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Introduction
This is the 2015 annual review report for the 2013–2016 Osceola County Community Health 
Improvement Plan (CHIP).  The activities and collaborative efforts of the Florida Department of 
Health in Osceola County (DOH-Osceola) and community partners will be reflected within the 
report. This document will serve as a progress review of the strategies that were developed and 
the activities that have been implemented.  While the CHIP is a community driven and 
collectively owned health improvement plan, DOH-Osceola is charged with providing 
administrative support; tracking and collecting data; and preparing the annual review report. 

The Osceola Health Leadership Council (HLC), comprised of Osceola County’s key public 
health system partners and stakeholders, monitors the CHIP on an ongoing basis during 
monthly meetings.  The CHIP’s priority areas and strategic objectives are delineated in the 
Osceola Community Balanced Scorecard which contains the goals and assigned owners. The 
Community Balanced Scorecard ensures that the CHIP goals are both meaningful and 
measurable.  Cascading down from the Community Balanced Scorecard are the individual CHIP 
Action Plans that the HLC developed for each goal.  These CHIP Action Plans are the working 
documents that each goal champion, which is an HLC member, prepares as a monthly progress 
report and presents for discussion at HLC meetings.   

In addition to the monthly review of progress, the CHIP annual review process included the 
following HLC timeline: 1) April 2, 2015 – HLC divided into work groups to begin a Strengths-
Weaknesses-Opportunities-Threats (SWOT) analysis of CHIP objectives and review of 
strategies used to address CHIP action plans; 2) May 7, 2015 – HLC reviewed CHIP SWOT 
analysis and after this meeting, an online survey was sent to members to capture ideas for 
opportunities during the month prior to the next meeting; 3) June 4, 2015 – HLC reviewed 
SWOT analysis; opportunities to move the CHIP objectives forward; and vetting of CHIP focus 
areas; and 3) September 23, 2015 – vetting of CHIP objectives by an expanded group of 
approximately 147 community stakeholders during the 2015 Osceola County Health Summit, 
which was sponsored by DOH-Osceola and Florida Hospital; and co-hosted by Community 
Vision and the Chamber of Commerce.       

During the annual review process, the HLC discussed the SWOT results