumas (drinking, drugs, 
anger management)? 

•Yes 
•No 
•Prefer not to answer 

Trauma 
Surgeon General’s Framework for Workplace 
Mental Health and Well-Being 
Protection from Harm 
Andersen Model of Health Service Utilization 
Need-Based Factors 

19. Are you aware of mental health 
services or support groups available 
to you as a first responder? 

•Yes 
•No 
•Prefer not to answer 

Stigma 
Surgeon General’s Framework for Workplace 
Mental Health and Well-Being 
Protection from Harm 
Andersen Model of Health Service Utilization 
Enabling Factors 

20. Have you ever utilized mental 
health services or support groups? 

•Yes 
•No 
•Prefer not to answer 

Stigma 
Surgeon General’s Framework for Workplace 
Mental Health and Well-Being 
Protection from Harm 
Andersen Model of Health Service Utilization 
Enabling Factors 

21. If you have utilized mental health 
services, how satisfied were you 
with the support you received? 

•1-5 not satisfied to very satisfied (Likert 
scale) 

Stigma 
Surgeon General’s Framework for Workplace 
Mental Health and Well-Being 
Protection from Harm 
Andersen Model of Health Service Utilization 
Enabling Factors 

22. Do you feel that seeking mental 
health services could affect your job 
or career advancement? 

•Yes 
•No 
•Unsure 
•Prefer not to answer 

Perception 
Surgeon General’s Framework for Workplace 
Mental Health and Well-Being 
Connection and Community 
Andersen Model of Health Service Utilization 
Enabling Factors 

23. How significant is the stigma 
associated among first responders, 
in your opinion? 

•1-5 not significant to very significant (Likert 
scale) 

Stigma 
Surgeon General’s Framework for Workplace 
Mental Health and Well-Being 
Connection and Community 
Andersen Model of Health Service Utilization 
Enabling Factors 
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24. Do you have concerns about 
confidentiality when using mental 
health services provided by your 
employer? 

•Yes 
•No 
•Prefer not to answer 

Perception 
Surgeon General’s Framework for Workplace 
Mental Health and Well-Being 
Protection from Harm 
Andersen Model of Health Service Utilization 
Enabling Factors 

25. What types of mental health 
services would you find most 
helpful? Select all that apply. 

•One-on-one counseling 
•Trauma-focused therapy 
•Online/Telehealth 
•Support groups 
•Peer-led groups 
•Walk-in crisis clinics 
•Mobile crisis clinic 
•Stress management workshops 
•Mental health education and awareness 
campaigns 
•Pet-assisted therapy 

Importance 
Surgeon General’s Framework for Workplace 
Mental Health and Well-Being 
Protection from Harm 
Andersen Model of Health Service Utilization 
Enabling Factors 

26. Have you ever received any 
mental health training 
(eg, stress management, resilience 
building) as part of your job? 

•Yes 
•No 
•Not sure 

Culture 
Surgeon General’s Framework for Workplace 
Mental Health and Well-Being 
Protection from Harm 
Opportunity for Growth 

27. How often do you feel that your 
department’s culture discourages 
seeking help for mental health 
issues? 

•Yes 
•No 
•Prefer not to answer 

Culture 
Surgeon General’s Framework for Workplace 
Mental Health and Well-Being 
Connection and Community 
Andersen Model of Health Service Utilization 
Enabling Factors 

28. Do you think there’s an 
unspoken expectation among first 
responders to “tough it out” rather 
than seek mental health support? 

•Yes 
•No 
•Prefer not to answer 

Culture 
Surgeon General’s Framework for Workplace 
Mental Health and Well-Being 
Connection and Community 
Andersen Model of Health Service Utilization 
Enabling Factors 

29. How likely are you to trust 
mental health professionals with 
first responder-specific knowledge? 

•1-5 not likely to very likely (Likert scale) Culture 
Andersen Model of Health Service Utilization 
Need-Based Factors 

30. Have you ever avoided seeking 
help for mental health issues out of 
fear of being seen as weak? 

•Yes 
•No 
•Unsure 
•Prefer not to answer 

Culture 
Surgeon General’s Framework for Workplace 
Mental Health and Well-Being 
Connection and Community 

31. How much do you feel your 
mental health needs are prioritized 
within the organization? 

•1-5 not prioritized to very prioritized (Likert 
scale) 

Perception 
Surgeon General’s Framework for Workplace 
Mental Health and Well-Being 
Mattering at Work 

32. Do you believe your mental 
health challenges are directly tied 
to the nature of your work? 

•Yes 
•No 
•Unsure 
•Prefer not to answer 

Belief 
Andersen Model of Health Service Utilization 
Predisposing factors 

33. How comfortable do you feel 
discussing mental health issues with 
supervisors or peers? 

•1-5 not comfortable to very comfortable Perception 
Surgeon General’s Framework for Workplace 
Mental Health and Well-Being 
Connection and Community 
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34. How often do you feel that 
work-related stress negatively 
affects your personal relationships? 

•1-5 not at all to very often (Likert scale) Perception 
Surgeon General’s Framework for Workplace 
Mental Health and Well-Being 
Work-Life Harmony 

35. To what extent do you 
experience feelings of isolation or 
detachment from family or friends 
due to job-related stress? 

•1-5 not at all to very often (Likert scale) Perception 
Surgeon General’s Framework for Workplace 
Mental Health and Well-Being 
Work-Life Harmony 

36. What barriers have prevented 
you from using mental health 
services or support groups? 

Extended response Belief 
Andersen Model of Health Service Utilization 
Need-Based Factors 

37. What changes do you think 
could be made to improve access 
to mental health support for first 
responders? 

Extended response Importance 
Andersen Model of Health Service Utilization 
Health Outcomes and Suggestions for 
Improvement 

38. Is there anything else you would 
like to share about mental health 
support for first responders? 

Extended response Perception 
Andersen Model of Health Service Utilization 
Health Outcomes and Suggestions for 
Improvement 

39. In what ways has your mental 
health been impacted by traumatic 
incidents encountered in your role 
as a first responder? 

Extended response Trauma 
Andersen Model of Health Service Utilization 
Health Outcomes and Suggestions for 
Improvement 

40. List of mental health support 
resources provided. 

Mental Health Resources: 
If you or someone you know is experiencing 
negative effects on mental health, support is 
available, please consider reaching out to 
the following sources: 
•National Suicide Prevention Lifeline: Call 
or text 988 available 24/7. 
•Crisis Text Line: Text HOME to 741741 for 
free 24/7 crisis support. 
•Mahoning County Mental Health and 
Recovery Board: Visit 
www.mahoningmentalhealth.org or call 330-
746-2959 for local resources and assistance. 
•Help Network of Northeast Ohio: Dial 
211 for 24/7 support and referral to mental 
health services. 
•Compass Family and Community 
Services: Call 330-782-5664 for counseling 
and crisis intervention. 

__________________ 

https://www.mahoningmentalhealth.org
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ABSTRACT

Introduction: Polysubstance use has increased, with methamphetamine as the leading stimulant present in overdose deaths. 

Stimulants increase the risk of overdose, cardiovascular conditions, mental illness, and blood-borne diseases. This study 

explores polysubstance users’ perceptions of their current health, strategies to reduce health risks associated with 

polysubstance use, and beliefs and experiences of treatment in the Dayton, Ohio, area.  

Methods: Qualitative interviews were analyzed from 89 participants meeting the following eligibility criteria: (1) greater than or 

equal to 18 years of age, (2) living in the Dayton, Ohio, area, and (3) used methamphetamine within the past 30 days. 

Participants were recruited through flyers, outreach referrals, and snowball sampling methods. Structured survey data were 

collected and stored within REDCap, and qualitative interviews were audio recorded, transcribed verbatim, and analyzed 

thematically in ATLAS.ti using the health belief framework.  

Results: Participants described a lack of adequate methamphetamine treatment options compared to opioid use disorder 

treatment and using methamphetamine during treatment. Individuals explained existing physical and mental health conditions 

and oral health concerns, perceived to be induced or exacerbated by polysubstance use. Healthy eating and drinking habits, 

safe intravenous practices, and using methamphetamine to prevent or reverse an opioid overdose were identified strategies to 

reduce health consequences associated with substance use.  

Conclusion: Our findings substantiate a holistic treatment approach and suggest a public health initiative to increase 

awareness and education on polysubstance use health risks, screen and review patient health history, increase cross-sector 

collaboration, and expand access to treatment services and resources to improve well-being. 

Keywords: Qualitative; Methamphetamine; Opioid; Health; Treatment 

INTRODUCTION 

An increase in overdose deaths relating to polysubstance use has 

emerged across the United States indicating a fourth wave in the 

overdose crisis; co-occurring opioid and stimulant use deemed the “twin 

epidemic.”1-4 As of 2021, the number of opioid overdose deaths with 

psychostimulants (primarily methamphetamine) present reached over 
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32 500 nationwide.5 This newest wave in the opioid epidemic has raised 

concerns about the effectiveness of treatment for polysubstance use and 

novel health risks associated with stimulant and opioid co-use.  

In recent years, methamphetamine made a resurgence in Dayton, Ohio, 

located in Montgomery County, which is known for a high prevalence of 

drug overdose death largely related to the adulteration of the local drug 

supply with illicit, nonpharmaceutical fentanyl, and fentanyl analogues.6 

Methamphetamine is one of the most common substances used in 

combination with opioids within Montgomery County and is also the 

leading stimulant present in overdose deaths in the fourth wave.1,7,8 This 

may be attributed to the reported use of methamphetamine to alleviate 

withdrawal symptoms, enhance the euphoric effects of opioids, and to 

cope with emotional problems in individuals with an opioid use disorder.9,10 

In 2023, Montgomery County’s unintentional fatal overdose rate was 67.7 

per 100 000 individuals, most of which involved multiple substances 

including methamphetamine likely due to high availability in the area.7,11 

From 2010-2022, fatal overdoses involving prescription opioids and 

heroin decreased, while deaths involving illicit fentanyl increased, being 

present in 83% of all 2022 fatal overdoses within Montgomery County.12 

Toxicology screenings reported the presence of opioids in 87% of fatal 

overdoses, with methamphetamine being present in 37% of fatal 

overdoses.12 Nineteen percent of individuals who died from an overdose 

in 2023 were either currently in treatment or maintaining abstinence 

within a month of death.12 

Documented health consequences of opioid and stimulant co-use include 

an increased risk of overdose and, when injected, an increased risk of 

blood-borne infections.2,10,13-15 Additionally, mental health disorders, 

including psychosis, depression, anxiety, and other mental health 

symptoms are commonly diagnosed in those using a combination of 

substances.2,16 Individuals using opioids and methamphetamine have 

previously described worrying about health risks such as vein health 

after prolonged injection of methamphetamine and its potential effects 

on mental health.10 

This qualitative study explores opioid and methamphetamine co-use 

through constructs within the health belief model including perceived 

benefits, barriers, susceptibility, and severity relating to treatment beliefs 

and experiences, health risks, and risk avoidance strategies. The health 

belief model was developed by social psychologists to understand how 

individuals make decisions and take action involving health behaviors 

based on their perception on susceptibility, severity, benefits, and barriers 

related to the health condition.17,18 This study aims to explore the 

perceptions of individuals who co-use opioids and methamphetamine to 

inform the development of treatment strategies that support positive 

health decisions and health-promoting behaviors.  

METHODS 

Study Design 

This is a secondary qualitative analysis of a subset of qualitative data 

collected from the parent study, Crystal in the Gem City (Daniulaityte, 

principal investigator) which aimed to characterize a recent local 

resurgence in methamphetamine use through mixed methods research 

that integrates qualitative/structured interview data, urine toxicology, 

and forensic data on seized drugs and unintentional overdose deaths in 

the Dayton, Ohio, area. Crystal in the Gem City was approved by the 

Wright State University institutional review board and pilot tested with 

13 individuals. The parent study design consisted of a structured 

questionnaire and semi-structured key informant interview lasting 

approximately 1 to 1.5 hours. Data were collected from December 2019 

to November 2021, with field notes made during the interviews. The 

Crystal in the Gem City study was designed to include 90 participants, 

which was determined based on statistical power calculations for the 

mixed methods design. A large sample size allowed sufficient qualitative 

data to reach saturation, ensuring comprehensive insights into the 

research. The Crystal in the Gem City research team consisted of 2 

experienced substance use and addictions researchers with terminal 

degrees and additional support provided by a graduate research assistant. 

Each team member was also required to complete collaborative 

institutional training initiative (CITI) training in human subject research 

and ethical conduct.  

Participant Recruitment and Data Collection 

The parent study, Crystal in the Gem City, participants were recruited via 

flyers, outreach referrals, and snowball sampling methods. A total of 91 

participants were interviewed; however, 2 participants were excluded; 1 

participant did not meet the eligibility criteria and 1 participant interview 

was repeated. Therefore, a total of 89 participants met the following 

eligibility criteria for the Crystal in the Gem City study: (1) at least 18 

years of age, (2) currently living in the Dayton, Ohio, area, (3) self-report 

methamphetamine use at least 2 of the past 30 days. Interviews were 

conducted in a private office with only members of the Crystal in the 

Gem City study team present and included structured and semi-

structured components. All parent study participants were compensated 

with a $40 gift card. Structured data were collected and stored on the 

REDCap (Research Electronic Data Capture Tool) software, while 

qualitative interviews were digitally recorded in their entirety and 

transcribed verbatim by 1 member of the Crystal in the Gem City study 

team who removed all identifiers from transcripts and assigned 

pseudonyms to all participants. 

Data Analysis 

Descriptive statistics collected from the structured questionnaire were 

analyzed using SPSS. Transcripts from semi-structured interviews were 

uploaded to ATLAS.ti software for coding and analysis.19 The first 

author reviewed and coded all 89 participant interview transcripts with 

regular communication with members of the study teams to discuss 

findings as well as update the coding schema.  

The constructs of perceived benefits and/or barriers, perceived severity, 

and perceived susceptibility within the health belief framework were 

used to develop initial codes reflecting key themes. These key themes 

include treatment beliefs and experiences (perceived benefits and/or 

barriers), current health (perceived severity), and of negative health 

consequences through health risk avoidance strategies (perceived 
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susceptibility). Within each of these key themes, subthemes also 

emerged. Iterative categorization was utilized to systematically organize 

qualitative data including key themes, subtheme descriptions, exemplary 

quotes and endorsing participants.20  

RESULTS 

Participant Characteristics 

Out of 89 participants, 52.8% were female and 95.5% were White/non-

Hispanic. Ages ranged from 22-88 years with an average age of 

approximately 42 years (Table 1). Nearly 75% stated undergoing a 

significant period of anxiety within the previous 30 days, and over 50% 

of all participants felt they suffered a significant period of depression 

within the past 30 days (Table 2). Approximately 80% of participants 

expressed methamphetamine use has caused or worsened psychological 

or physical problems with nearly 95% of those individuals revealing they 

continued methamphetamine use despite experiencing psychological or 

physical problems (Table 2). 

Emerging Themes Within the Health Belief Framework 

Key findings from the qualitative interviews reflect distinct aspects of 

participants’ perspectives which offer insight into their perspectives on 

treatment experiences and beliefs, current health concerns, and risk 

avoidance strategies used to mitigate health consequences. Table 3 

presents verbatim quotes from participants organized by subtheme which 

offer a more nuanced understanding of participants’ perspectives. The 

quotes highlight reoccurring patterns and provide more detail supporting 

the broader key themes. 

Theme 1: Treatment Experiences and Beliefs  

The first key theme encompasses participant experiences and various 

beliefs related to substance use treatment. This overarching theme was 

segmented into 2 subthemes. 

Subtheme 1: Lack of Adequate Methamphetamine Treatment Options 

Compared to Opioid 

In recent years, the primary focus of substance use research and 

treatment has been opioids due to the opioid overdose epidemic. Several 

participants described a lack of adequate methamphetamine treatment 

options compared to treatment options for opioid use disorder. Charlene, 

a 59-year-old woman, was frustrated at the current options of 

methamphetamine treatment and suggests the available treatments are 

focused on opioids and noted, “they [treatments] all just deal with heroin 

and shit like that.” Similarly, Cameron, a 41-year-old male, perceived a 

lack of specialized effective treatment options for methamphetamine, 

leaving those with a methamphetamine use disorder with no treatment 

resources, “There’s not an individual treatment for meth, there’s no 

medication, there’s no nothing.” 

Other participants expressed knowledge of opioid treatment, but little to 

no knowledge of methamphetamine treatment. John, a 36-year-old male, 

acknowledges his lack of awareness for methamphetamine treatment 

options and suggests correctional facilities as a form of 

methamphetamine treatment. 

“I don’t know much about it, I never heard a whole lot about meth 

treatment. Hear a lot about heroin and fentanyl and all that shit 

doesn’t really work…meth seems to be the best thing to stop you 

from doing it, honestly. I don’t really hear a lot about meth treatment. 

Just going to jail.”  

John’s comment is important as it not only suggests that 

methamphetamine can be perceived as a form of self-treatment for 

opioid usage, but it also indicates correctional facilities are a common 

response to methamphetamine treatment instead of supportive and 

therapeutic interventions.  

 

Table 1. Participant Demographic Characteristics (N=89) 

Demographic Characteristic Frequency (n) Percent (%) 

Sex   
Female 47.0 52.8 

Male 42.0 47.2 

Race/Ethnicity   
White/non-Hispanic 85.0 95.5 

Black/African American 2.0 2.3 

Hispanic/Latino 1.0 1.1 

Multi-Racial 1.0 1.1 

Education   
Less than high school graduation 16.0 18.0 

GED 21.0 23.6 

Completed high school 11.0 12.4 

Some college/technical/trade school 34.0 38.2 

Associate degree 6.0 6.7 

4-year college degree 1.0 1.1 

Participant age (years): x̄, σ 42.1 10.5 

Participant age range (years) 22.0 - 88.0  

Abbreviations: x̄, mean (average); σ, standard deviation. 
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Table 2. Participant Current Health Characteristics (N=89) 

Health Characteristic Frequency (n) Percent (%) 

Chronic pain 

No 52.0 58.4 

Yes 37.0 41.6 

Heart problems 

No 58.0 65.2 

Yes 31.0 34.8 

Endocarditis 

No 81.0 91.0 

Yes 8.0 9.0 

Hepatitis C 

No 30.0 33.7 

Yes 58.0 65.2 

N/A 1.0 1.1 

HIV/AIDS 

No 87.0 97.8 

Yes 2.0 2.2 

Significant period of depression in the past 30 days 

No 43.0 48.3 

Yes 46.0 51.7 

Significant period of anxiety in the past 30 days 

No 23.0 25.8 

Yes 66.0 74.2 

Significant period of hallucinations in the past 30 days 

No 77.0 86.5 

Yes 12.0 13.5 

Significant period of suicidal thoughts in the past 30 days 

No 74.0 83.1 

Yes 15.0 16.9 

Ever attempted suicide 

No 55.0 61.8 

Yes 34.0 38.2 

Methamphetamine use caused or worsened psychological or physical problems 

No 18.0 20.2 

Yes 71.0 79.8 

Continued using methamphetamine despite psychological or physical problems 

No 3.0 4.2 

Yes 67.0 94.4 

N/A 1.0 1.4 

Subtheme 2: Using Methamphetamine While in Substance Use Treatment 

While some participants reported a lack of medication to assist within 

methamphetamine treatment, others reported continued use of 

methamphetamine while receiving substance use treatment. When asked 

to explain the reasoning for using methamphetamine while in substance 

use treatment, Justin, a 36-year-old male, stated, “Cravings. Cravings. 

You crave it sometimes.” In addition to cravings, Charlie, a 40-year-old 

male, noted he used methamphetamine while in treatment because his 

prescription medication to treat opioid use would not allow him to feel a 

euphoric high from opioids, “I wanted to get high… suboxone won’t get 

me high.” 

These perceptions emphasize the overwhelming desire to satisfy 

cravings and feel high can overpower the ability to resist using 

methamphetamine in treatment and suggest individuals in treatment for 

opioid use disorder may substitute using opioids for methamphetamine. 

Theme 2: Current Health Status 

The second key theme related to perceived severity of current health 

status due to their methamphetamine use. This key theme was separated 

into 3 subthemes describing various health concerns which were 

perceived to be associated with methamphetamine use.  

Subtheme 1: Health Concerns Aside from Substance Use 

When discussing their current health, participants described a variety of 

additional health concerns (eg, eating disorders, hypertension, heart 



RESEARCH ARTICLE Ohio Journal of Public Health, Vol. 8 Issue 1    ISSN: 2578-6180 

 

5 

  Ohio Public Health Association 

disease, diabetes, abnormal growth or masses) which require regular 

monitoring or treatment. Laura, a 40-year-old female expressed her 

history of having an eating disorder and alongside concerns with her 

weight, which she recognized is impacted by her methamphetamine use: 

“Yeah, that’s always been a thing in my stuff though because I have 

an eating disorder. So, weight is always an underlying issue with 

substance abuse for me at least.” 

Jennifer, a 37-year-old female, described a different health concern, 

hypertension, remarking, “My blood pressure is through the roof.” The 

notion that methamphetamine use exacerbates hypertension was later 

confirmed as Jennifer noted: 

“The truth be known, I think it’s that [methamphetamine]. I betcha 

[sic] if I put that [methamphetamine] aside and checked my blood 

pressure, I betcha [sic] it’s not through the roof. I know it’s not good.”  

Both Laura and Jennifer highlight the complexity and interrelationship 

of diverse health concerns alongside methamphetamine use which 

participants are managing which can lead to a more challenging path to recovery. 

Subtheme 2: Mental Health Conditions 

When asked about the impacts of methamphetamine use on mental 

health, participants often described negative perceptions. Frequently 

reported mental health conditions included depression, anxiety, paranoia, 

psychosis, and hallucinations. Derek, a 30-year-old male, found when 

using methamphetamine, he would become paranoid and shared an 

encounter which stuck out to him: 

“I always thought that people were trying to kill me and one time I 

even ran down the street and hid in some bushes because I thought 

my roommates were plotting to murder me.” 

Another participant, Liz, a 39-year-old female found that even after 

abstaining from methamphetamine use for a few days, she still 

experienced bouts of hallucinations and suicidal ideation. She recounted 

a time when she was homeless and shared: 

“I was still hearing things and seeing things, and I was just losing 

my mind. I kept hearing that I'm worthless, and my kids will never 

love me, so I tried to hang myself, but the rope broke. I woke up on 

the ground, luckily, I'm fortunate that I didn't kill myself because 

that's the last thing I would want to do.”  

Liz’s comment suggests unwanted effects from methamphetamine on 

mental health could be influenced by confounding factors such as drug 

interactions, stress, living conditions, social factors, and more. 

Subtheme 3: Oral Health Concerns 

Participants reported experiencing oral health conditions such as 

bruxism (teeth grinding) and tooth decay, which were perceived to be 

induced or made worse by methamphetamine use. Katie, a 33-year-old 

female, articulated changes in her oral health and explained the term 

“meth-mouth,” a common phrase among individuals who use 

methamphetamine, to describe a variety of dental decay and other oral 

health problems. She noted: 

“your teeth start to get brown around the edges, around your gums 

and stuff. Mine aren’t there yet, but I have a hole in the back of one 

of my teeth, and then you can tell it’s decaying. Then I got a little 

tiny one down here, where it looks like it could be decaying.”  

Similarly, Cole, who is a 40-year-old male, expressed his experience 

with bruxism remarking “I grind my teeth more when I am on meth. 

These bottom ones feel like they may be loose or something.” While 

many participants commented on their current oral health condition, they 

were also aware of additional adverse oral health conditions which could 

be triggered through methamphetamine use.   

Theme 3: Health Risk Avoidance Strategies 

The third key theme was based on perceived susceptibility of health risks 

associated with methamphetamine use through exploring participants’ 

health risk avoidance strategies. Three subthemes emerged within health 

risk avoidance strategies.  

Subtheme 1: Maintaining Healthy Eating and Drinking Habits 

While maintaining a nutritious diet and staying hydrated are crucial for 

overall health and weight management, the use of stimulants such as 

methamphetamine can cause unintended side effects. When discussing 

risk avoidance strategies used to mitigate health consequences from 

methamphetamine use, participants such as Olivia, a 36-year-old female, 

expressed that methamphetamine usage increased awareness of the need 

to monitor daily water intake to avoid health consequences such as 

dehydration: 

“We try to drink a lot of water because if we don’t then we can’t hit 

ourselves because we are dehydrated. That’s stupid too, that’s the 

main reason why we drink stuff.”  

Likewise, Johnathon, a 37-year-old male, also highlighted water 

consumption as a protective factor from dehydration due to 

methamphetamine use stating: 

“I always drink water now. I mean I still have had that [dehydration] 

happen though, even though I’ve drank gallons of water. Something 

about meth dehydrates you bad.”  

While some participants acknowledged their efforts to maintain 

hydration, others acknowledged the negative impact of 

methamphetamine on their appetite and poor diet. Dylan, a 41-year-old 

male, was worried about the consequences of poor dietary intake due to 

his methamphetamine use noting, “I maintain a proper diet, at least eat.” 

Subtheme 2: Implementing Safe Intravenous Practices 

Implementing safe intravenous practices to reduce the risk of negative 

health associated with intravenous use was frequently reported by 

participants. Reported practices included not sharing syringes, utilizing 

syringe service programs, and cautious syringe disposal practices. 

Participants such as Heather, a 41-year-old female, emphasized the 

importance of not sharing injection equipment with others as she 

believes it can lead to infection. Heather explained how she attempts to 

avoid infection from her intravenous use as follows: 
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“I don’t let anyone use my needles and I don’t use anyone else’s. I 

use all my own things when I am getting high and that’s because if 

you use something from someone that has 15 abscesses, you bet 

your ass the second you do that shot that you’re going to end up 

with an abscess. It’s all about paying attention and it’s the same 

thing with the heroin. I don’t like anyone using my needles and I 

don’t use other people [sic] because I don’t know where they just 

came from or what they just did. They could have just dropped the 

needle in the toilet and handed it to me, I don’t know. So, I know 

what I am using and that is the only safety there is out there.”  

Subtheme 3: Methamphetamine as an Opioid Overdose Protective 

Factor  

Whether intentional or unintentional, the use of more than one substance, 

such as methamphetamine and opioids, is widely considered dangerous 

because the effects of one drug can mask those of another, increasing the 

risk of unintended adverse effects. In contrast, when exploring views and 

experiences in relation to methamphetamine use and opioid overdose 

risks, participants frequently reported the belief that methamphetamine 

can be used as a protective factor to prevent or reverse an opioid 

overdose. Ashley, a 48-year-old female, explained: 

“When you’re overdosing, your heart is slowing down and stopping. 

But when you’re on any kind of speed, your heart is always racing. 

I mean, you can overdose on crack too if you do too much and stuff 

like that. But I’ve seen people shoot people up who were, you know, 

in the midst over OD’ing and it helps to bring them back.”  

This perspective is interesting and provides insight into why some 

individuals may engage in polysubstance use.  

DISCUSSION 

Qualitative interview data suggest a lack of treatment options to ease 

withdrawal symptoms or satisfy craving for methamphetamine may 

shape beliefs on treatment, treatment needs, and willingness to enter 

treatment. In the context of health risks, individuals may implement risk 

avoidance strategies into their daily lives to mitigate health concerns of 

high perceived susceptibility while also balancing ongoing physical and 

mental health concerns. These beliefs and perceptions provide insight 

Table 3. Participant Quotes 

Health Belief 

Model 

Constructs 

Theme Subtheme Quote 

Perceived benefits 

and/or perceived 

barriers 

(about treatment 

experiences and 

beliefs)  

Treatment 

experiences 

and beliefs 

 

Lack of adequate 

methamphetamine 

treatment options 

compared to opioid 

“The only medicated assisted treatment you can get is opioids.”  

–Brendan, 36-year-old male 

Using 

methamphetamine 

while in substance use 

treatment 

“I just did meth as a substitute just to do something. I knew that I 

couldn’t get high. I knew that I couldn’t do dope and get high so it was 

literally just substituting one for the other.” 

-Sarah, 33-year-old female 

Perceived severity 

(of current health) 

Current health 

status 

Health concerns aside 

from substance use 

“It’s given me arthritis and injuries.” 

-Greg, 49-year-old male 

Mental health 

conditions 

“Oh I would twack [sic]. I would get so paranoid. I always thought that 

people were trying to kill me and one time I even ran down the street 

and hid in some bushes because I thought my roommates were plotting 

to murder me…. You still get those thoughts but you know. You know 

that you need to chill out and that you’re twacked [sic].”  

-Nathan, 30-year-old male 

Oral health concerns “Yeah. Bad teeth. My teeth went all to hell.”  

–Ali, 30-year-old female 

Perceived 

susceptibility (to 

health risks)  

Risk avoidance 

strategies 

Maintaining healthy 

eating and drinking 

habits 

“You have to eat and drink water. I drink lots of water. I’ve learned my 

lesson with not drinking water and getting dehydrated.”  

–Cal, 37-year-old male 

Implementing safe 

intravenous practices 

“Oh I’ve never shared a needle and I’ve never used a syringe more than 

once.”  

–Brock, 41-year-old male  

Methamphetamine as 

an opioid overdose 

protective factor 

“Because overdoses are a suppression of your breathing and that’s why 

you’re going to die. If you have amphetamines in you it’s going to be a 

lot harder to suppress. I’m not a doctor but I’m pretty sure.” 

-Steven, 41-year-old male 
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into polysubstance use which can be used to advance treatment, improve 

treatment effectiveness, provide appropriate resources, and improve 

patient quality of life by promoting healthy behavior choices. 

Study participants expressed a lack of adequate methamphetamine use 

treatment options compared to opioid treatment as most research has 

focused on opioids.21-24 Opioid use disorder treatments vary from 

behavioral therapies, contingency management, agonist replacement 

therapy, and medications for opioid use disorder (MOUD) to decrease 

opioid use, however there is not an effective US Food and Drug 

Administration (FDA) approved medication to treat methamphetamine 

use disorder.21,25-28 Recent studies have shown that lisdexamfetamine or 

extended-release injectable naltrexone plus extended-release oral 

bupropion can potentially be used to reduce methamphetamine use and 

ease withdrawal symptoms.29,30 Further research is needed to develop 

safe and effective medication which can be used to treat 

methamphetamine use. 

Our findings add to previous literature indicating individuals use 

methamphetamine in substance use treatment because of the enjoyable 

high and suggest a lack of treatment options to satisfy cravings.3 

Methamphetamine use during treatment has been associated with 

treatment discontinuation for individuals using MOUD, particularly 

methadone maintenance therapy (MMT) and buprenorphine.31-33 Further 

research is needed to better understand the interaction between 

methamphetamine use and MOUD, as well as the motivations for 

methamphetamine use during treatment. A better understanding of these 

factors could support the development of targeted strategies to improve 

treatment outcomes, promote retention in treatment, and address 

concurrent methamphetamine use among individuals receiving care for 

opioid use disorder. 

Study participants expressed additional co-current health concerns  

(eg, eating disorders, diabetes, hypertension, heart disease, irritable 

bowel disease) which can be induced or exacerbated by polysubstance 

use.34,35 Screening and providing proper health care services during 

substance use treatment for additional health issues is imperative to 

ensure the proper level of holistic care is delivered for individuals to 

improve health outcomes.36 Consistent with prior literature, individuals 

engaging in polysubstance use reported experiencing a variety of mental 

health concerns such as depression, anxiety, paranoia, psychosis, and 

hallucinations.2,10,16,37 Our findings support screening and assessment for 

mental health disorders in people using substances and providing 

integrated evidence-based mental health treatment to treat the whole 

person.38 

A decline in oral health was commonly reported among participants as 

both methamphetamine and opioid use have known association with 

adverse oral health conditions. Such conditions include pain, decay, 

loose teeth, and embarrassment due to appearance of teeth.39,40 Providing 

oral health services during substance use treatment could improve 

quality of life and treatment experiences. However, external challenges 

such as stigma, anxiety, transportation, financial difficulties, 

affordability, and availability of food and drinks high in sugar content, 

and the ability to maintain healthy oral hygiene habits must also be 

considered.41-43 Norway implemented free oral health services to 

individuals in an opioid maintenance treatment program, yet external 

challenges were thought to be contributing factors in low participation.43 

Understanding how to reduce oral health barriers among individuals 

using substances is vital to improving oral health and quality of life.43 

In the context of health-related risk avoidance, our study found some 

individuals have a heightened awareness of dietary and drinking habits 

ensuring proper nutrition. Neglect of nutritional and metabolic health is 

perceived as a negative consequence associated with polysubstance use. 

Suppressed appetite and malnutrition can lead to metabolic deficiencies 

or lower body composition which has previously been documented 

among individuals using substances.44-47 Treatment professionals might 

consider implementing assessments such as metabolic panel testing to 

ensure patients’ bodies are receiving the proper nutrients aiding in 

recovery.46 

Strategies such as not sharing syringes, using clean syringes, utilizing 

the syringe exchange, and avoiding using syringes were reported by 

participants to reduce health risks. These strategies are used as 

precautionary measures to decrease the chance of blood-borne infections 

and abscesses attributed to unsanitary injection materials.14,48,49 

Infections associated with intravenous administration such as HIV, 

hepatitis C, staphylococcus aureus, streptococcus pyogenes, and 

endocarditis can be life threating or increase the risk of developing other 

health conditions.50 Our findings support public health initiatives 

providing education promoting intravenous risks, effective harm 

reduction, and social resistance strategies expanding access to screenings 

of blood-borne infections and treatment.51 Such initiatives would equip 

individuals with knowledge, tools, and resources needed to make safe 

behavior choices alongside promoting physical health and well-being.  

Our findings are consistent with other research as participants 

acknowledged methamphetamine could be used to prevent or reverse an 

opioid overdose.9,52-54 In contrast to participant perceptions, concurrent 

use of methamphetamine and opioids has been documented to increase 

the risk of an overdose.13,16 However the belief that methamphetamine 

can prevent or reverse an opioid overdose is important to note as it 

highlights the idea that individuals may perceive methamphetamine use 

as beneficial for decreasing harmful risks associated with opioid 

overdose. Strategies such as implementing education on the risks of 

polysubstance use and expanding access to safe and effective opioid 

antagonist medication can aid in reducing overdoses.54 The findings of 

this study are not only intended to provide insight into strategies for 

polysubstance use treatment, but also resources and services available 

during and after treatment, and to ensure the skills and support needed to 

improve health and well-being. 

Limitations  

Limitations to this study include secondary data analysis as the protocol 

and data collection methods could not be changed. Furthermore, recall 

bias and social desirability bias due to the sensitivity of the study topic 

may impact the data.55,56 It is also important to note that the data were 
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previously collected over 4 years ago, and more recent data could offer 

additional insights into emerging trends. However, given the continued 

increase in methamphetamine and opioid use, the findings from this 

study provide valuable insight into health risks and treatment while 

underscoring the long-term applicability of the findings. Additionally, 

the coding of interviews was conducted by one author, which may limit 

the assessment of inter-coder reliability, although frequent 

communication with the study team occurred to refine the coding schema. 

Some participants had prior interaction with members of the research 

team through participation in a longitudinal study involving opioids. 

There was no ongoing relationship or contact between the research team 

and participants beyond the study. To mitigate any potential biases from 

prior interactions, the research team ensured that the current study's 

methodology and data analysis were conducted with objectivity and 

transparency. 

PUBLIC HEALTH IMPLICATIONS 

As the fourth wave of the opioid crisis continues, it is pertinent to 

continue understanding perspectives on treatment and negative health 

risks to decrease the number of Ohioans who fall victim to a 

polysubstance related overdose and improve health outcomes for people 

who use drugs. Further research in polysubstance use can assist in 

addressing Healthy People 2030 goals and objectives for the nation 

including reducing the number of people living with an opioid use 

disorder or increasing the proportion of people receiving treatment for 

both substance use and mental health disorders.57,58 Findings from this 

study highlight the need for cross-sector collaboration to continue 

development of innovative holistic treatment and harm reduction 

strategies which are customized by addressing unique physical, mental, 

social, and emotional health needs in addition to substance use treatment. 

A comprehensive holistic approach to polysubstance use treatment 

provides the greatest chance for long-term positive behavior change and 

improving overall health and well-being. Ohio treatment facilities, 

addiction and mental health counselors, community health workers, 

physicians, and other health professionals can benefit from the insights 

of perceptions on treatment and health from participants to create a safe 

and supportive environment to foster honest, open communication 

between patients and providers about sensitive health topics. Continuing 

research to fill the gaps relating to treatment experiences and health risks 

of polysubstance use, particularly the co-use of methamphetamine and 

opioids, is a critical first step to being able to create comprehensive and 

holistic public health initiatives. Addressing these knowledge gaps may 

inform the development of novel prevention, harm reduction, and 

treatment strategies, advance education and communication regarding 

polysubstance use, and expand access to supportive resources. 

Collectively, these efforts may contribute to improved health and well-

being of individuals who engage in polysubstance use. 
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ABSTRACT

Introduction: Lesbian, gay, bisexual, transgender, queer, intersex, asexual and two spirit (LGBTQIA2S+) individuals face 

numerous health disparities perpetuated by systemic barriers to care. Community engagement is crucial in developing 

community-informed interventions that address adverse health outcomes. It is essential to include voices from the community, 

particularly when research implications can have a direct impact on those communities. This research brief report presents 

valuable insights from LGBTQIA2S+ stakeholders and community members serving on a community research advisory board 

(CRAB) in Ohio.  

Methods: Participants recounted their lived experiences as LGBTQIA2S+ individuals over 10 CRAB sessions spanning a 2-year 

period. Participants met bimonthly in a virtual format. Through thematic analysis of session transcripts, these insights were 

characterized into 3 main categories. 

Results: The CRAB participants reported (1) facing difficulties in patient-provider relationships, (2) misperceptions and 

discrimination, and (3) unique perspectives on their multiple marginalized identities. Participant recommendations emphasize 

the importance of improving health care provider knowledge in treating the LGBTQIA2S+ population, advocating for 

representation within health care and research spaces, and creating interventions that consider the unique social determinants 

of this vulnerable community.  

Conclusions: Results from this brief report can inform future research and policy to address health inequities faced by 

LGBTQIA2S+ populations in Ohio, improving not only patient experiences but clinical outcomes. This would also increase 

accessibility to care and treatment. 

Keywords: LGBTQ+ health; Sexual minorities; Community-engaged research; Health disparities 

 

INTRODUCTION 

Health disparities within the lesbian, gay, bisexual, transgender, queer, 

intersex, asexual and two spirit (LGBTQIA2S+) communities remain a 

pressing public health concern in Ohio, marked by significant differences 

in access to care,1,2 and satisfaction upon treatment.3,4 These disparities 

include an increase in substance use, high prevalence of cancer, 

HIV/AIDS, and violence, as well as a delay in obtaining preventative 

treatments.4, 5  To address these social determinants, a community-

engaged research approach was utilized to involve the Ohioan  

 

LGBTQIA2S+ community. Community-based advisory boards, also 

known as CABs or CRABs, address various health inequities  

among underserved communities and help improve access to care.6 ,7 

This research brief report examines the lived experiences and insights 

from LGBTQIA2S+ individuals in a community research advisory board 

(CRAB) over 2 years. Developed by the Equitas Health Institute in 2021, 

the CRAB aims to identify specific perspectives from LGBTQIA2S+ 

identified individuals residing in Ohio.  

https://ojph.org/
https://creativecommons.org/licenses/by/4.0/
mailto:michelebattlefisher@equitashealth.com
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METHODS 

The CRAB participants were recruited through emails, social media, and 

outreach events. Participants identified as LGBTQIA2S+ and ranged in 

age from 18 to 80 years. The CRAB participants met bimonthly via 

Microsoft Teams from January 2022 and November 2024. Session 

transcripts were unrecorded for anonymity, but detailed accounts were 

taken by one independent notetaker. Notes were analyzed with Braun 

and Clarke’s 6-step thematic analysis. 8  A thematic analysis was 

appropriate for this report, given the breadth of qualitative participant 

responses during CRAB sessions. Participants were compensated with 

$50 at the end of the year for their contributions. All participants 

provided verbal consent for the use of de-identified information in this 

article.   

RESULTS 

The following 3 major themes emerged from participants' insights and 

feedback: invisibility and erasure, stigma and prejudice, and 

intersectional experiences. Braun and Clarke's 6-phase approach to 

thematic analysis was used to analyze participant’s feedback.8 This 

involved familiarization with the data, generating codes, identifying and 

reviewing main ideas, clearly defining themes, and producing a narrative 

that illustrates the themes as presented below.  

Theme 1: Invisibility and Erasure   

Participants reported multiple instances of difficulty navigating the 

health care system. Some participants discussed difficulty with gender-

affirming prescriptions, difficulty with scheduling, lack of understanding 

of HIV/AIDS, and excessive questioning of gender identity. Other 

deterrents, suggested by one participant, include “many gendered terms 

within screenings, such as ‘women’s health exam’ and ‘female condom.’”   

When asked about potential reasons for these health disparities, one 

participant mentioned, “There are only [few] hours of LGBTQIA[2S]+  

health care in medical education. Books are often not updated. There is 

[a] concern that older doctors may not have received any training at all.”  

As highlighted, a lack of LGBTQIA2S+ medical education is evident to 

patients who feel unacknowledged by their providers.  Likewise, some 

participants noted the “ignorance toward prostate cancer and its impact 

on trans women,” leading to another participant sharing similar instances 

with “breast cancer concerns post-HRT treatment.” Notably, education 

for health care providers, starting with instructional programs and 

continuing with licensure, can help reduce these disparities in care.  

On a broader scale, one participant referenced that “Doctors do not 

always recognize separate needs for LGBTQIA[2S]+ people. [There is] 

a lack of awareness around anal sex and its impact on colonoscopies.” 

Adding on, one participant was “surprised that there are no 

recommended guidelines for cancer screenings for transgender/gender-

diverse individuals.” Establishing clear, specific guidelines for the 

LGBTQIA2S+ community can reduce discrepancies among providers 

and improve screening rates.  

Additionally, it is important to consider how urban versus rural 

environments can impact health care experiences for LGBTQIA2S+ 

individuals. One participant mentioned that they “felt safer to identify 

themselves in Columbus,” and that they would “not feel this way in rural 

Ohio.” Others felt that rural settings would have greater issues in 

screening rates compared to cities, given the differences in perception of 

the LGBTQIA2S+ community.   

Theme 2: Stigma and Prejudice  

Participants discussed experiencing stigma surrounding HIV/AIDS, with 

one participant hearing a comparison of HIV/AIDS to diabetes. Some 

participants mentioned fear of being “outed” as HIV-positive under the 

care of a physician. Similarly, another participant referenced that 

“Addressing stigma is an effective way to improve screening rates…A 

common stigma is thinking that the cancer inherently came from being 

LGBTQIA[2S+].” Consequently, this stigma can lead individuals to be 

hesitant about seeking health care.   

Some participants discussed that they felt like others view homosexuality 

as a “weakness,” and that the LGBTQIA2S+ community is often 

“dehumanized or looked at as ‘less than equal.’” Applying this 

perspective to a health care scenario, one participant talked about how 

the “power differential within health care providers and patients can 

influence relationships, [where] a sense of superiority is off-putting and 

can create a dangerous situation in which patients go unheard.”   

In response to a question asking why LGBTQIA2S+ individuals are less 

likely to report instances of sexual violence, participants said that they 

could imagine not wanting to play into stereotypes, fear of labeling, and 

people being “generally unsure where to go to get help with sexual 

violence…Resources are being cut across the board.” Participants 

reported facing social stigma on a frequent basis, with one participant 

noting that "transgender people...[are] particularly living in targeted 

communities." In congruence with the minority stress theory, facing 

these chronic, identity-related stressors can lead to adverse health 

outcomes.9 

While some participants discussed their frustrations, others provided 

insight into the resilience of the LGBTQIA2S+ community. One 

participant stated that “Being undercover defined strength among the 

LGBTQIA[2S]+ community when [I] grew up. Today, it is the opposite. 

[I] feel that resilience is marked by being out and proud.” From a 

different perspective, one participant mentioned that “In indigenous 

communities, resilience is shown collectively opposed to individually. It 

is marked by the ability to overcome adversities together.” Using 

resilience promotion models, a strengths-based approach can inform 

interventions that uplift the LGBTQIA2S+ community.10 

Theme 3: Intersectional Experiences 

Intersectionality represents the framework in which “race, class, gender, 

sexuality, ethnicity, nation, ability, and age” are not mutually exclusive 

but rather overlapping and reciprocal.11 Many participants felt that other 

identities shaped their LGBTQIA2S+ identity. One participant 

emphasized that “Biases among doctors threaten the treatment of 

individuals of a low socioeconomic status…Additional biases are given 

when you are a member of an indigenous population.” Participants 

highlighted how their intersecting identities affected both their own and 
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others’ experiences within the health care system, especially those with 

multiple marginalized identities. Additionally, one participant brought up 

that “mainstream LGBTQIA[2S]+ movements did not originally include 

transgender people.”   

Further, participants discussed aging and its implications within the 

LGBTQIA2S+ community. One felt that “aging individuals are not well-

represented. Especially among gay men, we are particularly focused on 

younger adults.” Others agreed, stating their concerns that “there may be 

perceptions that elders are not at-risk of STIs,” and that “elders may have 

difficulty in accessing a sense of community.” Furthermore, one 

participant brought up the point that “nursing homes are often church 

affiliated…The facility may not recognize a same-sex couple, or their 

desire to share a room. Mental health programming may be 

heteronormative in faith-based care for elders.”   

One participant posed a question, specifically asking, “How are 

LGBTQIA[2S]+ folks treated within [ethnic] communities, and how are 

racial minorities treated within LGBTQIA[2S]+ spaces?” As researchers 

continue to understand the intersection of LGBTQIA2S+ identities, 

keeping these questions in mind can provide valuable insights into both 

scenarios.   

Participant Recommendations 

• “Representation of Indigenous people who are higher up in the 

medical field is important. To change the next generation, we 

need people in powerful positions.” 

• Participants felt that education needs to improve among health 

care professionals: “Education on marginalization needs to be 

present early on in medical education.” 

• “Gay, Bisexual, and MSM [men who have sex with men] need 

to be separated in research. Also, the assignment of intersex 

[identities] within these categories is confusing.”  

• Participants stated that people from the community need to be 

present in policymaking decisions. 

• “The Medicaid system is difficult to navigate. Transportation is 

very difficult to orchestrate. Finding a plan and doctors is 

difficult. It is difficult for someone with an able body and mind 

and may be impossible for individuals who are not.”  

• Participants wished that patient advocates were present: 

“Taking a friend to appointments would be very helpful.”  

Participants from CRAB report valuable recommendations surrounding 

representation of marginalized groups in medical education, research and 

policy implications for LGBTQIA2S+ communities, reducing barriers to 

care like transportation, and improving patient comfortability during 

medical appointments.  

Looking at medical education altogether, there is an evident need for 

increased education surrounding gender diverse or transgender patient 

populations, such as with gender-affirming care. 12  Advancing the 

landscape of medical education to reflect diverse and representative 

patient populations is paramount. In addition, reducing the stigma 

experienced by LGBTQIA2S+ community, in various realms including 

HIV/AIDS, can be accomplished at multiple levels. This includes 

implementing structural anti-discrimination policies, designing physical 

environments that avoid reinforcing, enhancing staff and provider 

training, and raising awareness through personalized workshops focused 

on stigmatized populations.13 

DISCUSSION 

This brief report highlights themes of invisibility and erasure, stigma and 

prejudice, and intersectionality, showing that systemic issues can 

perpetuate health disparities. Considering the inherent, heteronormative 

approaches to medicine, LGBTQIA2S+ individuals may be especially 

likely to forgo care.14 These disparities can be exacerbated by the paucity 

of LGBTQIA2S+ related content in medical education.15  To this day, 

there are no standard requirements in terms of LGBTQIA2S+ health 

education in medical schools.16 

Holistically, participants reacted favorably to the initiatives supporting 

the LGBTQIA2S+ community, including LGBTQIA2S+ representation 

and visibility within health care. This was built upon participant 

discussions about gendered terminology in clinical care and lack of 

provider knowledge regarding cancer risks in gender minority 

communities. Current literature emphasizes that there are no established 

cancer screening guidelines, recommendations, or protocols for 

transgender patients in the US.17 Furthermore, a study found that identity 

disclosure positively affected health care utilization for cisgender men, 

supporting participants who discussed feeling safer to identify 

themselves and seek care in the Columbus metropolitan area rather than 

rural areas.18 

Evidently, the stereotypes and misperceptions of the LGBTQIA2S+ 

community have downstream effects on access to health care, 

experiences in health care, and clinical outcomes. Notably, participants 

thought sexual violence would be reported less often in LGBTQIA2S+ 

communities for the sake of not confirming negative stereotypes. A high 

report of these health-related stereotype threats has been significantly 

associated with high reports of fear of physicians. 19  Often, these 

stereotypes can compound to active discrimination for LGBTQIA2S+ 

people in health care settings.20 

Participants often mentioned compounding disparities in reference to 

multiple marginalized identities. Growing literature describes 

intersectional approaches to LGBTQIA2S+ health, including the social, 

physical, and structural environments that shape health outcomes.21 ,22 

These perspectives can reflect the complex systems that LGBTQIA2S+ 

individuals navigate, acknowledging that homogenized or universalist 

models fail to adequately address the nuances of these identities. 

PUBLIC HEALTH IMPLICATIONS 

By centering LGBTQIA2S+ voices, CRAB offers a model for 

participatory decision-making that can build trust, increase cultural 

responsiveness, and improve overall well-being for this population. 

Incorporating community voices is essential in combating health 

disparities, ensuring that those most affected are directly involved in 

shaping the policies that directly impact their lives.  



RESEARCH BRIEF Ohio Journal of Public Health, Vol. 8 Issue 1    ISSN: 2578-6180 

 

4 

  Ohio Public Health Association 

Public health initiatives that focus on improving inclusive and affirming 

health care are essential, especially given recent legislation including 

Ohio House Bill 68 that effectively banned all gender-affirming care for 

minors.23,24 As demonstrated in our CRAB, many participants believed a 

lack of provider knowledge to be harmful in their care, in addition to 

biases or stereotypes that could negatively impact clinical outcomes. 

Additionally, participants emphasize that future research on 

LGBTQIA2S+ individuals must prioritize intersectional, community-

driven approaches that reflect the complexity of LGBTQIA2S+ lived 

experiences. These studies should focus on resilience, social 

determinants of health, and systemic change. Interestingly, some 

participants advised future researchers to consider the separate identities 

within the LGBTQIA2S+ community when designing studies or 

implementing policies. This research brief encapsulates pressing 

concerns of LGBTQIA2S+ people living in Ohio and offers valuable 

avenues for future research and public health initiatives to build upon.  

Limitations 

Firstly, individuals who participated may already have some level of 

access or proximity to health systems and provision of medical care. This 

may inadvertently exclude the most marginalized LGBTQIA2S+ voices, 

such as those unhoused, lacking online access or living with several 

mental illnesses. Other limitations are poor long-term engagement and 

participant attendance within meetings.   
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ABSTRACT

Community engagement is considered essential in addressing community health problems. This paper details lessons learned 

from community engagement efforts implemented to reduce opioid overdose deaths in 9 Ohio communities participating in 

wave 2 of the HEALing (Helping to End Addiction Long-term) Communities Study (HCS). We describe community engagement 

strategies implemented during the wave 2 intervention period, including coalition-building, fostering community collaboration, 

prioritizing health equity and policy advocacy, stigma reduction education, and elevating voices of people with lived 

experience (PWLE). We provide reflections from the perspective of community engagement facilitators (CEFs) on how these 

strategies informed the implementation of evidence-based practices (EBPs) within communities. Our community engagement 

approaches and reflections highlight 3 key lessons for future community engagement efforts: 1) an intentional and constant 

focus on community collaboration is a necessary and essential ingredient for successful community engagement; 

2) introducing opportunities to define and discuss equity within the local community can lead to recognition of subgroups for 

directed intervention; and 3) engaging PWLE can foster trust around stigmatizing issues. 

Keywords: Community engagement; Opioid use disorder (OUD); Stigma reduction; People with lived experience (PWLE); 

Coalition building 

INTRODUCTION 

In 2018, opioid deaths accounted for more than one-third of all drug 

overdose-related deaths in the United States.1 Along with increased 

prevalence of opioid misuse, the rapidly changing landscape of the 

opioid crisis from prescription pills to heroin and now fentanyl has 

increased the need for community level supports to intervene in this 

epidemic.2 To address this crisis, the HEALing (Helping to End 

Addiction Long-term) Communities Study (HCS) was implemented in 

67 communities across 4 states (Kentucky, Massachusetts, New York, 

and Ohio). The HCS was a parallel-arm, wait-list controlled, cluster-

randomized trial aimed to reduce opioid overdose deaths in highly 

affected communities through the Communities That HEAL (CTH) 

intervention.3 This study protocol (Pro00038088) was approved by 

Advarra Inc, the HEALing Communities Study single institutional 

review board. 

https://ojph.org/
https://creativecommons.org/licenses/by/4.0/
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The CTH intervention was grounded in community coalitions that 

worked through a multiphase process to select evidence-based practices 

(EBPs) and stigma-reducing communication campaigns.4-6 A critical 

component of the CTH intervention was to employ field staff with 

expertise in community engagement, data use for decision making, and 

implementation of the opioid overdose reduction continuum of care 

approach (ORCCA).7,8 In Ohio, each HCS field team consisted of 3 

individuals, including a community engagement facilitator (CEF), a data 

coordinator, and an intervention facilitator. This team worked in the local 

community alongside local coalitions to implement the CTH 

intervention.  

Throughout the study, field teams were directed to adapt the CTH 

intervention protocol to the local community’s norms, traditions, and 

culture.4 Field staff used various strategies to tailor the intervention to 

align with local needs, thus working to achieve the goals of the coalitions 

and meet the study milestones.  

This paper builds on current HCS literature examining the CTH 

intervention by analyzing the CEF’s community engagement efforts 

within the 9 Ohio wait-listed control HCS communities, referred to as 

the wave 2 communities, during the intervention phase of July 2022 

through December 2023.4,9 From the outset of the research, the role of 

the CEF was to lead the community engagement efforts of the field team 

by focusing on relationships within the coalition and with the broader 

community. This engagement was critical throughout CTH 

implementation as it provided critical context and structure to the flow 

of the research protocol. The aim of this research was to reflect, using 

the Reflective Analysis Tool (Table 1), on the engagement efforts 

completed throughout the intervention period and, through this reflection, 

identify lessons learned about the processes, successes, and challenges 

of doing this work. 

Background: Brief Overview of the Communities That HEAL 

Intervention in Ohio  

The CTH intervention included 7 phases designed to guide communities 

through a systematic process with the goal of selecting and implementing 

evidence-based strategies with the potential for reducing opioid overdose 

deaths in their communities. The phases were 0) preparation, 1) getting 

started, 2) getting organized, 3) community profiles and data dashboards, 

4) community action planning, 5) implementation and monitoring, and 

6) sustainability planning.4 During the implementation of the 

intervention in wave 2, there was an intentional national focus on 

addressing local equity issues in the treatment and recovery of those with 

substance use disorder. These equity discussions occurred throughout all 

phases and centered on identifying groups with limited access to care in 

their communities. Specifically, the following special populations were 

identified as groups with limited access to care: persons of color, those 

who were homeless, unemployed, uninsured, persons with a disability, 

LGBTQ+, pregnant women, and those with low income. 

Description and Responsibilities of Community Engagement Facilitators 

The role of the CEF was to lead the engagement efforts of the field team 

by forming relationships early with both the coalition and the broader 

community. The CEFs were identified and joined the field team 

primarily during phase 0 (preparation) of the intervention. The goal was 

to hire individuals already integrated within the community, or with 

knowledge of similar counties, to support the project in all phases of the 

intervention. A key structural component of this role was its positionality, 

embedding a research team member within the communities, allowing 

direct communication between coalitions and researchers.  

The CEFs were expected to demonstrate skills in relationship 

development, community engagement processes, and conflict resolution. 

They served as the “boots on the ground” for the broader research team. 

Each CEF was responsible for representing the HCS project to the 

community, facilitating organizational and community discussions 

around the project and interventions, and assisting research staff to 

engage community stakeholders and members in discussions related to 

the project and its implementation. 

The CEFs supported needs assessment, facilitated consensus-building 

among community stakeholders on strategy selection to reduce opioid 

overdose deaths, fostered trust in collaborative relationships, offered 

contextual insight to the research team, assisted with fidelity monitoring, 

ensured sustained focus on health equity, and worked with communities 

to develop sustainability plans. 

METHODS 

Sample 

The 9 wave 2 coalitions had focused on various health issues before HCS 

entered the counties. Three of the coalitions were focused on substance 

use treatment and recovery, one on opioid treatment and overdose 

reduction, two on substance use treatment and recovery with primary 

prevention, two on primary substance use prevention, and one on general 

population health. Once the HCS intervention began, discussions 

occurred between coalition leadership and HCS county field staff to 

determine a coalition structure that would support the HCS intervention. 

In 6 of the counties, the decision was made to create a subcommittee of 

the original coalition, with decision making authority residing with the 

subcommittee. One of the counties chose to use the preexisting coalition, 

without changes to the structure. One county formed a completely new 

coalition, and another county chose a subcommittee structure but 

required reporting back to the preexisting coalition. The CEFs leveraged 

their expertise in data driven science and community engagement to 

influence coalition leadership toward inclusion of individuals most 

affected by the crisis, as well as other populations and sectors necessary, 

to implement the CTH intervention and achieve HCS goals, in the 

coalition. 

Materials 

Table 2 displays the tools used to gather and track data related to 

engagement with coalitions and communities. 

Analysis 

Reflective analysis, based on questions detailed in Table 1, was used to 

examine the efforts of CEFs throughout wave 2. These questions were 

answered individually by each CEF in an online shared document, then 
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discussed further in a series of virtual meetings which included CEFs, 

program managers, and faculty leaders, ultimately narrowing the focus 

to several key concepts for further development, discussion, and 

manuscript development.  

Two questions emerged as the impetus for development of this 

manuscript: “What lessons did we learn from our community 

engagement efforts throughout this study?” and “What insights can be 

shared with others engaged in this type of work?” The CEFs continued 

to work with program managers and faculty leaders throughout the 

development process, refining and editing their work in shared virtual 

spaces to accurately represent the experiences and lessons deemed most 

important to share with the broader research community. 

RESULTS 

Two broad themes, encompassing the topics noted in Table 1, emerged 

from the review and analysis of the CEF’s reflections of their activities. 

One theme centered on the significant efforts to foster community 

collaboration to reduce opioid overdose deaths and the second theme was 

associated with developing an equity-based approach to responding to 

the opioid crisis. Below are the lessons learned by the CEFs in 

implementing the CTH model, highlighting the processes used, and the 

successes and challenges encountered. These findings provide 

information for future community engagement efforts seeking to address 

public health issues such as the opioid crisis.  

Table 1. Reflective Analysis Tool for Community Engagement Facilitators 

Reflection Topic Specific Considerations 

Community engagement How did community engagement evolve in your county? What tools did you use to facilitate 

engagement and collaboration? 
 

Communications How did you achieve communications campaigns in your county? What media were most 

successful? What challenges did you encounter? 
 

Health equity What areas of health inequity were most prevalent in your county? Where were 

improvements needed? How did you address health inequity throughout HCS? 
 

Policy research What was your approach to discovering policy issues that might impact the HCS efforts in 

your county? What policy issues were identified?  
 

Stigma reduction How was stigma addressed within the coalition and community you worked in? Was it only 

addressed within the context of communications campaigns or were there presentations or 

learning opportunities focused on stigma reduction? 
 

People with lived experience 

(PWLE) 

In what ways were PWLE included in the coalition prior to HEALing Communities Study 

(HCS) involvement? Did this evolve or change during your time in the county?  
 

Community-based participatory 

research (CBPR) 

How were the concepts of CBPR implemented into your approach to community 

engagement in your county? 

 Table 2. Data Collection Tools 

Data Collection Tool Purpose 

Windshield surveys10 

 

Allowed community-based research staff to see and understand the physical layout of the 

community, including factors influencing health equity and social determinants of health. 
 

Listening tours11 Initial meetings with coalition members and other members of the community to gain insight and 

understanding of the opioid crisis from the local perspective. 
 

Case notes Completed by the field staff in a shared database and used to collect information about 

interactions between community and coalition members and community-based research staff, 

including their observations of interactions in the community. 
 

Coalition meeting minutes Used to keep an accurate record of the HEALing Communities Study (HCS) coalition meetings. 
 

Weekly staff meetings Weekly meetings with field team members, program managers, and faculty leads to discuss, plan, 

and problem-solve Communities That HEAL (CTH) implementation in local communities. 
 

Reflective data analysis Post-intervention, used as a tool for community engagement facilitator (CEF) self-analysis of the 

impact of community engagement efforts, including the emergence of common themes and 

lessons learned. 
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Fostering Community Collaboration 

Coalition building, a well-documented community engagement strategy 

for planning, executing, adapting, and implementing health prevention 

and promotion research, was utilized across HCS communities in all 

phases of the CTH intervention.12,13 The community coalition action 

theory (CCAT), developed in 2002 by Butterfoss and Kegler, describes 

how community coalitions impact health and social outcomes such as 

opioid use disorder (OUD) and move through a “life cycle” of formation, 

maintenance, and sustainment.14 According to CCAT, the constructs of 

coalition membership, leadership and staffing, structures, operations and 

processes, pooled resources, member engagement, assessment and 

planning, and community context enhance coalition function and lead to 

the implementation of strategies that have the potential for community 

change outcomes; for example, increasing community capacity, and 

impacting health and social outcomes.14 Using the CCAT as a framework, 

we discuss 3 constructs as identified by Butterfoss and Kegler: coalition 

membership, coalition structures, and processes of operations.14  

Coalition Membership 

To enhance coalition membership, CEFs utilized tools to understand 

community context, including windshield surveys and listening tours, to 

immerse themselves in the community and identify stakeholders not 

involved in or engaged with the coalition. Throughout the listening tours, 

CEFs reached out to entities who interacted with individuals in recovery 

including treatment providers, support groups, mental health treatment 

organizations, law enforcement, judicial systems, first responders, 

jails/prisons, job and family services offices, recovery housing providers, 

faith-based organizations, and employers. This outreach was partially 

facilitated by warm introductory email messages from existing coalition 

leadership in each respective county, but much of it involved making 

“cold calls.” These initial contacts led to virtual or in-person meetings to 

learn more about each organization and encourage participation in the 

coalition. The goal of the listening tours was to understand the opioid 

crisis from the perspective of local community members, coalition 

members, and organizations and to ask the question, “What does the 

opioid crisis look like in your community?” Some of these interactions 

led to networking opportunities with other individuals and organizations 

central to the conversation in the community. 

The HCS staff identified a gap in involvement of people with lived 

experience (PWLE) in coalition membership; only 4 of the 9 coalitions 

included PWLE as part of their membership before HCS involvement. 

The CEFs encouraged coalitions to include PWLE in decision-making 

and discussions, including those who currently or formerly used opioids, 

their family members, and others who could speak to the needs, 

challenges, and preferences related to their first-hand experience. As a 

result of CEF efforts, three additional coalitions added PWLE to their 

membership during the study. Bringing PWLE into community coalition 

meetings where their views and ideas were valued empowered them to 

contribute toward collective goals from their unique perspectives and 

experiences. Their involvement challenged coalition members to think 

outside the box, leading to innovative solutions that may not have been 

considered otherwise. For example, PWLE provided insight into barriers 

to accessing harm reduction services, offered practical recommendations 

to improve outreach efforts, and helped shape messaging in ways that 

reduced stigma and resonated with those directly impacted. Their 

participation ensured that coalition efforts were not only well-

intentioned but also practical, relevant, and responsive to the real needs 

of the community. 

One way that PWLE were successfully engaged in the CTH intervention 

was through Photovoice projects to highlight local issues impacting 

those with lived experience by sharing personal photographs and stories. 

Three HCS wave 2 coalitions voluntarily participated in Photovoice 

projects involving PWLE.15-17 The CEFs assisted with recruitment and 

engagement of participants through local networks; subsequently, the 

results of those projects, including themes highlighting local barriers and 

facilitators to the recovery process through the lens of local PWLE, were 

shared with local coalitions to better inform EBP selection and 

refinement.15 

Coalition Structure, Operations, and Processes 

As CEFs began working within the counties, it became clear that many 

organizations were contributing valuable efforts toward the reduction of 

opioid overdose deaths, but in silos. This approach, at times influenced 

by competition among agencies offering similar services to patients with 

OUD, had the potential to negatively impact the work of HCS in the 

community. One approach to addressing this was to bring partners 

together toward a more collaborative and evidence-based approach made 

possible by ensuring that invitations to join the coalition were extended 

to everyone who could contribute to their work, including PWLE.  

A critical factor in ensuring power sharing and equitable partnerships in 

HCS involved examining the mission and/or value statements of each 

coalition and incorporating those elements into a formal partnership 

agreement between each coalition and HCS. The CEFs supported 

coalitions in establishing standard procedures for their operation 

including a formal process to record and publish meeting minutes, 

distribute meeting agendas, and vote on proposed actions. These 

processes were subsequently discussed and implemented into the 

partnership agreement.4 

Most coalitions chose to identify key individuals, designated as 

“champions,” to work more closely with HCS staff throughout the study. 

Key champion roles included coalition lead, communications, EBP, data, 

and PWLE. A successful strategy utilized in coalition building and 

outlined by Gilgoff et al included compensating coalition champions and 

leaders financially with a small monthly stipend provided through the 

study.18 The expectations for engagement and involvement by 

champions were greater than for other coalition members. In some 

counties, additional workgroups were also established to focus on 

specific coalition interests. These specific workgroups included media 

and communications, ORCCA/EBP intervention, and data.  
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Decision-making power and responsibilities, including financial 

decisions about study funding and the selection of EBPs for 

implementation, were managed differently by each coalition, and CEFs 

facilitated discussions to encourage consensus building and assist 

coalitions in structuring their processes. Each county received funds to 

implement EBPs related to opioid education and naloxone distribution, 

medication treatment for opioid use disorder, and safer opioid 

prescribing and dispensing. The actual decision-making and approval 

process varied widely with some coalitions voting by consensus, others 

by simple majority, and still others by allocating voting power to smaller 

workgroups.  

One barrier to coalition building was the stigmatization of people with 

OUD in the community. Stigma and related bias, such as the “not in my 

backyard” mentality, can lead to social isolation of individuals with 

substance use disorder and even prevent them from seeking help.19 An 

example of stigma that occurred in some HCS counties was agencies' 

unwillingness to participate in the coalition because of controversial 

opinions held by their leadership about individuals with OUD.  

Unraveling barriers to collaboration took time and effort but encouraged 

transparency and promoted honesty among coalition members. In one 

county, a coalition member stepped forward during a conversation about 

medications for opioid use disorder (MOUD) and shared that they had 

been in recovery for many years. Sharing their personal experience 

allowed other coalition members to view OUD treatment from a different 

perspective. 

Applying the Lens of Health Equity 

Community engagement has been identified as a best practice for 

developing approaches to address health inequities.20 The Ohio team’s 

plan for health equity “acknowledge[d] that structural barriers influence 

outcomes for marginalized populations..., that each Ohio HCS 

community had its own health equity priorities, and [that] each 

community started from a different place regarding understanding 

inequities.”21 This understanding meant that strategies to achieve 

equitable health could vary across HCS counties and included 

examination of data on overdoses by subgroup where available (sex, 

homeless status, race, ethnicity, socioeconomic status, insurance status) 

and understanding the reach of treatment programs.  

Prioritizing Health Equity 

Within wave 2 of HCS, the initial approach to ensuring health equity 

while engaging with communities was to identify inequities in access to 

recovery and treatment services for underserved and/or underrepresented 

populations. These populations included but were not limited to persons 

of color, those who were homeless, unemployed, uninsured, persons with 

a disability, LGBTQ+, pregnant women, and those with low income. 

Following this initial assessment, CEFs prioritized health equity in their 

engagement with the goal of making interventions more culturally 

sensitive, locally relevant, accessible, and sustainable.  

One way that CEFs prioritized health equity was to encourage the 

coalition and community partners to embrace PWLE guidance in 

decision-making to help understand and address the inequities in access 

to treatment and recovery services. This proved to be a daunting task at 

times due to difficulty in identifying and accessing PWLE. The CEFs 

engaged PWLE by relying on local organizations with existing 

relationships. For instance, the CEF of a county attended recovery 

meetings and, through relationship-building at these meetings, was able 

to invite PWLE to coalition meetings to encourage dialogue about OUD 

in the community.  

Another strategy toward health equity was expanding HCS reach to 

include non-English speakers. All HCS Ohio communication materials 

were originally only available in English; however, some counties had 

Spanish-speaking and Somali-speaking populations. Materials were 

adapted to reach these populations. Developing accessible 

communication campaign materials allowed CEFs to advance health 

equity by engaging with marginalized groups in the community.  

Through initial assessments in some counties, CEFs identified 

transportation as a major barrier for achieving health equity because it 

limited access to treatment for some individuals. To address this barrier, 

several counties purchased mobile health units to bring resources to low-

income, high-risk populations across entire counties. One county also 

worked with a local treatment agency, the only methadone clinic in the 

county, to purchase a large passenger vehicle to transport clients to and 

from their appointments. Other strategies included providing vouchers 

for gas cards to assist low-income populations with the cost of travel. 

These approaches are in stark contrast to how services and resources, 

including MOUD, have traditionally been received by clients who are 

expected, despite transportation barriers, to travel to provider offices for 

treatment.  

Policy Advocacy 

Policy advocacy within the context of this work helped to identify 

systemic issues within the policies, practices, laws, and bylaws of 

businesses, organizations, and government entities that create barriers to 

recovery and, often unintentionally, perpetuate stigma toward those with 

OUD. The CEFs made concentrated efforts to identify potentially 

problematic policies by using active listening during meetings, engaging 

in one-on-one conversations with community stakeholders, and guiding 

discussions to uncover issues. Throughout HCS, policies identified by 

the coalitions were tracked in a database and routed to local, state, and 

federal agencies with the capacity to facilitate change where needed. By 

the end of the wave 2 period, 48 policies that create barriers to recovery 

or perpetuate stigma had been identified across the 9 counties and routed 

to those in positions of power to amend them.  

One example involved challenges with local and state policies that did 

not allow the installation of NaloxBoxes at a highway rest area, despite 

data showing the area was a hot spot for overdose activity. Through 

engagement and collaboration with policy makers and state partners, 

2 NaloxBoxes were successfully installed within that county, which 

subsequently led to efforts by Ohio’s governor’s office to install 

NaloxBoxes in 65 interstate highway rest areas across the state of Ohio.22 

Because these policy barriers were recognized and addressed, due in 
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large part to the success of engaging across sectors, significant barriers 

were removed and a key strategy was implemented.  

The unique perspectives of PWLE on local issues and policies 

influencing employment, housing, law enforcement interactions, and 

judicial practices provided opportunities for discussions about areas 

where change could be accomplished at the community level. 

Additionally, CEFs asked coalition-involved organizations to examine 

their own policies and procedures to identify areas where common 

business practices might create barriers for successful implementation of 

EBPs.  

Discussion and Implications 

The approaches adapted by the CEFs challenged the common 

hierarchical structure of experts working outside of communities.23 

These new approaches facilitated bringing together community members 

and key stakeholders to create sustainable and equitable relationships 

that enhanced community ownership of the HCS coalitions and the 

selection and implementation of EBP strategies to address OUD and 

overdose deaths. Within coalitions, diversity in membership has been 

recognized as an asset for leveraging public support when addressing 

health concerns.24 Kania and Kramer assert that interventions that only 

engage individual organizations cannot result in large-scale social 

change.25 By fostering collaboration among diverse stakeholders, HCS 

prioritized cross sector partnerships. The kind of community engagement 

needed to foster and sustain these relationships required time and 

resources; specifically full-time staff dedicated to community 

engagement. Additionally, commitment from all parties involved was 

necessary for developing trusting relationships over time. We found that 

this community-engaged approach promoted community ownership and 

recognition of OUD as a problem that impacted the community rather 

than only impacting “them” as a group of outsiders with a problem. 

Ahmed and Palermo argue that when community engagement is done the 

right way, it can "help mobilize resources and influence systems, change 

relationships among partners, and serve as catalysts for changing policies, 

programs, and practices.”26 This “agent of change” mentality supports 

the idea that coalitions exist, at least in part, to drive change at the local 

level by leveraging the relationships between partner organizations and 

drawing upon their collective influence to positively affect desired 

outcomes. 

A focus on general health equity was needed throughout the study period. 

A major effort of the engagement staff was to encourage a broadening of 

the coalition membership to include people most affected by the opioid 

epidemic. As the voices of PWLE have historically been excluded from 

research and policies that directly impact them, significant outreach to 

include these voices occurred.27 This was critical as Thornicroft et al 

argue PWLE are key change agents in reducing stigma related to mental 

health and, as such, must be at the forefront of identifying and 

implementing solutions.28 During the study, CEFs encouraged PWLE 

engagement in goal setting and the development of solutions to help 

reduce stigma, both toward those with OUD and toward evidence-based 

treatment options. Through Photovoice, PWLE engaged with policy 

makers and informed solutions that impacted them directly.15 The PWLE 

not only brought their experiences with OUD but also local knowledge 

valued by coalition members and in CBPR.15,29 We further observed that 

PWLE found the opportunity to be included in decision-making 

empowering. It was clear to those in the CEF role that individuals with 

lived experience have a role to play in coalitions either as active 

participants or as consultants to those with the power to affect positive 

change on their behalf. This aligns with observations by other 

researchers who found that when they engaged PWLE in their research, 

the outcome better reflected the needs of the population for which the 

research was designed, resulting in more successful adoption, 

implementation, and sustainability.27,28,30 

Despite differences in demographics, population density, and coalition 

makeup (eg, coalitions comprised of drug prevention and treatment 

organizations only versus those with more diverse membership including 

health care, criminal justice, faith-based organizations, first responders, 

local businesses, etc.), CEFs discovered that similar approaches to 

working with coalitions yielded comparable results in each of the key 

areas noted above. These areas of focus represent lessons learned by 

CEFs throughout the HCS implementation and facilitated the selection 

of the most promising EBPs for their communities.  

Strengths and Limitations  

Strengths 

In Ohio, HCS implemented the same protocol across all 9 counties. 

These counties were of varied sizes and geographies but received similar 

resources in staffing and funding during the intervention period. This 

study design adds to the generalizability of the results. While CEFs came 

to this study with different experiences regarding community 

engagement and knowledge of OUD, these differences were addressed 

through rigorous training in both substance use disorder and community 

engagement. Additionally, tailored support was provided through weekly 

meetings with field team managers and faculty leads, and additional 

training continued throughout the tenure of each CEF.  

Limitations 

As noted above, these findings were based on 9 communities in Ohio. A 

larger sample, inclusive of other coalition structures that may have 

different processes, could face different challenges. Furthermore, 

involving communities during study conceptualization and design may 

have resulted in fewer barriers. Finally, changes in staffing and/or 

leadership at partner organizations sometimes created challenges for 

engagement and gaps of expertise within the coalition. Conversely, when 

new members joined, HCS staff spent time orienting, building 

relationships, and establishing trust with new coalition members while 

the intervention was in progress.  

PUBLIC HEALTH IMPLICATIONS 

Our community engagement approaches and reflections highlight 3 key 

lessons for future community engagement efforts: 1) an intentional and 

constant focus on community collaboration is a necessary and essential 

ingredient for successful community engagement; 2) introducing 
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opportunities to define and discuss equity within the local community 

can lead to recognition of subgroups for directed intervention; 

3) engaging PWLE can foster trust around stigmatizing issues. 

These findings have practical implications for coalitions and public 

health professionals seeking a more structured approach to coalition-

level work and reflect the consensus of community engagement 

professionals with “boots on the ground” experience. Understanding the 

strategies that were effective in these 9 Ohio communities may 

contribute to the development of scalable and replicable community 

engagement models for addressing broader public health issues. 
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ABSTRACT

Introduction: During the summer of 2024, Tanya Pai Dhungat was appointed as the Youngstown State University (YSU) Zoldan-

Yampolsky Fellow. This position was designed to allow a student to work with leadership at a local nonprofit organization to gain 

experience. Pai Dhungat organized the Clear Eyes on Campus event to expand vision resources for college students. 

Program Development: The partnership of the 2 entities made the event successful by selecting an appropriate date, establishing an 

on-campus location, marketing and advertising the event, and coordinating the personnel required to provide complete eye exams. A 

mobile vision van was reserved, an optometrist was hired, and ophthalmic technicians were recruited. Exams included visual acuity 

testing; pupil, visual field, and extraocular muscle assessment; binocular vision assessment; intraocular pressure testing; refraction; and 

ocular health assessment. Following the completed exam, students received a new pair of eyeglasses for free. During the exams, 

students with more complex ocular health problems requiring specialty testing were assisted with coordination of follow-up care. 

Program Results: On September 17, 2024, the Clear Eyes on Campus event was able to provide 49 students with a free eye exam and 

35 students with a free pair of eyeglasses. Six students required follow-up specialty care with a community eye doctor.  The cost of the 

Clear Eyes on Campus event was estimated to be approximately $8700. 

Program Evaluation: Through the partnership with Sight for All United, The YSU Zoldan-Yampolsky Fellow initiated the Clear Eyes on 

Campus event because she believed eye health and vision are critical for academic success. Pai Dhungat did this by reducing barriers 

to eye care such as cost, insurance, and transportation. This event made advancements in addressing the vision care needs of college 

students and could be used as a model for campuses across the country to improve access to medical care.  

Public Health Implication: There is a lack of data surrounding college students and access to eye care. An event was established to 

bring a vision van to campus providing eye exams at no cost proving that reducing barriers to eye care is critical for college students' 

eye health and academic success. 

Keywords: Optometry; Ophthalmology; University; Vision; Public health 

INTRODUCTION 

Youngstown State University (YSU), founded in 1908, is a public 

university located in Youngstown, Ohio. Youngstown State University is 

known for its affordable tuition and unique approach to education. With 

a small campus atmosphere, the university aims to create a strong 

community engrained in academic success and passion for others. 

Community engagement is a cornerstone for its values in contributing 

back to the surrounding region’s opulence and growth. In March of 2024, 

https://ojph.org/
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YSU’s Office of Community Engagement and the Sokolov Honors 

College kicked off the “Road to Carnegie” community engagement 

exhibit. This exhibit serves as a physical reminder of all the collaborative 

work being done on campus and in the community as YSU applies for 

the Carnegie Foundation Elective Classification for Community 

Engagement in 2026.1 

Youngstown State University is home to 10 580 students from diverse 

backgrounds including lower-income, domestic, and international 

students. Affordable tuition is a major factor in why many students 

choose to attend YSU. Most lower-income students who attend YSU 

receive financial assistance in the form on the basis of Pell Grants and 

federal student aid. Pell Grants do not require repayment and are granted 

to students who demonstrate significant financial need, defined as 275% 

of the poverty threshold for the 2023-2024 school year.2 As of fall 2020,  

36% of YSU students were eligible to receive a Pell Grant from the 

federal government.3  This means around 36% of YSU students come 

from lower-income households and require financial assistance to make 

college affordable and possible.3 Federal student aid is financial 

assistance requiring repayment and comes in the form of loans. As of fall 

2020, 98% of YSU’s first-year, full-time students received financial aid.3 

Youngstown State University also has a large international population. 

In the fall of 2024, the international student program had a total of 1352 

students enrolled at YSU from Nepal to the Netherlands, making up 

approximately one-tenth of the student population.4 Youngstown State 

University takes pride in diversity on campus, but academic success and 

community engagement unites the students during their time on campus.  

Academic success is achieved on YSU’s campus through a variety of 

resources. Youngstown State University creates an environment where 

students are comfortable learning and growing. Students are supported 

in the classroom with peer support and easy access to faculty. Outside 

the classroom, students receive further encouragement from on-campus 

organizations, community resources, and health and wellness support. 

While YSU prioritizes academic success through healthy students, there 

is a gap in vision care resources on campus. Studies show that vision 

plays a major role in academic success.5  This data directly impacted 

vision screenings and the development of in-school eye exams for 

primary and secondary school students to remove this barrier to success. 

The impact of vision on academic success, while not well studied, does 

not end after high school. Reliable and accessible vision care is necessary 

for all students to achieve academic success.  

Several barriers impact a college student’s access to health care, 

specifically vision care. One of the largest barriers for students is the cost 

of an eye exam and eyeglasses. International students and students 

relying on Pell Grants and federal student aid are especially impacted.6 

The average cost of an eye exam in Northeast Ohio is $194 without 

vision insurance coverage, and $242 is the average cost of eyeglasses.7 

For decades, tropes of college students include the “broke college student 

who doesn’t take care of their health.” Sadly, this is the case for many 

newly independent students who are facing the responsibility of 

managing their health in addition to the overwhelming responsibility of 

the cost of a college education.  

The second largest barrier to access to vision care surrounds insurance 

coverage.8  Many college students remain on a parent’s or guardian’s 

insurance plans but are underinsured in regard to vision services. Typical 

medical insurance plans do not include vision benefits unless the 

policyholder elects to upgrade the plan for an additional monthly fee. In 

many cases, though, students are attending college uninsured. This 

particularly stands true for international students who do not have health 

insurance in the United States and rely on rare visits to their home 

country to complete medical care. Youngstown State University, like 

many other large universities, requires international students to purchase 

the YSU health insurance plan. The YSU health insurance plan includes 

full coverage of services at the student health center and partial coverage 

of hospital visits with a small copay.9 This plan does not include vision 

services, leaving many students without access to affordable vision 

services or optical correction. 

Transportation to specialty medical services, such as vision care, is 

another major barrier to students who live on-campus at major 

universities.8 While YSU is known to be a commuter campus where a 

vast number of students have their own personal vehicle, there are still 

many students who do not have this luxury. Many international students 

live on-campus without access to personal transportation or a US driver's 

license. The closest eye doctor’s office to the YSU campus is 

approximately a 25-minute walk. Although not extremely far, this walk 

includes industrial areas and passes over a major interstate which can 

contribute to the deterrence students face when lacking personal 

transportation.  

Sight for All United is a 501(c)3 nonprofit organization in Youngstown, 

Ohio. The mission of Sight for All United is to help every person reach 

his/her visual potential while lifting barriers for access to care.10 Sight 

for All United was founded in 2016 and has worked toward that mission 

through 3 programs. The “I See Again” program provides financial 

assistance for sight saving eyeglasses, eye exams, and eye surgeries. In 

addition, the “School Vision Van” program eliminates the gap in access 

to care following an in-school vision screening by bringing the eye 

doctor to the school on a mobile vision van where children receive a 

complete eye exam and eyeglasses at no cost. The “School Referral” 

program establishes a doctor-patient relationship for students who were 

seen on the mobile vision van and were identified with a more serious 

eye health complication that needed to be monitored and managed by a 

community eye doctor for continued care and treatment.  

During the summer of 2024, an undergraduate junior was appointed as a 

Zoldan-Yampolsky Fellow to work with Sight for All United. The 

mission of the Zoldan-Yampolsky Family Executive Fellows Program in 

the YSU Williamson College of Business Administration’s Center for 

Nonprofit Leadership is to allow a student to work with senior leadership 

at nonprofit organizations to gain practical work experience and increase 

capacity at local and regional nonprofit organizations.11  The Zoldan-

Yampolsky Fellow’s mission during their time was to demonstrate the 
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need and bridge the gap in vision services for these college students. This 

was done by creating an on-campus event that expands vision resources 

for college students by reducing the barriers students face when 

accessing vision care. Experience from all 3 of Sight for All United’s 

well-established programs was utilized to create The Clear Eyes on 

Campus event. This campus event brought a mobile vision van to YSU’s 

campus and provided complete eye exams at no cost to the students.  

PROGRAM DEVELOPMENT 

The Clear Eyes on Campus event was inspired by a partnership between 

the Youngstown State University Zoldan-Yampolsky Fellowship 

Program in the YSU Williamson College of Business Administration’s 

Center for Nonprofit Leadership and the nonprofit organization Sight for 

All United. The partnership of the entities made the event successful by 

selecting an appropriate date, establishing an on-campus location, 

marketing and advertising the event, and coordinating the personnel 

required to provide complete eye exams.  

Selecting a date for the event proved to be an important aspect of the 

planning process. The day of the week and time of year determined the 

availability of the students. For example, selecting a date during midterm 

week would lead to a smaller student turnout. Another factor considered 

was the lead time needed to dispense eyeglasses. Eyeglasses provided by 

Sight for All United required a 1-month turnaround time, which limited 

the dates available toward the end of the semester. The location of the 

event also played a key role in how successful the event was. The on-

campus location needed to be in a centralized high-traffic location which 

allowed students to have easy access between classes. The location 

selected also required adequate space with access to a remote electrical 

connection for the mobile vision van. After the key details were 

established, efforts were shifted toward marketing and advertising. 

Marketing was targeted toward student groups that assist international 

and lower-income students. Additionally, the YSU financial aid office, 

the office of the Dean of Students, the office of international students, 

the student food pantry, and other campus-based offices and service 

providers were notified of the event to pass the details along to the 

students in need. Students interested in receiving a free eye exam signed 

up on a private internet forum and selected an appointment time. 

Day of planning required coordination of both Sight for All United staff 

as well as the Zoldan-Yampolsky Fellow with YSU support staff. Sight 

for All United has prior experience providing mobile eye exams and was 

prepared with the required equipment and personnel. The mobile vision 

van was reserved, an optometrist was hired, and ophthalmic technicians 

were recruited. The Zoldan-Yampolsky Fellow recruited student 

volunteers and trained them the morning of the event to aid as needed. 

These volunteers were required to complete the Sight for All United 

online volunteer training modules prior which included mission, 

discretion, and confidentiality training. The complete eye exam provided 

on the YSU campus included the full battery of testing recommended by 

national optometric organizations. This included visual acuity testing; 

pupil, visual field, and extraocular muscle assessment; binocular vision 

assessment; intraocular pressure testing; refraction; slit lamp exam; and 

posterior segment assessment. Following the completed exam, students 

in need of refractive error correction selected a frame for a new pair of 

eyeglasses. These eyeglasses were promptly ordered through a 

Youngstown local optical lab, Classic Optical. Within 2 weeks of 

ordering, the eyeglasses were received at the Sight for All United office 

where the prescription was verified and prepared for dispensing. The 

following week, a dispensing event took place on campus where students 

were able to pick up their eyeglasses. This equated to a 1-month 

turnaround time for the no cost eyeglasses for the YSU students.  

The Clear Eyes on Campus mobile eye exams were comprehensive 

exams evaluating refractive error and ocular health. During the exams, 

several students were discovered to have more complex ocular health 

problems that would require an in-depth exam and specialty testing. 

Sight for All United was able to assist these students through its 

previously developed referral program, designed to connect patients with 

community eye doctors. Should the patient be uninsured or underinsured 

and qualify for financial assistance, Sight for All United assumes 

financial responsibility. This effort continues to remove the barrier of 

cost and insurance coverage for those in need of medical care.  

PROGRAM RESULTS 

Through the partnership between the Zoldan-Yampolsky Fellow and the 

nonprofit organization Sight for All United, the Clear Eyes on Campus 

event was an incredible success. The event took place on Tuesday, 

September 17, 2024. The event began at 10:00 AM and concluded at   

3:00 PM. It required 1 hour of setup prior to the event and 1 hour of 

teardown following the event. The location of the Clear Eyes on Campus 

event was outside of the Kilcawley Center, YSU’s student center. The 

Kilcawley Center is in the middle of campus and near many of the on-

campus and off-campus housing options for students.  

The Clear Eyes on Campus event was able to provide 49 students with 

free eye exams. Thirty-five students received a free pair of eyeglasses. 

Six of the students examined were found to have a more in-depth medical 

problem that required follow-up evaluation and testing at a local eye 

doctor’s office. The diagnosis for these students included ocular 

hypertension, uveitis, dry eye, intermittent exotropia, constant esotropia, 

and glaucoma suspicion. Four of these students responded to the 

outreach provided on behalf of Sight for All United and were seen by 

community eye doctors at no cost to the student.  

The event required 1 optometrist and 4 trained ophthalmic technicians to 

see the large number of patients in the limited time frame. Three Sight 

for All United representatives were also assisting with the event in 

registration and checkout. Five students, recruited from the on-campus 

organization, Students for Sight, volunteered at the event, assisting with 

patient flow and outreach. 

The cost of the Clear Eyes on Campus event was estimated to be 

approximately $8700. Each exam was estimated to cost $175 on average. 

The cost of each exam includes the doctor's time, technician's time, staff 

time, marketing resources, eyeglasses, and follow-up care. Sight for All 

United, the 501(c)3 nonprofit organization, assumed the financial 
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responsibility of this event as a part of its continued mission to serve the 

eye care needs of the community.  

PROGRAM EVALUATION 

Through the partnership with Sight for All United, the Youngstown State 

University Zoldan-Yampolsky Fellow was able to establish a successful 

event in Clear Eyes on Campus because adequate eye health and vision 

is critical for academic success, completing goals, and obtaining a 

successful career.  

The Clear Eyes on Campus event provided 49 eye exams and 35 pairs of 

eyeglasses to college students free of charge. Many of these individuals 

face barriers such as cost, insurance coverage, and transportation that 

impede their access to vision care. This event demonstrated the 

importance of accessible vision care on college campuses and began to 

build a model that other campuses can utilize to improve access to 

medical care.  

Looking ahead, there are many areas for improvement that could 

increase the efficiency of the Clear Eyes on Campus event to impact a 

greater number of students. Implementing a prescreening process before 

the day of the standard eye examinations would help reduce the number 

of unnecessary exams on healthy individuals. Vision screenings quickly 

identify individuals who have a need that can be addressed with an eye 

exam. This would allow for a more efficient utilization of resources to 

reach students who truly need care. Additionally, vision screening would 

provide data regarding the need on campus to allow the organizers of the 

event the opportunity to be prepared for the number of exams that need 

to be completed.  

The Clear Eyes on Campus event was only possible thanks to the 

generosity of Sight for All United. As the leadership team at Sight for All 

United looks toward future Clear Eyes on Campus events, a priority in 

the planning process is additional funding sources. Outside financial 

support would decrease the financial burdens of the event. This burden 

includes the staff salaries, doctor fees, prescribed eyeglasses cost, and 

other necessary resources to make the event successful. This support 

could arise from several sources, including YSU alumni and donor 

support, YSU financial aid support, partnered nonprofit support, and 

support from individual donors. By increasing the funding, the Clear 

Eyes on Campus event will be able to reach a greater number of students 

and increase the long-term sustainability of the program. Additionally, 

creating partnerships with local charities could provide sponsorships to 

allow for expansion of the program to more campuses around the region.  

Another key area for improvement is enhancing education and training 

for all support staff and volunteers assisting with the event. Volunteers 

play a crucial role in the success of the Clear Eyes on Campus event, 

assisting with outreach, streamlining the screening process, and guiding 

students through their appointments on the day of the event. While the 

online modules prior to the event jumpstarted the basics of training for 

the volunteers, providing adequate in-person training, volunteers could 

assume more responsibilities such as serving as vision screeners to 

improve efficiency while maintaining the highest standard of care. 

Volunteers can also assist in the community engagement and public 

perception of the event. Many college students are unaware of the 

importance of eye health and routine exams. Student volunteers are able 

to educate peers prior to the event, encouraging them to get an exam 

while also assisting with education following the event such as 

answering questions and providing guidance on further access to medical 

care.  

CONCLUSION/IMPLICATION 

The Clear Eyes on Campus event showed that reducing barriers to eye 

care, such as cost, insurance coverage, and transportation, is critical for 

students' eye health and academic success. This event made 

advancements in addressing the vision care needs of college students 

while also stressing the importance of relationships between eye health 

and performance in the classroom. We can considerably improve the 

efficiency of future events, reach more students, and increase the quality 

of life for students across YSU’s campus by implementing new strategies 

such as a prescreening process, securing additional funding, and 

volunteer training.   

After a thorough literature search, it is obvious that there is a lack of data 

surrounding college students and access to eye care, but the demand is 

prominent, as seen in the success of the Clear Eyes on Campus event at 

YSU. Sight for All United underlined the need by the sheer number of 

students who waited for walk-in appointments. There are many programs 

with reported success that assist primary and secondary school students 

to obtain free eye care, but these services do not continue once a person 

graduates high school. The Clears Eyes on Campus event could be used 

as a model for campuses across the country to improve access to medical 

care. 

CONFLICT OF INTEREST 

None  

FUNDING 

None  

ACKNOWLEDGMENT 

Sight for All United is a 501(c)(3) nonprofit organization in Youngstown, Ohio, 

established in 2016 with the mission of helping every person reach his/her visual 

potential while lifting barriers for access to care. 

AUTHOR CONTRIBUTION 

Kayla T. Katsadouros: data acquisition, data analysis, data interpretation, 

manuscript development. Tanya Pai Dunghat: data interpretation, manuscript 

development. Shridar Narain: data interpretation, manuscript development. Leah 

Sakacs: manuscript review, senior advisor. Sergul Ayse Erzurum: manuscript 

review, senior advisor. 

 

 



PUBLIC HEALTH PRACTICE Ohio Journal of Public Health, Vol. 8 Issue 1    ISSN: 2578-6180 

 

5 

  Ohio Public Health Association 

REFERENCES 

 

1. Youngstown State University. Youngstown State kicks off community engagement exhibit “Road to Carnegie.” Youngstown State University. March 25, 2024. 

https://ysu.edu/news/youngstown-state-kicks-community-engagement-exhibit-road-carnegie 

2. FSAPartners.ed.gov. 2024-25 DRAFT SAI Guide Supplement: Eligibility for Max/Min Pell Grant Resource. Federal Student Aid. March 1, 2024. 
https://fsapartners.ed.gov/sites/default/files/2023-05/202425DRAFTSAIGuideSupplementEligibilityforMaxorMinPellGrantResource.pdf    

3. Youngstown State University Board of Trustees. Youngstown State University student retention, persistence, and completion plan (2022-2024) Youngstown State 

University. June 23, 2022 https://dam.assets.ohio.gov/image/upload/highered.ohio.gov/completion/2022/YSU_Completion-Plan_2022.pdf 

4. Burke, M. YSU’s International Student Enrollment Surges; Offices Overwhelmed but Optimistic. WKBN First News. December 6, 2024. 

https://www.wkbn.com/news/local-news/youngstown-news/ysus-international-student-enrollment-surges-offices-overwhelmed-but-optimistic/ 

5. Neitzel AJ, Wolf B, Guo X, et al. Effect of a randomized interventional school-based vision program on academic performance of students in grades 3 to 7: a cluster 
randomized clinical rrial. JAMA Ophthalmol. 2021;139(10):1104–1114. https://doi.org/10.1001/jamaophthalmol.2021.3544 

6. Moumneh K, Centeno Gavica J, Centeno Gavica MS, Terrell M, Lomiguen CM. The role of barriers and community-based education in compliance to regular eye 

exams in New York City's Harlem community. Cureus. 2020;12(10):e10875. https://doi.org/10.7759/cureus.10875 

7. VAL-Uvision. How Much is an Eye Exam Without Insurance? VAL-Uvision. September 9, 2024. Updated September 22, 2025. https://valuvision.com/how-much-is-

an-eye-exam-without-insurance/#:~:text=However%2C%20combining%20national%20averages%20from,%2446%20for%20refractive%20vision%20tests 

8. Tran D-MT, Silvestri-Elmore A. Healthcare-seeking behaviours in college students and young adults: a review. J Res Nurs. 2021;26(4):320-338. 
https://doi.org/10.1177/1744987120951594 

9. Lewer Mark Student Insurance. 2024-2025 International Student Insurance Plan Summary. Lewer Mark Student Insurance. 2024. https://www.lewermark.com/wp-

content/uploads/documents/2024-25 Southern Arkansas University Summary.pdf 

10. Sight for All United. About Sight for All United. Sight for All United. https://www.sightforallunited.org/about 

11. Youngstown State University. Zoldans donate $1 million for scholarships, fellows programs. Youngstown State University News Center. December 3, 2020. 

https://ysu.edu/news/zoldans-donate-1-million-scholarships-fellows-programs 

https://ysu.edu/news/youngstown-state-kicks-community-engagement-exhibit-road-carnegie
https://fsapartners.ed.gov/sites/default/files/2023-05/202425DRAFTSAIGuideSupplementEligibilityforMaxorMinPellGrantResource.pdf
https://dam.assets.ohio.gov/image/upload/highered.ohio.gov/completion/2022/YSU_Completion-Plan_2022.pdf
https://www.wkbn.com/news/local-news/youngstown-news/ysus-international-student-enrollment-surges-offices-overwhelmed-but-optimistic/
https://doi.org/10.1001/jamaophthalmol.2021.3544
https://doi.org/10.7759/cureus.10875
https://valuvision.com/how-much-is-an-eye-exam-without-insurance/#:~:text=However%2C%20combining%20national%20averages%20from,%2446%20for%20refractive%20vision%20tests
https://valuvision.com/how-much-is-an-eye-exam-without-insurance/#:~:text=However%2C%20combining%20national%20averages%20from,%2446%20for%20refractive%20vision%20tests
https://doi.org/10.1177/1744987120951594
https://www.lewermark.com/wp-content/uploads/documents/2024-25%20Southern%20Arkansas%20University%20Summary.pdf
https://www.lewermark.com/wp-content/uploads/documents/2024-25%20Southern%20Arkansas%20University%20Summary.pdf
https://www.sightforallunited.org/about
https://ysu.edu/news/zoldans-donate-1-million-scholarships-fellows-programs


 Ohio Journal of Public Health, Vol. 8 Issue 1    ISSN: 2578-6180 

© 2026 Topmiller; Vissman; Mallow; Visconti. Originally published in the Ohio Journal of Public Health (https://ojph.org). This article 

is published under a Creative Commons Attribution 4.0 International License (https://creativecommons.org/licenses/by/4.0/)  

1 

Ohio Public Health Association 

RESEARCH BRIEF

Exploring the Geographic Variation of Hepatitis C 

Screening and Treatment in Ohio
Michael Topmiller1; Aaron T. Vissman2; Peter J. Mallow3; Adam Visconti4

1 Robert Graham Center for Policy Studies in Family Medicine, American Academy of Family Physicians, Washington, DC 
2 Department of Health Sciences, Thomas More University, Crestview Hills, KY 
3 Health Services Administration Department, Xavier University, Cincinnati, OH 
4 Department of Family Medicine, Georgetown University, Washington, DC

Corresponding Author: Peter J. Mallow, 3800 Victory Parkway, Cincinnati, OH 45207, 513-745-3636, mallowp@xavier.edu

Submitted January 20, 2025   Accepted October 2, 2025   Published April 23, 2026   https://doi.org/10.18061/ojph.6418

ABSTRACT

Introduction: The US Preventive Services Taskforce recommends one-time hepatitis C virus (HCV) screening for all adults and 

periodic screening for high-risk individuals. Though HCV treatments are available with cure rates of about 95%, it is estimated 

that more than 50% of HCV cases are undiagnosed, and only one-third of HCV patients receive treatment. This research sought 

to understand the gaps in HCV screening and treatment by examining geographic variation within Ohio.  

Methods: Using county-level data from the State of Ohio Integrated Behavioral Health Dashboard, we used geospatial analysis 

to map the percentage of Medicaid enrollees aged 18-64 years with opioid use disorder (OUD) that were screened and treated 

for HCV. Health care capacity and other risk factors were also compared by high and low HCV screening and treatment 

counties. 

Results: Our analysis showed geographic disparities for HCV screening and treatment. Southwestern Ohio has significantly 

higher screening rates compared to northeastern Ohio. High screening counties have significantly more health center testing 

sites compared to low screening rate counties. Northeastern Ohio had significantly higher rates of HCV treatment despite 

lower screening rates. High treatment counties were more likely to be in nonmetropolitan areas and have fewer health care 

resources, including significantly fewer HCV physician specialists and primary care physicians (PCPs).  

Conclusion: We found wide disparities across Ohio in screening and treatment for HCV. Removing these disparities is 

necessary to eliminate HCV. We found that better access to health centers and PCPs may improve screening rates, but were not 

associated with increased treatment. 

Keywords: Hepatitis C virus (HCV); Geographic information system (GIS); Medicaid 

INTRODUCTION 

The US Preventive Services Taskforce (USPSTF) recommends one-time 

hepatitis C virus (HCV) screening for all adults and routine periodic 

screening for individuals with current or past drug use.1 Treatments are 

available that can cure more than 95% of people with HCV.2 The US 

Department of Health and Human Services National Hepatitis C 

Elimination Program seeks to eliminate HCV by 2030 by funding 

expanded screening, prevention, and the treatment of HCV.3 Despite this 

initiative, it is estimated that more than 50% of HCV cases are 

undiagnosed, and approximately 15 000 people die annually in the 

United States due to the disease.4

While HCV cases and mortality rates have decreased over the past few 

years in Ohio, almost 11 000 acute HCV cases from 2019-2023 were 

reported by the Ohio Department of Health (ODH). 5  Ohio also has 

several risk factors contributing to higher rates of HCV, including 

consistently high rates of opioid use disorder (OUD)6 and high rates of 

mortality from injection drug use (IDU), 7  which are important risk 

factors for HCV.8 The HCV infection prevalence is also up to 10 times 

higher among incarcerated populations compared to the general 

population. Ohio has approximately 45 000 people incarcerated, and 

recent data showed more than 700 HCV positive diagnoses among state 

correctional inmates.9 

https://ojph.org/
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Recent research also found that Ohio has among the lowest HCV 

clearance cascade rates (the steps in curing HCV beginning with 

screening) in the US, with only about 11% cured.10 This is consistent 

with data from the State of Ohio Integrated Behavioral Health Dashboard 

which reported about 11% of Medicaid enrollees with OUD being treated 

for HCV in 2021. These same data report only 34% of Medicaid 

enrollees with OUD being screened for HCV, with 66% testing positive 

for HCV.11

The Ohio Association of Community Health Centers (OACHC) put 

together an Ending HCV Playbook in 2023 which emphasized the role 

of primary care physicians (PCPs) in screening, treating, and curing HCV. 

The Playbook was designed for health center providers treating the 

highest-risk patients.12 However, several barriers exist that may limit the 

impact of the Playbook, including Medicaid prior authorization 

restrictions and the lack of knowledge and training among PCPs for 

treating HCV patients.13,14 

Improving HCV screening and testing in Ohio requires understanding 

the geographic variation, the availability of health care resources, and 

other characteristics associated with high and low HCV screening and 

treatment rates. This knowledge will allow for targeted approaches for 

increasing access to screening and treatment and improving the HCV 

clearance cascade. The objective of this research was to assess the 

geographic variation of HCV testing and treatment rates in Ohio.  

METHODS 

This cross-sectional study used secondary data from the State of Ohio 

Integrated Behavioral Health Dashboard.11 The State of Ohio 

Department of Public Health collects HCV screening, prevalence, 

mortality, and treatment data from participating health departments, 

adjudicates the data, and makes it available to the public. Contained in 

this county level data are the numbers of people seeking HCV treatment, 

people being screened for HCV, PCPs, and testing sites. The HCV 

screening, prevalence, mortality, and treatment rates were calculated as 

the number of Medicaid enrollees aged 18–64 years with OUD who were 

screened or treated for HCV in 2021, divided by the total county 

population, and standardized per 100 000 residents. Similarly, we 

standardized the PCP rate by county. We used the geographic 

information system (GIS) software GeoDa (version 1.22) to create 

county-level maps of HCV screening and treatment rates across Ohio, 

categorized by quartile.15

High HCV screening and treatment counties were defined as those in the 

top quartile, while low HCV screening and treatment counties were 

defined as those in the bottom quartile. We conducted t tests to compare 

high and low HCV screening and treatment, while also comparing HCV 

mortality, drug overdose death rates, rate of PCPs, rate of HCV physician 

specialists (infectious disease, hepatology, gastroenterology), and the 

number of health center HCV testing sites, as well as racial/ethnic 

characteristics. Note that HCV treatment data were not available for 27 

counties, and they were removed when conducting analysis on high/low 

treatment counties. The study was deemed exempt from institutional 

review board review due to its reliance on publicly available secondary 

data.  

RESULTS 

Figure 1 displays the geographic patterns for HCV screening and 

treatment based upon the number of screening exams or people treated 

per 100 000 people. The maps show higher screening rates in counties in 

southwestern and northwestern Ohio compared to the rest of the state. 

Different geographic patterns emerge for HCV treatment, where   

Figure 1. Ohio Maps of Hepatitis C Virus (HCV) Screening and Treatment with Health Center HCV Screening Locations 

The county levels maps were separated into quartiles based upon the number of HCV screening 

exams or people treated for HCV per 100 000 people. The darker shade indicates higher rates. The 

orange dots are the location of health center testing sites.  
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northeastern Ohio has the highest rates and southwestern Ohio has lower 

HCV treatment rates. Scioto County and Pike County (both in 

southeastern Ohio) and Hardin County and Wood County (both in 

northwestern Ohio) had high HCV screening and treatment rates. Four 

counties have low screening and treatment rates: Jefferson County in 

northeastern Ohio, Fairfield County and Licking County (both in central 

Ohio), and Meigs County in southeastern Ohio. 

Table 1 displays the characteristics of high and low screening and 

treatment counties by quartile. High screening counties have 

significantly higher rates of HCV mortality and drug overdose mortality. 

These counties have lower rates of HCV prevalence and HCV treatment, 

though not significant. High screening counties have more health care 

resources, including significantly higher numbers of health center testing 

sites compared to low screening rate counties (6.1 vs 0.8) and higher 

rates of PCPs per 100 000 (53.9 vs 45.5), though the differences are not 

statistically significant. 

There are no significant differences in HCV mortality, HCV screening, 

or drug overdose mortality when comparing high and low HCV 

treatment counties. However, low HCV treatment counties were home to 

almost 13 000 people in correctional facilities, which comprised almost 

30% of Ohio’s prison population. Further, low HCV treatment counties 

were more likely to be located in metropolitan areas when compared to 

high treatment counties and have significantly higher percentages of 

Black populations. High treatment counties have fewer health care 

resources than counties with lower rates, including significantly fewer 

HCV physician specialists (infectious disease, hepatology, 

gastroenterology) and PCPs per 100 000 population. 

CONCLUSION 

Eliminating HCV requires increased access to testing and treatment, of 

which we found substantial geographic variation across Ohio counties 

despite federal and state programs to eliminate HCV. We found that 

better access to health centers and PCPs may improve screening rates but 

were not associated with increased treatment. This may be partly 

explained by barriers such as Ohio Medicaid prior authorization 

restrictions that may limit access to treatment, which is consistent with 

other literature.16  Further, we found that low HCV treatment counties 

have higher rates of health care resources and are more likely to be 

located in metropolitan areas, suggesting that other factors may be 

contributing to the low HCV treatment rates. Gonzalez et al identified 

several primary care provider-perceived barriers to providing HCV 

treatment, including having limited experience with HCV treatment and 

the need for more provider and public awareness of treatment 

improvements.17 This is consistent with other literature documenting a 

lack of PCP confidence in treating HCV. Doshi et al found that 59% of 

PCPs referred all HCV patients to specialist, and Thomson et al found 

that 71% referred all HCV patients to specialists, with only 9% who felt 

comfortable treating chronic HCV patients.13,14 Given that research has 

found that PCPs can effectively treat HCV for most patients,18,19 several 

articles have recommended increasing PCP HCV treatment capacity as 

one of the key elements for eliminating HCV20,21 including Guss et al, 

“The time has arrived for PCPs to diagnose, treat, and cure patients with 

HCV, and interested PCPs should be able to add HCV as a disease that 

they can successfully manage in a primary care setting.”21 

 

Table 1. Characteristics of High/Low Hepatitis C Virus (HCV) Screening/Treatment Counties 

 Screening 

Q1 (Low) 

Screening 

Q4 (High) 

 Treatment 

Q1 (Low) 

Treatment 

Q4 (High) 

Ohio 

Number of counties 22 22  15 15 88 (61) 

HCV Measures       

HCV Prevalence 75.1*** 63.5  64.9 70.8 66.3 

HCV Screening 25.4*** 39.8  33.5 32.1 33.9 

HCV Treatment 13.4 11.5  7.9*** 18.4 11.2 

HCV Mortality 2.3** 4.0  3.2 3.3 3.3 

Risk Factors       

Drug overdose mortality 27.0* 39.9  40.7 37.1 38.0 

Number of prisons 5 5  6 5 31 

State prison population 8000 9349  12 865 8367 45 022 

Resources       

Number of HCV testing sites 0.8* 6.1  5.7* 1.4 2.7 

PCPs per 100 000 45.5 53.9  61.4** 40.8 49.4 

HCV specialist per 100 000a 238.9 363.6  491.0 246.6 381.6 

Other Characteristics       

Number of nonmetropolitan counties 12 (55%) 12 (55%)  3 (20%) 8 (53%)  

Black (%) 3.4 5.4  8.5 2.6** 4.4 

Note: *p<.05; **p<.01; ***p<.001 (comparing high (Q4) /low (Q1) HCV screening and treatment). 
aHepatitis C virus specialists are defined as hepatologists, gastroenterologists, and infectious disease specialists.
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This research had several limitations. First, the data source includes only 

Ohio Medicaid enrollees aged 18-64 years with a diagnosis of OUD, 

meaning the high-risk Medicare population22  was excluded from the 

analysis. Also excluded from the analysis were people in correctional 

facilities, another known high risk population. A third limitation was that 

the data for this analysis do not capture recent changes in the Ohio 

Medicaid policy landscape affecting HCV treatment, including easing 

restrictions that required HCV specialists to prescribe certain 

medications.23  Despite these limitations, the geographic knowledge of 

counties with high screening and treatment of HCV may allow best 

practices to be communicated to counties with low screening and 

treatment and help all Ohioans. 

PUBLIC HEALTH IMPLICATIONS 

Addressing the geographic disparities in screening and treatment of HCV 

is critical to achieving state and national goals.3,4,23,24 Despite a decline 

in HCV cases, rates, and mortality,4 Ohio still has among the lowest HCV 

care cascade rates in the US.10 Our research found substantial variation 

across the state with low screening rates in the Ohio counties of Jefferson, 

Meigs, Fairfield, and Licking. Targeting interventions such as improving 

PCP capacity, expanding the reach of community health centers, and 

public outreach campaigns in these counties may achieve the more 

immediate results and have the greatest effect on the statewide 

population. Further, best practices can be learned from the high 

performing counties and spread throughout the state.  

The economic and health benefits of improving HCV care are 

particularly impactful for Ohio, a state with one of the lowest HCV care 

cascade rates in the US.10 Targeted interventions based upon our results 

can prevent advanced liver disease, reduce health care costs, and save 

lives while reducing health disparities in vulnerable communities. 
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ABSTRACT 

Introduction: The United States Department of Agriculture (USDA) defines food insecurity as the absence of consistent access 
to enough food for a healthy and active life. Federally qualified health centers (FQHCs) are community-based health care 
facilities, often located in underresourced areas where food insecurity is of public health concern. The purpose of this study 
was to provide an opportunity for FQHC staff and patient board members to discuss how they can positively impact food 

insecurity. 
Methods: An observational study using mixed-methods approaches was conducted from January through September 2023. A 
presentation of study results involving an online facilitated discussion was open to representatives of all 57 Ohio FQHCs via 
email recruitment. Participant feedback was collected using appreciative inquiry, specifically a strengths, opportunities, 

aspirations, and results (SOAR) analysis. 
Results: Fourteen FQHCs (approximately 25% of the total number of Ohio FQHCs) were represented, by one person each 
during the presentation and facilitated discussion. Best practices identified in this research study included having community 
health workers (CHWs) on staff to connect patients to resources; having dietitians on staff to provide nutrition counseling; 
operating patient centered medical homes (PCMHs); and using AmeriCorps volunteers to screen patients. 

Conclusion: Federally qualified health centers focus on serving underserved and at-risk populations. Increasing services, 

specifically primary care services, are likely to decrease health care costs. Federally qualified health centers also help to provide 
patients with better access to health care and promote improved health care outcomes. Facilitated discussion participants were 
able to network via an online chat, which will allow for future collaboration and sharing of health center practices. 

Keywords: Federally qualified health centers; Food insecurity; Social determinants of health; Strengths, opportunities, aspirations 

and results (SOAR) analysis; Observational study; Mixed-methods approach 

INTRODUCTION 

The United States Department of Agriculture (USDA) defines food 
insecurity as the absence of consistent access to enough food for a 

healthy and active life. 1 Furthermore, very low food security is when the 
food intake of members in a household is reduced, and normal eating 
patterns are disrupted because money and resources are inadequate.1 An 
active, healthy life referred to in the USDA food insecurity definition 
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depends on both adequate amounts of food and the proper mix of 
nutrient-rich food to meet an individual’s health and nutrition needs. 2 

While it is important to understand the adverse health outcomes resulting 
from food insecurity, examining the socioeconomic factors associated 
with being food insecure are also critical to developing effective 
prevention strategies. Limited access to healthy food can be driven by 
income (people do not have enough money to purchase nutritious foods), 
accessibility (the money is there, but the person cannot access due to a 
disability, lack of transportation, or living in a food desert where there is 
a lack of access to affordable fruits, vegetables, low-fat milk, whole 
grains, and other foods that make up a healthy diet), and culture (people 
can afford the food and it is accessible, but they do not know how to 
identify or prepare the food). 3 

Economic and physical access to healthy food is critical to ensuring food 
security. Food insecurity and associated undernutrition adversely affect 
health and socioeconomic development in the short and long term, for 
individuals and communities. 4 

Federally qualified health center program awardees and FQHC look-

alikes are required to report on measures annually as defined by the 
Uniform Data System (UDS). Like FQHCs, FQHC look-alikes are 
community-based health centers that meet the Health Resources and 
Services Administration (HRSA) Health Center Program requirements, 
but do not receive HRSA funding. 5 For purposes of this study, FQHCs 
refer to FQHCs and FQHC look-alikes. The HRSA uses UDS data to 
evaluate the impact and performance of health centers, and to promote 
quality improvement. The UDS data include information on health 
center patient characteristics, clinical processes and health outcomes, 
services provided, staffing, patients' use of services, revenues, and 
expenses.6 

Comparing Ohio to the United States 

The UDS database is useful for comparing different sets of data. There 
were 51 reporting awardees in 2020. Nationally, there were 1375 
reporting awardees during the same year. In Ohio, 793 469 patients were 
served; 2.8% of the total number of patients served nationally. Ohio 
patients received 917 781 services (medical, dental, mental health, and 
substance abuse). This is 2.8% of services received nationally. The 
majority of patients in Ohio and the US are either uninsured or are 
Medicaid recipients. Over one-third of patients served in Ohio and over 
half of patients nationally belong to a racial and/or ethnic minority.6 

The majority of HRSA programming and funding in Ohio is devoted to 
the primary health care area where health conditions (including those 
associated with nutrition) are treated. 

Federally qualified health centers are community-based health and social 
service providers, often located in underresourced urban and rural areas 
where food insecurity is of public health concern. 7 These health centers 
are safety net providers that mainly provide services in an outpatient 
setting. FQHCs include public housing primary care centers, community 
health centers, migrant health centers, health care for the homeless health 
centers, and FQHC look-alikes. They also include outpatient health 
programs or facilities operated by an urban Indian organization, a tribal 

organization, or a tribe. The FQHCs are paid based on the FQHC 
prospective payment system (PPS) for eligible preventive health services 
furnished by a FQHC practitioner and medically necessary primary 
health services.7 

It is critical that health centers have access to and are supported in their 
efforts to employ appropriate providers, reverse the increasing economic 
costs of chronic conditions such as obesity and diabetes, prevent the 
onset of chronic disease, and provide evidence-based interventions to 
lessen the burden of chronic disease. 8 The extent to which FQHCs 
address food insecurity is not well understood or documented. This study 
provided an opportunity for FQHC staff and patient board members 
across the state of Ohio to discuss how they can positively impact the 
issue of food insecurity. 

METHODS 

This observational study using mixed-methods approaches sought to 
gather responses from FQHC staff and patient board members across the 
state of Ohio. This included seeking FQHC information on how food 
insecurity is addressed through community health centers. See Appendix 
for the Facilitated Discussion Guide. 

Research findings from a prior survey, along with semistructured 
interviews, were presented to Ohio FQHC professionals via an online 
platform. Specifically, FQHC executives, frontline staff and patient 
board members were recruited for the study. Executives in FQHCs are 
responsible for operations and overall performance. Frontline employees 
are patient-facing and are essential to handling patient concerns. The 
FQHC boards of directors are required to have actual patients 
representing 51% of their board memberships. It is important to 
understand the perspectives of all 3 of these groups in order to understand 
and possibly influence the direction of the agency. The objective of the 
survey and interviews was to explore the ways in which FQHCs in Ohio 
are addressing the public health challenge of food insecurity through 
their policies, services, and community partnerships using a social 
determinants of health (SDOH) lens. 

The presentation was based on research highlights for which additional 
reactions and feedback were obtained in an effort to identify best 
practices. It was an opportunity to better understand FQHC policies, 
services, and community partnerships for addressing food insecurity. 
During the presentation the information shared included study objectives, 
background and context, the problem statement and study questions, and 
preliminary results. Preliminary results indicated that one way in which 
FQHCs are addressing food insecurity is through their services. Survey 
respondents were asked to share services/programs/initiatives offered by 
their FQHC to address diabetes, hypertension, obesity, cholesterol 
management, or other chronic diseases. Response options were National 
Diabetes Prevention Program, National Hypertension Control Initiative, 
Weight Watchers, Nutrition Counseling, or other. The majority of 
respondents (54%) stated that nutrition counseling was the most popular 
service, followed by the National Diabetes Prevention Program, and 
National Hypertension Control Initiative each at 24% and none selecting 
Weight Watchers (Figure 1). 
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In addition, 10 (27%) of survey respondents selected other and these 
responses included 1 of the following: Diabetes Education (with and 
without certified diabetes educators), Food is Medicine, Produce Perks, 
Referrals, and Purple Apron Project (program that provides diabetic 
management education and addresses food insecurity). 

Another survey question asked what resources are provided if a patient 
is food insecure. Food pantries were listed by 76% of respondents, while 
only 8% listed after school programs (with meals provided). Food banks 
(70%), SNAP (65%), and WIC (62%) were listed by respondents. 
Respondents also mentioned food vouchers (32%), summer school 
programs with meals provided (11%), meal delivery services (14%), and 
food boxes (38%) as resources provided to FQHC patients who are food 
insecure. Some respondents who responded “other” shared resources 
which are: a food clinic, a food rescue program, and a backpack program. 

Expanding on what was reported in the survey regarding FQHC policies 
and services, the interviews conducted provided greater detail to the 
survey responses and helped to better understand programs offered by 
FQHCs to address chronic diseases. 

After the presentation, a facilitated discussion took place to determine 
the next steps. The facilitated discussion was recorded, transcribed, and 
verified. The strengths, opportunities, aspirations and results (SOAR) 
framework was used to analyze discussion details, which were 
incorporated into the final analysis of this research project. The 
discussion was open to staff and patient board members of all 57 Ohio 
FQHCs. Participant recruitment was via email. Feedback was provided 
from representatives of 14 FQHCs across the state of Ohio. This was an 

opportunity for Ohio FQHC staff and patient board members to 
collaborate on addressing food insecurity in the same virtual room at the 
same time. It also allowed the researcher to engage in a member checking 
activity regarding findings on the identification of best practices for 
FQHCs interested in this topic. 

Feedback from facilitated discussion participants was collected using 
appreciative inquiry. Appreciative inquiry is designed to focus on the 
positive (strengths and successes), not on what is broken or on challenges. 
Specifically, the SOAR framework was used. The SOAR framework is 
a specific application of appreciative inquiry. This strategic planning 
technique helped illuminate what is working, explore how to increase 
success, determine what can be enhanced, and identify additional 
desires/outcomes relating to how Ohio FQHCs are addressing food 
insecurity. 

RESULTS 

Fourteen FQHCs were represented during the presentation and 
facilitated discussion exploring how Ohio FQHCs are addressing food 
insecurity. This was about 25% of the total number of FQHCs in the state 
of Ohio. Table 1 shows responses that participants shared in the 
presentation and facilitated discussion during the associated SOAR 
activity. 

DISCUSSION 

FQHCs focus on serving underserved and at-risk populations. Increasing 
services, specifically primary care services, are likely to decrease health 
care costs related to hospitalizations and emergency room visits. 

Figure 1. Bar Chart Ohio Federally Qualified Health Centers Services/Programs/Initiatives to Address Chronic Diseases (N=37) 
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Table 1. Facilitated Discussion Strengths, Opportunities, Aspirations, and Results (SOAR) Responses 

Categories and Questions Summary of Findings 

Strengths 

What are Ohio FQHCs doing well when 

it comes to addressing food insecurity? 

What are you proud of concerning how 

food insecurity is addressed in your 

FQHC? 

Prioritizing SDOH screening. 

Employing staff to focus on SDOH including food insecurity. 

Providing a Food is Medicine program that provides fresh produce from April- October 

each year. 

Establishing a medical food pantry aimed at people experiencing food insecurity and 

having a chronic disease. 

Making it a priority that meal bags are always ready. 

Connecting to multiple resources outside of just food insecurity. 

Encouraging patients with diabetes to visit with the dietitian. 

Having a food pantry in the FQHC to give patients food during their visit. 

Exploring door dash where produce can be sent to the patients’ homes. 

Creating a booklet with all of the food pantries and places for free meals in the county. 

Opportunities 

What opportunities are there for your 

FQHC to address food insecurity? 

How can positive findings be scaled 

across FQHCs in the state? 

Expand transportation services. 

Allow community health workers (CHWs) services to be billable services. 

Address food deserts through grocery stores and mobile markets. 

At every provider visit, when Medical Assistants (MAs) are rooming patients, the screening 

questionnaire should be part of the rooming protocol. 

Report positive findings through Health Resources and Services Administration (HRSA) and 

Uniform Data System (UDS) information. 

Engage the Ohio Association of Community Health Centers (OACHC). 

Aspirations 

Reflecting on the strengths and 

opportunities what should FQHCs do in 

the future to best meet the needs of 

patients and staff assisting patients? 

What tools, programs, processes, etc, 

need to be in place to support food 

security among FQHC patients? 

To train and employ staff that can support food insecurity screening and needs. 

To prioritize funds for staffing and food. 

To have a statewide referral platform that integrates with electronic health records for 

shared referrals and loop closure. 

For the state to work with managed care organizations (MCOs) to reimburse for CHWs. 

To provide cooking instructions on how to prepare unfamiliar foods. 

To have more coordination between FQHCs in Ohio to share ideas. 

To have internal committees in our health systems to make sure we are actually promoting 

healthy foods in our vending machines and cafeterias too. 

To partner with stores to get discounted produce at the store while patients are there. 

To remove language barriers. 

To help educate patients on what foods are healthy in the store and how to purchase those 

things while still staying within budget. 

To have a map where the food banks are so you can tell patients what food bank is closest 

to them. 

Results 

What measurable results would indicate 

that FQHCs are succeeding in having 

food secure patients in the state of 

Ohio? 

How will you know that you are making 

a difference? 

Collect responses to pre/post surveys for those utilizing services. 

Track patients accessing pantries at FQHCs and chronic conditions on a shared statewide 

platform. 

Have one release of information form across FQHCs so shared data are possible. 

Have fewer positive food insecurity screenings. 

Have better metrics for chronic disease outcomes. 

Pull reports from Azara database (provider of population health solutions). 

Pull screening results and see positive on social determinants of health (SDOH) measures. 

FQHCs help to provide patients with better access to health care and 
promote improved health care outcomes. 9 Facilitated discussion 
participants were able to network via an online chat, which will allow for 
future collaboration and sharing of health center practices. The research 
findings will be of particular interest to the Ohio Association of 
Community Health Centers (OACHC). The OACHC, a practice partner, 

is the membership organization that represents the 57 Ohio FQHCs and 
is committed to accessible, high-quality and affordable health care for all 
Ohioans. The research findings will assist the OACHC with advancing 
the best practices described in this study. These best practices will also 
aid Ohio FQHCs in providing effective policies, services and community 
partnership strategies that are designed to promote food security among 
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patients thereby contributing to improved and more equitable clinical 
health outcomes. Best practice policies in the research include a 
statewide referral system and reimbursement for community health 
worker services. Best practice services include food prescription 
programs, resource connections, prioritizing SDOH screening, and 
coordinating/sharing information across FQHCs. Best practices for 
community partnerships include establishing a booklet of community 
resources, identifying transportation partners to get patients to needed 
services. and engaging OACHC. 

Policies, community resources and services present opportunities for 
partnerships between community-based organizations and health care 
organizations including FQHCs. Together, a link is formed connecting 
health to food resources. This link could potentially reduce food 
insecurity and improve health outcomes. 10 Federally qualified health 
centers should consider SDOH strategies in their work as these social 
determinants are responsible for many health disparities and are linked 
to chronic diseases, lack of health care access, food insecurity, and equity. 

This research using the SOAR analysis makes the case for FQHCs to 
take a more explicit role in addressing food insecurity in their patients. 
There are key programs and actions to be taken based on health center 
staff perspectives. 

PUBLIC HEALTH IMPLICATIONS 

From a practice perspective, FQHCs can adapt the methods and findings 
in this research study to better address food insecurity as well as other 
social determinants of health. Some best practices gleaned from the 
responses shown in Table 1 are to have staff focus on screening for 
SDOH, provide a list of resources including locations, look for funding 
for FQHC staff and food for patients, work to eliminate language barriers, 
and educate patients on how to afford healthy foods on a budget. There 

is also an opportunity to adapt equity initiatives that benefit patients. 
Having a better understanding of the perspectives of staff and patient 
board members will allow for improved knowledge, awareness of 
services, policy development/implementation, and resource connection. 
Engaging with community partners lends itself to better understanding 
available services/resources and allows for broader systems thinking 
when addressing the public health challenge of food insecurity. The 
insights from the study will allow FQHCs to work more efficiently 
toward systemic change and promote more consistent, integrated use of 
known resources. 
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APPENDIX – FACILITATED DISCUSSION GUIDE 

Title: Exploring How Federally Qualified Health Centers (FQHCs) in Ohio are Addressing Food Insecurity 
Duration: 90-minute session 

Researcher Introduction: 
My name is KF. This research study is exploring the ways in which FQHCs in Ohio are addressing the public health challenge of food 

insecurity through their policies, services, and community partnerships using a social determinants of health (SDOH) lens. 
Verbal Consent for Research: 
The information we discuss today will be used to compile a report that, together with the survey and interviews that some of you 
participated in, will yield information about how Ohio FQHCs are addressing food insecurity. 
I will first provide preliminary results from this study. Afterwards, there will be a discussion that is intended to collect organizational 
information only. There will be no personally identifiable information without your permission.   
Are there any questions or comments before we begin? [wait for questions] 
Perfect. So, let’s get started. I will be recording the discussion so that I have accurate information and remember what we discussed. Is 
that OK? [wait for responses] I’m going to start recording now. I’ll let you know when I turn it off at the end of our discussion as well. 
Turn on recording device(s). 

Session Begins: 
I will be using an appreciative inquiry approach with the questions that I will be asking you. Appreciative inquiry or AI is designed to focus 
on the positive - strengths and successes, not on what is broken or on challenges. Often, we focus on what’s not working or on what 
issues need to be resolved. Today, we will focus on what works, why and how we can build on those things to make Ohio FQHCs the best 
possible as it relates to addressing food insecurity. Specifically, we will be using SOAR framework. The SOAR framework is a specific 
application AI. SOAR stands for strengths, opportunities, aspirations, and results. 

The goal today is to use SOAR to obtain additional feedback and validate my research study findings that I will be sharing with you shortly. 
This strategic planning technique will help to better understand what is working, explore how to increase success, determine what can be 
enhanced and identify additional desires/outcomes. 

At this time, I will present my study findings (20-30 minute presentation). 
Now, that you have had an opportunity to listen to the presentation I am going to ask you questions based on the SOAR headings, and I 

want you to provide feedback. 

Strengths: 
1. In terms of addressing food insecurity, what are the greatest strengths of Ohio FQHCs? 
2. In other words, what are Ohio FQHCs doing well when it comes to addressing food insecurity? 
3. What are you proud of concerning how food insecurity is addressed in your FQHC? 
4. Please share any additional FQHC strengths in addressing food insecurity that may not have been shared. 

Opportunities: 
You heard me mention several key elements in the presentation. These included policies, services, community partnerships, chronic 

diseases, equity, health disparities, and social determinants of health. I shared many great things that Ohio FQHCs are doing to address 
food insecurity in these areas. 

1. What opportunities are there to sustain/maintain this status? 
2. How can the positive findings be scaled across FQHCs in the state? 
3. Where should efforts be focused (top 3 opportunities)? 
4. Please share any additional opportunities to address food insecurity that may not have been addressed. 

Aspirations: 
1. Reflecting on the strengths and opportunities that we discussed earlier what should FQHCs do in the future (short term and 

long term) to best meet the needs of not only FQHC patients but also FQHC staff to assist in helping the patients? 
2. What tools, programs, processes, etc need to be in place to support food security among FQHC patients? 

Results: 
1. What measurable results would indicate that FQHCs are succeeding at having food secure patients in the state of Ohio?   
2. How will you know that you are making a difference? 

Closing 
1. Is there anything else you’d like to add or that you think is relevant? 

Thank you for your time. I will stop recording now. 
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	Black families welcomed at first into Ohio; then segregated into poor urban living conditions, face structural racism. 
	1950-1970s 
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	Perceptions of Practice and Professional Identity Among Substance Use Prevention Professionals in  Ohio: A Descriptive Qualitative Study
	INTRODUCTION 
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	projected need for substance use prevention professionals in the United States surpasses the average growth across all 
	Methods: In this descriptive qualitative study, 15 prevention professionals, with an average of 11.5 years of experience, 
	2 ServeMinnesota, Minneapolis, MN
	2 ServeMinnesota, Minneapolis, MN

	Professionalization of the prevention field through credentials such as the credentialed prevention specialist (CPS) and credentialed prevention professional (CPP) designations has helped establish minimum competencies and standards.8 However, the prevention workforce faces persistent challenges including high turnover, inconsistent training, and systemic barriers.4,9,10 According to the US Bureau of Labor Statistics (BLS),11 employment for substance use prevention, behavioral disorder, and mental health professionals is expected to grow by 18% from 2022 to 2032, outpacing the national average across all occupations. This projected growth reflects 2 overlapping trends: workforce exits due to retirement, burnout, or job dissatisfaction; and the increasing prevalence of substance use disorders, particularly opioid use.9,10 
	METHODS 
	A semistructured interview guide was developed collaboratively by the research team, informed by project goals and contemporary literature on substance use prevention and implementation challenges. Key informants reviewed the guide, leading to minor revisions for clarity and relevance. Questions explored substance use trends (eg, alcohol, cannabis, nicotine), characteristics of substance-using youth, perceived effectiveness of current programs, organizational capacity, cross-
	Research has tended to emphasize the efficacy of specific programs17 or strategies for developing coalitions and partnerships18 with relatively little attention paid to the professionals themselves. Prior researchers found that prevention professionals in higher education often perform duties that extend beyond prevention, such as student development and general student support, highlighting a lack of role clarity and professional identity.19 Structural and logistical barriers—such as lack of funding for professional development or time to attend trainings—also impede professional identity formation and limit effectiveness.20 While some professionals exhibit high self-efficacy regardless of formal training,21 others report inadequate preparation to address substance use in their roles, particularly in counseling psychology.22 This disparity suggests that both access to training and perceived value of professional development impact ongoing engagement in the field. 
	Research has tended to emphasize the efficacy of specific programs17 or strategies for developing coalitions and partnerships18 with relatively little attention paid to the professionals themselves. Prior researchers found that prevention professionals in higher education often perform duties that extend beyond prevention, such as student development and general student support, highlighting a lack of role clarity and professional identity.19 Structural and logistical barriers—such as lack of funding for professional development or time to attend trainings—also impede professional identity formation and limit effectiveness.20 While some professionals exhibit high self-efficacy regardless of formal training,21 others report inadequate preparation to address substance use in their roles, particularly in counseling psychology.22 This disparity suggests that both access to training and perceived value of professional development impact ongoing engagement in the field. 

	All 3 focus groups were conducted in spring 2022 via Microsoft Teams. Group sizes ranged from 4 to 6 participants. Groups were stratified by county to ensure that local policy contexts and collaborative relationships could be explored in depth during each session. Each interview lasted approximately 75 minutes. Two university-affiliated researchers with prior qualitative research experience facilitated each group from private locations. At the start of each session, moderators disclosed their personal connections to the topic and outlined the study aims to foster rapport and transparency.28 All participants were offered a $20 digital gift card through a secure link following the session. 
	Data Analysis 
	RESULTS 
	Asking Why 
	Data Processing 
	Data Processing 

	Promoting the value of prevention specialists 
	Representative Excerpt 
	Separating the behavior from the individual 
	“We all have a place in this circle of care” 
	Subthemes 
	Subthemes 
	Observing Generational Changes  
	Prevention professionals described ways they navigated challenges associated with provision of services to youth and young adults with limited resources, including limited programming time, especially in school settings and limited access to the current substance use data. Regarding the latter, one prevention professional described “working with what we have and people’s anecdotal experiences.” Prevention professionals were motivated to address requests from community partners for support but conflicted when considering evidence-based, but aged programming that did not incorporate current awareness of diversity and culturally appropriate programming. One participant observed that historical programs did not always provide modification for use with diverse populations, with another noting “You try something and see if it works.” 
	Promoting the Value of Prevention Specialists  
	DISCUSSION 
	Contextual Factors that Impact Prevention Programming 
	Contextual Factors that Impact Prevention Programming 

	In addition to role clarity, participants highlighted contextual factors such as the attitudes of stakeholders, funding limitations, and cultural norms as significant barriers to effective program delivery. Participants in our study reported that school administrators’ preference for immediate, quantifiable deterrents, such as vaping detectors or drug testing, often conflicted with the more long-term, preventive measures favored by substance use prevention specialists. This divide between reactive deterrents and upstream prevention strategies was also noted in prior research where authors suggested that resistance to evidence-based practices is often rooted in a desire for more immediate, measurable outcomes.14 Our findings echo this concern, highlighting the challenge of convincing administrators and policymakers of the value of holistic, preventive interventions that may not yield immediate results. These challenges underscore the importance of a systemic workforce support approach, including mentorship, professional development, and clearly defined roles, to enable prevention professionals to implement evidence-based interventions effectively and maintain program consistency.36-39 These workforce support elements operate through specific mechanisms to improve program outcomes: training enhances skills and knowledge40,41; increasing fidelity of evidence-based intervention delivery42,43; supervision supports adaptive problem-solving, maintaining program consistency and quality44; and clearly defined career pathways stabilize staffing and improve retention, ensuring continuity of services.45 Additionally, the tension between short-term political or administrative demands and long-term public health strategies reveals a gap between prevention science and practice. Without strategic communication efforts and stronger institutional advocacy for evidence-based programs, prevention professionals may continue to struggle for legitimacy and resources in their workplaces.14  
	Based on our findings and the broader context of substance use prevention, we offer the following recommendations to address workforce shortages and strengthen the field: 
	IMPLICATIONS FOR PUBLIC HEALTH 
	IMPLICATIONS FOR PUBLIC HEALTH 

	3. Bridge the prevention-treatment divide through integrated training and dialogue: Initiatives that promote shared language and conceptual frameworks can foster mutual understanding and coordinated strategies; opportunities for dual credentialing and joint continuing education opportunities may further enhance integration and workforce flexibility. Such integration promotes consistent application of prevention principles across sectors, strengthens interorganizational collaboration, and improves the overall effectiveness and sustainability of prevention efforts. 
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	Mixed-Methods Evaluation of Continuous Improvement Efforts for a County Mental Health and Addiction Recovery Board
	INTRODUCTION 
	used survey methods with open and closed-ended questions to evaluate leadership initiatives. 
	to leadership initiatives. 
	 
	Submitted January 16, 2025   Accepted October 10, 2025   Published April 23, 2026   
	Introduction: Ohio has a behavioral health system of county operated and state-supervised boards that plan, fund, and 

	5
	Process Improvement 
	BACKGROUND 
	METHODS 
	Additionally, utilization of CQI methods within federally qualified health center (FQHC) settings has proven to yield substantial improvements in both efficiency and access to behavioral health services. Maragakis and colleagues
	Program evaluation is an important part of assessing the impact and effectiveness of mental health interventions.

	Increase show rate to 80%  
	Increase Lean Six Sigma certifications systemwide  
	Implementation of medication therapy management (MTM) services.  
	RESULTS 
	Process improvement* 
	Lean Six Sigma black belt training   
	Headshot of each participant with an introduction 
	Suggestions for improvement from participants 
	Have icebreaker at beginning 
	51 surveyed 43 responses received 84% response rate 
	Attended all 3 components: 27% Workshops only: 27% Workshops + individual coaching: 18% Workshops + reunions: 14% 
	The second productivity goal was to increase planned discharges by 2% across the Big 3. We analyzed the quality assurance (QA) reports for planned discharges from SFY 2020 to SFY 2023. Planned discharges were reported quarterly in the QA reports. At the beginning of SFY 2020, planned discharges at Agency 1 were at 85% and remained stable throughout the period. For Agency 2, planned discharges improved significantly by 25% from SFY 2020 to SFY 2022, rising from 79% at the start of SFY 2020 to 99% by the end of SFY 2022, reaching 100% by SFY 2023. At Agency 3, planned discharges were 59% at the beginning of SFY 2020 and decreased slightly to 58% by the beginning of SFY 2023, with the rate remaining mostly steady except for 1 noticeable fluctuation. 
	Staff Turnover Rate 
	The annual employee turnover rate fluctuated between 29% and 45% from SFY 2020 to SFY 2023. The annual turnover rate for leaders ranged from 0% to 22%. The annual turnover rate for direct service staff fluctuated between 36% and 48% from SFY 2020 to SFY 2023.  

	The annual employee turnover rate ranged from 30% to 56%, and the direct service staff rate is 34% from SFY 2022 to SFY 2023. The leadership turnover rate was 11% in SFY 2022 and 26% in SFY 2023. 
	The goal was to increase the number of EBP certifications among health care professionals systemwide by 15 individuals with new certifications. We analyzed quarterly reports from SFY 2020 to SFY 2023, focusing on new EBP certifications. In 2023, 18 new individuals earned EBP certification. As a result, the total number of certified individuals across the system reached 63. 
	 

	The objective was to increase employee engagement systemwide, measured using the nationally recognized Gallup Poll. Employee engagement surveys were administered in 2021 and again in 2023, comprising 12 questions related to job satisfaction, expectations, encouraging situations at work, and work relations. The 12 questions represent elements of employee engagement that have been consistently linked to better business outcomes. The questions include things like “I know what is expected of me at work” and “in the last seven days, I have received recognition or praise for doing good work.”  Respondents rate the statement on a Likert scale ranging from strongly disagree to strongly agree. 
	 
	DISCUSSION 
	14

	The productivity focus area centered on increasing the show rate of clients, increasing planned discharges, and reducing client wait times. Improving these metrics would not only enhance productivity but would potentially also improve the client experience and outcomes. The metric to improve show rate, the percentage of clients who show up for their planned appointments, was added after the evaluation began. The target of 80% of clients showing up for their planned appointments was set, and early data analysis indicated that the show rate was being measured and reported differently across the agencies. Once the measurement definition was made consistent, it was obvious the set target was too low. However, agencies still worked on improving their show rate by implementing appointment reminder systems across the Big 3 with the help of allocated funding. The next productivity measure was to increase planned discharges by 2% for the Big 3. To achieve this goal, training and education for clinical staff were implemented, focusing on engagement and treatment planning. All three of the agencies improved, with one agency improving by 25% in the first quarter and then remaining at or above 99% for the remainder of the tracking period (SFY 2021 fourth quarter through SFY 2023 third quarter). This agency made several policy changes including having a point-person who reviewed the data and addressed any issues, questions, and definitions with the staff. Agency 3 showed some improvement overall but had the lowest planned discharge numbers and the most fluctuation across time as compared to the other agencies. Their leadership reported that this is due to the makeup of their clientele, which often includes court ordered treatment and clients with significant substance use disorder. This is consistent with research related to treatment for these groups.
	This evaluation was focused on continuous improvement at the agency level. Evaluations highlight what 
	satisfaction
	19
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	Work-Related Trauma and Mental Health in First Responders: An Assessment of Service Utilization Barriers in Mahoning County, Ohio 
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	ABSTRACT 
	INTRODUCTION 
	Results: 
	barriers such as stigma and culture, though not all associations were statistically significant. Thematic coding showed trends of 
	.
	Data collected from 113 first responders in Mahoning County, Ohio, revealed that while 81.4% were aware of 
	Work-Related Trauma and Mental Health in First Responders: An Assessment of Service Utilization Barriers in Mahoning County, Ohio 
	Work-Related Trauma and Mental Health in First Responders: An Assessment of Service Utilization Barriers in Mahoning County, Ohio 

	.
	.
	4 
	9 
	In Mahoning County there are 2 main mental health support  groups that work with first responders. The CISM (Critical Incident  Stress Management) of Mahoning Valley was developed to deal with traumatic events and help those who witnessed or were involved with the event share their experience, feel their emotions, and learn about symptoms of stress and how to handle it
	.
	.

	11 
	In 2009, the IAFF launched a Behavioral  Health Awareness Initiative program that raised mental health awareness and substance abuse issues arising among first responders (firefighter  specific).
	.
	METHODS 
	The sample consisted of firefighters, police officers, and  EMS/EMTs/paramedics, ensuring a diverse representation of first responder agencies and their unique workplace experiences. Each  agency follows distinct procedures and perspectives, which may  influence their responses to the survey. To be eligible, participants had to  currently be employed or retired from a department within Mahoning 
	This study utilized a mixed methods approach, analyzing both quantitative and qualitative data to assess mental health service utilization among first responders in Mahoning County, Ohio.  Quantitative data consisted of stigma, trauma, culture, and perceived  importance. It also analyzed age, gender, and department type.  Qualitative data consisted of analyzing barriers within accessibility, attitudes, and department environments. The primary objective was to identify barriers and attitudes that prevent these individuals from seeking mental health support following traumatic work-related incidents. 
	11 
	11 

	Data Analysis 
	The survey (see Appendix) took 20 minutes for participants to complete  and examined key variables including mental health utilization, workplace culture, barriers to access, and attitudes toward mental health services. The quantitative section included 34 questions measuring interval, ordinal, and nominal data. Interval data provided demographic  context (age, years of experience), nominal data captured service  utilization (yes/no responses, eg, “have you ever utilized mental health  services or support groups?”), and ordinal data assessed factors such as barriers to access, stigma, and workplace culture through Likert scale responses. The qualitative component consisted of open-ended questions  where participants shared their perspectives on workplace stigma,  cultural norms, and the effectiveness of available mental health resources.  Responses were analyzed using Quirkos thematic coding to identify common themes and patterns. The analysis grouped together responses and compared them to key themes such as stigma, confidentiality, and job-related stress that were identified from a sample of the data. 
	Mattering at work reinforces employees’ sense of  value and purpose within their roles, and opportunity for growth 
	Need factors categorize perception of mental health needs  and severity, determining whether an individual seeks professional care.  This model is relevant to the assessment because the survey questions  can be categorized within these 3 domains, which allows for a structured analysis of the primary barriers to mental health service utilization.
	RESULTS 
	16 
	Data Analysis 
	Data Analysis 

	Of the 113 total respondents, 110 answered the question regarding years of service. Among them, 37.3% (n=41) reported having 1-10 years of experience, 27.3% (n=30) reported 11-20 years, 23.6% (n=26) reported 21-30 years, 10.9% (n=12) reported 31-40 years, and 0.9% (n=1)  reported over 40 years of experience (Figure 2). 
	In terms of department type, 82 respondents identified as career first  responders, 24 as members of combined career/volunteer departments, and 7 as members of strictly volunteer departments. Employment status data showed 84.1% (n=95) of respondents were full-time first responders,  while 13 were part-time, and 5 were volunteers receiving no stipend. 
	Chi-square was significant between department type and perceived  importance with a P value of 0.01 and a confidence level of 95%. Specifically, a chi-square test was conducted to examine the relationship between department type and importance of mental health resilience training. Utilizing one of the survey questions, “Have you ever received  any mental health training (eg, stress management, resilience building)  as part of your job?” over half (of 113 responses) of first responders have  received mental health training, but 45.1% of responders have not. Firefighters reported the highest rate of not receiving mental health training (31.9%), which suggests a potential gap in mental health  preparedness within this group (Figure 3). 
	Of the 113 total respondents, 110 answered the question regarding years of service. Among them, 37.3% (n=41) reported having 1-10 years of experience, 27.3% (n=30) reported 11-20 years, 23.6% (n=26) reported 21-30 years, 10.9% (n=12) reported 31-40 years, and 0.9% (n=1)  reported over 40 years of experience (Figure 2). 
	Of the 113 total respondents, 110 answered the question regarding years of service. Among them, 37.3% (n=41) reported having 1-10 years of experience, 27.3% (n=30) reported 11-20 years, 23.6% (n=26) reported 21-30 years, 10.9% (n=12) reported 31-40 years, and 0.9% (n=1)  reported over 40 years of experience (Figure 2). 
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	
	Themes and Responses 
	3. 
	5. 
	5. 
	(12) 
	2. 
	None at this time. 
	
	

	Table 2. Mental Health Impacts
	
	1. 
	3. 
	3. 
	Have become numb to traumatic events. Sometime lacking compassion. 
	Typically, immediately following an incident is when we have first responders that are most reflective; never during. 
	Self-isolation. Feelings of impending doom. Irritability. 
	Table 2. Mental Health Impacts
	Table 2. Mental Health Impacts

	(7) 
	1. 
	But it may add to stress of everyday life. I am sure that being able to relax and get good REM sleep. 
	2. 
	understanding 
	Outside of our job, mental health workers DO NOT understand. They don't. This is why I have low faith in outside services. Others have had success. We in the fire service, unfortunately, are different, we think, feel, and see things traumatically...different". 
	DISCUSSION 
	(3) 
	(7) 
	(7) 

	Comparisons 
	A prior study
	4 
	Targeted mental health training should be prioritized, particularly for  firefighters who demonstrated the lowest training participation rates and a higher likelihood of engaging in negative coping behaviors according  to survey findings. Departments are encouraged to develop  comprehensive mental health policies that address the distinct needs and  experiences of police, fire, and EMS personnel. Integrating a dedicated mental health counselor into each department, available to support responders following high-stress or trauma-related incidents, would  complement existing peer support programs and offer an additional layer  of care. It is essential that these counselors possess specialized  knowledge and experience working with first responders to foster trust and create a more comfortable and effective clinical environment. Additionally, gender-sensitive stigma reduction initiatives and culturally competent mental health responses should be embedded into department practices, alongside the continued expansion of peer support systems.  Finally, departments should implement ongoing evaluation processes to monitor effectiveness of mental health interventions, ensuring continuous improvement and responsiveness to the evolving needs of  their personnel. 
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	APPENDIX – First Responder Mental Health Service Utilization Survey 
	This survey was designed to assess challenges and inform strategies related to advocacy, peer support, and organizational change to improve mental health awareness, reduce stigma, and support first responder wellness. Survey questions were developed and coded according to a theoretical framework that best aligned with each item, specifically either the Andersen Model of Health Service Utilization or the US Surgeon General’s Framework for Workplace Mental Health and Well-Being. 
	Firefighter 
	•
	Demographic 
	4. Are you a Mahoning County first responder? 
	Andersen Model of Health Service Utilization 
	Andersen Model of Health Service Utilization 
	APPENDIX – First Responder Mental Health Service Utilization Survey 
	APPENDIX – First Responder Mental Health Service Utilization Survey 

	15. Have you ever responded to a call that still lives in your mind to this day? 
	•
	Andersen Model of Health Service Utilization 
	•
	•
	No 
	Prefer not to answer 
	Yes 
	15. Have you ever responded to a call that still lives in your mind to this day? 
	15. Have you ever responded to a call that still lives in your mind to this day? 

	24. Do you have concerns about confidentiality when using mental health services provided by your employer? 
	•
	Andersen Model of Health Service Utilization 
	Enabling Factors 
	•
	Stress management workshops 
	No 
	Mobile crisis clinic 
	24. Do you have concerns about confidentiality when using mental health services provided by your employer? 
	24. Do you have concerns about confidentiality when using mental health services provided by your employer? 

	34. How often do you feel that work-related stress negatively affects your personal relationships? 
	•
	Surgeon General’s Framework for Workplace Mental Health and Well-Being 
	National Suicide Prevention Lifeline: 
	Andersen Model of Health Service Utilization 
	Extended response 
	•
	Health Outcomes and Suggestions for Improvement 
	34. How often do you feel that work-related stress negatively affects your personal relationships? 
	34. How often do you feel that work-related stress negatively affects your personal relationships? 
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	INTRODUCTION 
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	In recent years, methamphetamine made a resurgence in Dayton, Ohio, located in Montgomery County, which is known for a high prevalence of drug overdose death largely related to the adulteration of the local drug supply with illicit, nonpharmaceutical fentanyl, and fentanyl analogues.6 Methamphetamine is one of the most common substances used in combination with opioids within Montgomery County and is also the leading stimulant present in overdose deaths in the fourth wave.1,7,8 This may be attributed to the reported use of methamphetamine to alleviate withdrawal symptoms, enhance the euphoric effects of opioids, and to cope with emotional problems in individuals with an opioid use disorder.9,10 In 2023, Montgomery County’s unintentional fatal overdose rate was 67.7 per 100 000 individuals, most of which involved multiple substances including methamphetamine likely due to high availability in the area.7,11 
	METHODS 
	In recent years, methamphetamine made a resurgence in Dayton, Ohio, located in Montgomery County, which is known for a high prevalence of drug overdose death largely related to the adulteration of the local drug supply with illicit, nonpharmaceutical fentanyl, and fentanyl analogues.6 Methamphetamine is one of the most common substances used in combination with opioids within Montgomery County and is also the leading stimulant present in overdose deaths in the fourth wave.1,7,8 This may be attributed to the reported use of methamphetamine to alleviate withdrawal symptoms, enhance the euphoric effects of opioids, and to cope with emotional problems in individuals with an opioid use disorder.9,10 In 2023, Montgomery County’s unintentional fatal overdose rate was 67.7 per 100 000 individuals, most of which involved multiple substances including methamphetamine likely due to high availability in the area.7,11 
	METHODS 
	In recent years, methamphetamine made a resurgence in Dayton, Ohio, located in Montgomery County, which is known for a high prevalence of drug overdose death largely related to the adulteration of the local drug supply with illicit, nonpharmaceutical fentanyl, and fentanyl analogues.6 Methamphetamine is one of the most common substances used in combination with opioids within Montgomery County and is also the leading stimulant present in overdose deaths in the fourth wave.1,7,8 This may be attributed to the reported use of methamphetamine to alleviate withdrawal symptoms, enhance the euphoric effects of opioids, and to cope with emotional problems in individuals with an opioid use disorder.9,10 In 2023, Montgomery County’s unintentional fatal overdose rate was 67.7 per 100 000 individuals, most of which involved multiple substances including methamphetamine likely due to high availability in the area.7,11 
	This qualitative study explores opioid and methamphetamine co-use through constructs within the health belief model including perceived benefits, barriers, susceptibility, and severity relating to treatment beliefs and experiences, health risks, and risk avoidance strategies. The health belief model was developed by social psychologists to understand how individuals make decisions and take action involving health behaviors based on their perception on susceptibility, severity, benefits, and barriers related to the health condition.17,18 This study aims to explore the perceptions of individuals who co-use opioids and methamphetamine to inform the development of treatment strategies that support positive health decisions and health-promoting behaviors.  
	Study Design 

	RESULTS 
	Race/Ethnicity 
	Key findings from the qualitative interviews reflect distinct aspects of participants’ perspectives which offer insight into their perspectives on treatment experiences and beliefs, current health concerns, and risk avoidance strategies used to mitigate health consequences. Table 3 presents verbatim quotes from participants organized by subtheme which offer a more nuanced understanding of participants’ perspectives. The quotes highlight reoccurring patterns and provide more detail supporting the broader key themes. 
	RESULTS 
	Key findings from the qualitative interviews reflect distinct aspects of participants’ perspectives which offer insight into their perspectives on treatment experiences and beliefs, current health concerns, and risk avoidance strategies used to mitigate health consequences. Table 3 presents verbatim quotes from participants organized by subtheme which offer a more nuanced understanding of participants’ perspectives. The quotes highlight reoccurring patterns and provide more detail supporting the broader key themes. 
	RESULTS 
	Emerging Themes Within the Health Belief Framework 
	Theme 1: Treatment Experiences and Beliefs  
	 

	91.0 
	Frequency (n) 
	Percent (%) 
	“Yeah, that’s always been a thing in my stuff though because I have an eating disorder. So, weight is always an underlying issue with substance abuse for me at least.” 
	Subtheme 2: Mental Health Conditions 
	“Yeah, that’s always been a thing in my stuff though because I have an eating disorder. So, weight is always an underlying issue with substance abuse for me at least.” 
	Subtheme 2: Mental Health Conditions 
	“Yeah, that’s always been a thing in my stuff though because I have an eating disorder. So, weight is always an underlying issue with substance abuse for me at least.” 
	Both Laura and Jennifer highlight the complexity and interrelationship of diverse health concerns alongside methamphetamine use which participants are managing which can lead to a more challenging path to recovery. 
	When asked about the impacts of methamphetamine use on mental health, participants often described negative perceptions. Frequently reported mental health conditions included depression, anxiety, paranoia, psychosis, and hallucinations. Derek, a 30-year-old male, found when using methamphetamine, he would become paranoid and shared an encounter which stuck out to him: 

	Subtheme 3: Methamphetamine as an Opioid Overdose Protective Factor  
	“Oh I would twack [sic]. I would get so paranoid. I always thought that people were trying to kill me and one time I even ran down the street and hid in some bushes because I thought my roommates were plotting to murder me…. You still get those thoughts but you know. You know that you need to chill out and that you’re twacked [sic].”  -Nathan, 30-year-old male 
	DISCUSSION 
	Subtheme 3: Methamphetamine as an Opioid Overdose Protective Factor  
	DISCUSSION 
	Subtheme 3: Methamphetamine as an Opioid Overdose Protective Factor  
	This perspective is interesting and provides insight into why some individuals may engage in polysubstance use.  
	Qualitative interview data suggest a lack of treatment options to ease withdrawal symptoms or satisfy craving for methamphetamine may shape beliefs on treatment, treatment needs, and willingness to enter treatment. In the context of health risks, individuals may implement risk avoidance strategies into their daily lives to mitigate health concerns of high perceived susceptibility while also balancing ongoing physical and mental health concerns. These beliefs and perceptions provide insight 

	Study participants expressed a lack of adequate methamphetamine use treatment options compared to opioid treatment as most research has focused on opioids.21-24 Opioid use disorder treatments vary from behavioral therapies, contingency management, agonist replacement therapy, and medications for opioid use disorder (MOUD) to decrease opioid use, however there is not an effective US Food and Drug Administration (FDA) approved medication to treat methamphetamine use disorder.21,25-28 Recent studies have shown that lisdexamfetamine or extended-release injectable naltrexone plus extended-release oral bupropion can potentially be used to reduce methamphetamine use and ease withdrawal symptoms.29,30 Further research is needed to develop safe and effective medication which can be used to treat methamphetamine use. 
	In the context of health-related risk avoidance, our study found some individuals have a heightened awareness of dietary and drinking habits ensuring proper nutrition. Neglect of nutritional and metabolic health is perceived as a negative consequence associated with polysubstance use. Suppressed appetite and malnutrition can lead to metabolic deficiencies or lower body composition which has previously been documented among individuals using substances.44-47 Treatment professionals might consider implementing assessments such as metabolic panel testing to ensure patients’ bodies are receiving the proper nutrients aiding in recovery.46 
	Study participants expressed a lack of adequate methamphetamine use treatment options compared to opioid treatment as most research has focused on opioids.21-24 Opioid use disorder treatments vary from behavioral therapies, contingency management, agonist replacement therapy, and medications for opioid use disorder (MOUD) to decrease opioid use, however there is not an effective US Food and Drug Administration (FDA) approved medication to treat methamphetamine use disorder.21,25-28 Recent studies have shown that lisdexamfetamine or extended-release injectable naltrexone plus extended-release oral bupropion can potentially be used to reduce methamphetamine use and ease withdrawal symptoms.29,30 Further research is needed to develop safe and effective medication which can be used to treat methamphetamine use. 
	In the context of health-related risk avoidance, our study found some individuals have a heightened awareness of dietary and drinking habits ensuring proper nutrition. Neglect of nutritional and metabolic health is perceived as a negative consequence associated with polysubstance use. Suppressed appetite and malnutrition can lead to metabolic deficiencies or lower body composition which has previously been documented among individuals using substances.44-47 Treatment professionals might consider implementing assessments such as metabolic panel testing to ensure patients’ bodies are receiving the proper nutrients aiding in recovery.46 
	Study participants expressed a lack of adequate methamphetamine use treatment options compared to opioid treatment as most research has focused on opioids.21-24 Opioid use disorder treatments vary from behavioral therapies, contingency management, agonist replacement therapy, and medications for opioid use disorder (MOUD) to decrease opioid use, however there is not an effective US Food and Drug Administration (FDA) approved medication to treat methamphetamine use disorder.21,25-28 Recent studies have shown that lisdexamfetamine or extended-release injectable naltrexone plus extended-release oral bupropion can potentially be used to reduce methamphetamine use and ease withdrawal symptoms.29,30 Further research is needed to develop safe and effective medication which can be used to treat methamphetamine use. 
	A decline in oral health was commonly reported among participants as both methamphetamine and opioid use have known association with adverse oral health conditions. Such conditions include pain, decay, loose teeth, and embarrassment due to appearance of teeth.39,40 Providing oral health services during substance use treatment could improve quality of life and treatment experiences. However, external challenges such as stigma, anxiety, transportation, financial difficulties, affordability, and availability of food and drinks high in sugar content, and the ability to maintain healthy oral hygiene habits must also be considered.41-43 Norway implemented free oral health services to individuals in an opioid maintenance treatment program, yet external challenges were thought to be contributing factors in low participation.43 Understanding how to reduce oral health barriers among individuals using substances is vital to improving oral health and quality of life.43 
	Strategies such as not sharing syringes, using clean syringes, utilizing the syringe exchange, and avoiding using syringes were reported by participants to reduce health risks. These strategies are used as precautionary measures to decrease the chance of blood-borne infections and abscesses attributed to unsanitary injection materials.14,48,49 Infections associated with intravenous administration such as HIV, hepatitis C, staphylococcus aureus, streptococcus pyogenes, and endocarditis can be life threating or increase the risk of developing other health conditions.50 Our findings support public health initiatives providing education promoting intravenous risks, effective harm reduction, and social resistance strategies expanding access to screenings of blood-borne infections and treatment.51 Such initiatives would equip individuals with knowledge, tools, and resources needed to make safe behavior choices alongside promoting physical health and well-being.  
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	representation within health care and research spaces, and creating interventions that consider the unique social determinants 

	The CRAB participants were recruited through emails, social media, and outreach events. Participants identified as LGBTQIA2S+ and ranged in age from 18 to 80 years. The CRAB participants met bimonthly via Microsoft Teams from January 2022 and November 2024. Session transcripts were unrecorded for anonymity, but detailed accounts were taken by one independent notetaker. Notes were analyzed with Braun and Clarke’s 6-step thematic analysis.
	METHODS 
	RESULTS 

	Further, participants discussed aging and its implications within the LGBTQIA2S+ community. One felt that “aging individuals are not well-represented. Especially among gay men, we are particularly focused on younger adults.” Others agreed, stating their concerns that “there may be perceptions that elders are not at-risk of STIs,” and that “elders may have difficulty in accessing a sense of community.” Furthermore, one participant brought up the point that “nursing homes are often church affiliated…The facility may not recognize a same-sex couple, or their desire to share a room. Mental health programming may be heteronormative in faith-based care for elders.”   
	 
	others’ experiences within the health care system, especially those with multiple marginalized identities. Additionally, one participant brought up that “mainstream LGBTQIA[2S]+ movements did not originally include transgender people.”   
	•
	DISCUSSION 
	PUBLIC HEALTH IMPLICATIONS 

	23
	https://doi.org/10.1080/J003v22n01_05
	Public health initiatives that focus on improving inclusive and affirming health care are essential, especially given recent legislation including Ohio House Bill 68 that effectively banned all gender-affirming care for minors.
	 As demonstrated in our CRAB, many participants believed a lack of provider knowledge to be harmful in their care, in addition to biases or stereotypes that could negatively impact clinical outcomes. Additionally, participants emphasize that future research on LGBTQIA2S+ individuals must prioritize intersectional, community-driven approaches that reflect the complexity of LGBTQIA2S+ lived experiences. These studies should focus on resilience, social determinants of health, and systemic change. Interestingly, some participants advised future researchers to consider the separate identities within the LGBTQIA2S+ community when designing studies or implementing policies. This research brief encapsulates pressing concerns of LGBTQIA2S+ people living in Ohio and offers valuable avenues for future research and public health initiatives to build upon.  
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	Throughout the study, field teams were directed to adapt the CTH intervention protocol to the local community’s norms, traditions, and culture.4 Field staff used various strategies to tailor the intervention to align with local needs, thus working to achieve the goals of the coalitions and meet the study milestones.  
	METHODS 
	Background: Brief Overview of the Communities That HEAL Intervention in Ohio  
	The 9 wave 2 coalitions had focused on various health issues before HCS entered the counties. Three of the coalitions were focused on substance use treatment and recovery, one on opioid treatment and overdose reduction, two on substance use treatment and recovery with primary prevention, two on primary substance use prevention, and one on general population health. Once the HCS intervention began, discussions occurred between coalition leadership and HCS county field staff to determine a coalition structure that would support the HCS intervention. In 6 of the counties, the decision was made to create a subcommittee of the original coalition, with decision making authority residing with the subcommittee. One of the counties chose to use the preexisting coalition, without changes to the structure. One county formed a completely new coalition, and another county chose a subcommittee structure but required reporting back to the preexisting coalition. The CEFs leveraged their expertise in data driven science and community engagement to influence coalition leadership toward inclusion of individuals most affected by the crisis, as well as other populations and sectors necessary, to implement the CTH intervention and achieve HCS goals, in the coalition. 
	Materials 

	Two questions emerged as the impetus for development of this manuscript: “What lessons did we learn from our community engagement efforts throughout this study?” and “What insights can be shared with others engaged in this type of work?” The CEFs continued to work with program managers and faculty leaders throughout the development process, refining and editing their work in shared virtual spaces to accurately represent the experiences and lessons deemed most important to share with the broader research community. 
	How were the concepts of CBPR implemented into your approach to community engagement in your county? 
	RESULTS 
	Community engagement 
	How did community engagement evolve in your county? What tools did you use to facilitate engagement and collaboration? 

	Fostering Community Collaboration 
	A critical factor in ensuring power sharing and equitable partnerships in HCS involved examining the mission and/or value statements of each coalition and incorporating those elements into a formal partnership agreement between each coalition and HCS. The CEFs supported coalitions in establishing standard procedures for their operation including a formal process to record and publish meeting minutes, distribute meeting agendas, and vote on proposed actions. These processes were subsequently discussed and implemented into the partnership agreement.4 
	Coalition Membership 

	One barrier to coalition building was the stigmatization of people with OUD in the community. Stigma and related bias, such as the “not in my backyard” mentality, can lead to social isolation of individuals with substance use disorder and even prevent them from seeking help.19 An example of stigma that occurred in some HCS counties was agencies' unwillingness to participate in the coalition because of controversial opinions held by their leadership about individuals with OUD.  
	Through initial assessments in some counties, CEFs identified transportation as a major barrier for achieving health equity because it limited access to treatment for some individuals. To address this barrier, several counties purchased mobile health units to bring resources to low-income, high-risk populations across entire counties. One county also worked with a local treatment agency, the only methadone clinic in the county, to purchase a large passenger vehicle to transport clients to and from their appointments. Other strategies included providing vouchers for gas cards to assist low-income populations with the cost of travel. These approaches are in stark contrast to how services and resources, including MOUD, have traditionally been received by clients who are expected, despite transportation barriers, to travel to provider offices for treatment.  
	Applying the Lens of Health Equity 
	Policy advocacy within the context of this work helped to identify systemic issues within the policies, practices, laws, and bylaws of businesses, organizations, and government entities that create barriers to recovery and, often unintentionally, perpetuate stigma toward those with OUD. The CEFs made concentrated efforts to identify potentially problematic policies by using active listening during meetings, engaging in one-on-one conversations with community stakeholders, and guiding discussions to uncover issues. Throughout HCS, policies identified by the coalitions were tracked in a database and routed to local, state, and federal agencies with the capacity to facilitate change where needed. By the end of the wave 2 period, 48 policies that create barriers to recovery or perpetuate stigma had been identified across the 9 counties and routed to those in positions of power to amend them.  
	One example involved challenges with local and state policies that did not allow the installation of NaloxBoxes at a highway rest area, despite data showing the area was a hot spot for overdose activity. Through engagement and collaboration with policy makers and state partners, 2 NaloxBoxes were successfully installed within that county, which subsequently led to efforts by Ohio’s governor’s office to install NaloxBoxes in 65 interstate highway rest areas across the state of Ohio.22 Because these policy ba

	The unique perspectives of PWLE on local issues and policies influencing employment, housing, law enforcement interactions, and judicial practices provided opportunities for discussions about areas where change could be accomplished at the community level. Additionally, CEFs asked coalition-involved organizations to examine their own policies and procedures to identify areas where common business practices might create barriers for successful implementation of EBPs.  
	Limitations 
	The approaches adapted by the CEFs challenged the common hierarchical structure of experts working outside of communities.23 These new approaches facilitated bringing together community members and key stakeholders to create sustainable and equitable relationships that enhanced community ownership of the HCS coalitions and the selection and implementation of EBP strategies to address OUD and overdose deaths. Within coalitions, diversity in membership has been recognized as an asset for leveraging public support when addressing health concerns.24 Kania and Kramer assert that interventions that only engage individual organizations cannot result in large-scale social change.25 By fostering collaboration among diverse stakeholders, HCS prioritized cross sector partnerships. The kind of community engagement needed to foster and sustain these relationships required time and resources; specifically full-time staff dedicated to community engagement. Additionally, commitment from all parties involved was necessary for developing trusting relationships over time. We found that this community-engaged approach promoted community ownership and recognition of OUD as a problem that impacted the community rather than only impacting “them” as a group of outsiders with a problem. Ahmed and Palermo argue that when community engagement is done the right way, it can "help mobilize resources and influence systems, change relationships among partners, and serve as catalysts for changing policies, programs, and practices.”26 This “agent of change” mentality supports the idea that coalitions exist, at least in part, to drive change at the local level by leveraging the relationships between partner organizations and drawing upon their collective influence to positively affect desired outcomes. 
	PUBLIC HEALTH IMPLICATIONS 
	Our community engagement approaches and reflections highlight 3 key lessons for future community engagement efforts: 1) an intentional and constant focus on community collaboration is a necessary and essential 

	These findings have practical implications for coalitions and public health professionals seeking a more structured approach to coalition-level work and reflect the consensus of community engagement professionals with “boots on the ground” experience. Understanding the strategies that were effective in these 9 Ohio communities may contribute to the development of scalable and replicable community engagement models for addressing broader public health issues. 
	4. Sprague Martinez L, Rapkin BD, Young A, et al. Community engagement to implement evidence-based practices in the HEALing Communities Study. Drug Alcohol 
	We wish to acknowledge the participation of the Ohio HEALing Communities Study communities, community coalitions, Community Advisory Boards, and state government officials who partnered with us on this study; and our faculty and staff colleagues in the HCS who contributed to the overall design and conduct of the trial. The content is solely the responsibility of the authors and does not necessarily represent the official views of the National Institutes of Health, the Substance Abuse and Mental Health Services Administration, or the Helping to End Addiction Long-term Initiative. 
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	Clear Eyes on Campus: A Plan for Improving Access to Eye Care for College Students

	1
	1
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	1
	  This means around 36% of YSU students come from lower-income households and require financial assistance to make college affordable and possible.3 Federal student aid is financial assistance requiring repayment and comes in the form of loans. As of fall 2020, 98% of YSU’s first-year, full-time students received financial aid.3 Youngstown State University also has a large international population. In the fall of 2024, the international student program had a total of 1352 students enrolled at YSU from Nepal to the Netherlands, making up approximately one-tenth of the student population.
	 Sight for All United was founded in 2016 and has worked toward that mission through 3 programs. The “I See Again” program provides financial assistance for sight saving eyeglasses, eye exams, and eye surgeries. In addition, the “School Vision Van” program eliminates the gap in access to care following an in-school vision screening by bringing the eye doctor to the school on a mobile vision van where children receive a complete eye exam and eyeglasses at no cost. The “School Referral” program establishes a doctor-patient relationship for students who were seen on the mobile vision van and were identified with a more serious eye health complication that needed to be monitored and managed by a community eye doctor for continued care and treatment.  
	During the summer of 2024, an undergraduate junior was appointed as a Zoldan-Yampolsky Fellow to work with Sight for All United. The mission of the Zoldan-Yampolsky Family Executive Fellows Program in the YSU Williamson College of Business Administration’s Center for Nonprofit Leadership is to allow a student to work with senior leadership at nonprofit organizations to gain practical work experience and increase capacity at local and regional nonprofit organizations.
	11
	 This plan does not include vision services, leaving many students without access to affordable vision services or optical correction. 

	PROGRAM DEVELOPMENT 
	PROGRAM DEVELOPMENT 
	PROGRAM RESULTS 
	PROGRAM DEVELOPMENT 
	Through the partnership between the Zoldan-Yampolsky Fellow and the nonprofit organization Sight for All United, the Clear Eyes on Campus event was an incredible success. The event took place on Tuesday, September 17, 2024. The event began at 10:00 AM and concluded at   3:00 PM. It required 1 hour of setup prior to the event and 1 hour of teardown following the event. The location of the Clear Eyes on Campus event was outside of the Kilcawley Center, YSU’s student center. The Kilcawley Center is in the middle of campus and near many of the on-campus and off-campus housing options for students.  

	PROGRAM EVALUATION 
	PROGRAM EVALUATION 
	Another key area for improvement is enhancing education and training for all support staff and volunteers assisting with the event. Volunteers play a crucial role in the success of the Clear Eyes on Campus event, assisting with outreach, streamlining the screening process, and guiding students through their appointments on the day of the event. While the online modules prior to the event jumpstarted the basics of training for the volunteers, providing adequate in-person training, volunteers could assume more responsibilities such as serving as vision screeners to improve efficiency while maintaining the highest standard of care. Volunteers can also assist in the community engagement and public perception of the event. Many college students are unaware of the importance of eye health and routine exams. Student volunteers are able to educate peers prior to the event, encouraging them to get an exam while also assisting with education following the event such as answering questions and providing guidance on further access to medical care.  
	PROGRAM EVALUATION 
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	INTRODUCTION 
	Introduction: The US Preventive Services Taskforce recommends one-time hepatitis C virus (HCV) screening for all adults and 
	to map the percentage of Medicaid enrollees aged 18-64 years with opioid use disorder (OUD) that were screened and treated 
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	10
	METHODS 
	RESULTS 
	The Ohio Association of Community Health Centers (OACHC) put together an Ending HCV Playbook in 2023 which emphasized the role of primary care physicians (PCPs) in screening, treating, and curing HCV. The Playbook was designed for health center providers treating the highest-risk patients.

	Table 1 displays the characteristics of high and low screening and treatment counties by quartile. High screening counties have significantly higher rates of HCV mortality and drug overdose mortality. These counties have lower rates of HCV prevalence and HCV treatment, though not significant. High screening counties have more health care resources, including significantly higher numbers of health center testing sites compared to low screening rate counties (6.1 vs 0.8) and higher rates of PCPs per 100 000 (53.9 vs 45.5), though the differences are not statistically significant. 
	,
	CONCLUSION 
	  Further, we found that low HCV treatment counties have higher rates of health care resources and are more likely to be located in metropolitan areas, suggesting that other factors may be contributing to the low HCV treatment rates. Gonzalez et al identified several primary care provider-perceived barriers to providing HCV treatment, including having limited experience with HCV treatment and the need for more provider and public awareness of treatment improvements.
	HCV Mortality 

	22
	CONFLICT OF INTEREST 
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	RESEARCH BRIEF 

	While it is important to understand the adverse health outcomes resulting from food insecurity, examining the socioeconomic factors associated with being food insecure are also critical to developing effective prevention strategies. Limited access to healthy food can be driven by income (people do not have enough money to purchase nutritious foods), accessibility (the money is there, but the person cannot access due to a disability, lack of transportation, or living in a food desert where there is a lack of access to affordable fruits, vegetables, low-fat milk, whole grains, and other foods that make up a healthy diet), and culture (people can afford the food and it is accessible, but they do not know how to identify or prepare the food). 
	7 
	METHODS 
	alikes are required to report on measures annually as defined by the Uniform Data System (UDS). Like FQHCs, FQHC look-alikes are community-based health centers that meet the Health Resources and Services Administration (HRSA) Health Center Program requirements, but do not receive HRSA funding. 
	For purposes of this study, FQHCs refer to FQHCs and FQHC look-alikes. The HRSA uses UDS data to evaluate the impact and performance of health centers, and to promote quality improvement. The UDS data include information on health center patient characteristics, clinical processes and health outcomes, services provided, staffing, patients' use of services, revenues, and expenses.
	-
	6 

	Another survey question asked what resources are provided if a patient is food insecure. Food pantries were listed by 76% of respondents, while only 8% listed after school programs (with meals provided). Food banks (70%), SNAP (65%), and WIC (62%) were listed by respondents. Respondents also mentioned food vouchers (32%), summer school programs with meals provided (11%), meal delivery services (14%), and food boxes (38%) as resources provided to FQHC patients who are food insecure. Some respondents who responded “other” shared resources which are: a food clinic, a food rescue program, and a backpack program. 
	RESULTS 
	DISCUSSION 
	Feedback from facilitated discussion participants was collected using appreciative inquiry. Appreciative inquiry is designed to focus on the positive (strengths and successes), not on what is broken or on challenges. Specifically, the SOAR framework was used. The SOAR framework is a specific application of appreciative inquiry. This strategic planning technique helped illuminate what is working, explore how to increase success, determine what can be enhanced, and identify additional desires/outcomes relating to how Ohio FQHCs are addressing food insecurity. 
	Fourteen FQHCs were represented during the presentation and facilitated discussion exploring how Ohio FQHCs are addressing food insecurity. This was about 25% of the total number of FQHCs in the state of Ohio. Table 1 shows responses that participants shared in the presentation and facilitated discussion during the associated SOAR activity. 
	FQHCs focus on serving underserved and at-risk populations. Increasing services, specifically primary care services, are likely to decrease health care costs related to hospitalizations and emergency room visits. 
	Ohio Public Health Association 
	In addition, 10 (27%) of survey respondents selected other and these responses included 1 of the following: Diabetes Education (with and without certified diabetes educators), Food is Medicine, Produce Perks, Referrals, and Purple Apron Project (program that provides diabetic management education and addresses food insecurity). 

	4 
	How can positive findings be scaled 
	How will you know that you are making 
	Address food deserts through grocery stores and mobile markets. 
	FQHC? 
	Employing staff to focus on SDOH including food insecurity. 
	What are you proud of concerning how  food insecurity is addressed in your 
	Prioritizing SDOH screening. 
	Providing a Food is Medicine program that provides fresh produce from April- October  each year. 
	Connecting to multiple resources outside of just food insecurity.  Encouraging patients with diabetes to visit with the dietitian. 
	Table 1. Facilitated Discussion Strengths, Opportunities, Aspirations, and Results (SOAR) Responses 
	Have one release of information form across FQHCs so shared data are possible. 

	patients thereby contributing to improved and more equitable clinical health outcomes. Best practice policies in the research include a statewide referral system and reimbursement for community health worker services. Best practice services include food prescription programs, resource connections, prioritizing SDOH screening, and coordinating/sharing information across FQHCs. Best practices for community partnerships include establishing a booklet of community resources, identifying transportation partners to get patients to needed services. and engaging OACHC. 
	. 
	From a practice perspective, FQHCs can adapt the methods and findings in this research study to better address food insecurity as well as other social determinants of health. Some best practices gleaned from the responses shown in Table 1 are to have staff focus on screening for SDOH, provide a list of resources including locations, look for funding for FQHC staff and food for patients, work to eliminate language barriers, and educate patients on how to afford healthy foods on a budget. There 
	is also an opportunity to adapt equity initiatives that benefit patients. Having a better understanding of the perspectives of staff and patient board members will allow for improved knowledge, awareness of services, policy development/implementation, and resource connection. Engaging with community partners lends itself to better understanding available services/resources and allows for broader systems thinking when addressing the public health challenge of food insecurity. The insights from the study will allow FQHCs to work more efficiently toward systemic change and promote more consistent, integrated use of known resources. 
	PUBLIC HEALTH IMPLICATIONS 
	REFERENCES 
	AUTHOR CONTRIBUTIONS 
	ACKNOWLEDGEMENTS 
	Braunstein N, Guerrero M, Liles S, et al. Medical nutrition therapy for adults in health resources & services administration-funded health centers: a call to action. 

	Title: Exploring How Federally Qualified Health Centers (FQHCs) in Ohio are Addressing Food Insecurity Duration: 
	In terms of addressing food insecurity, what are the greatest strengths of Ohio FQHCs? 
	2. 
	What are you proud of concerning how food insecurity is addressed in your FQHC? 
	I will first provide preliminary results from this study. Afterwards, there will be a discussion that is intended to collect organizational information only. There will be no personally identifiable information without your permission. 
	Perfect. So, let’s get started. I will be recording the discussion so that I have accurate information and remember what we discussed. Is that OK? [wait for responses] I’m going to start recording now. I’ll let you know when I turn it off at the end of our discussion as well. Turn on recording device(s). 
	The information we discuss today will be used to compile a report that, together with the survey and interviews that some of you participated in, will yield information about how Ohio FQHCs are addressing food insecurity. 
	Are there any questions or comments before we begin? [wait for questions] 
	Session Begins: 
	The SOAR framework is a specific 
	APPENDIX – FACILITATED DISCUSSION GUIDE 
	Thank you for your time. I will stop recording now.





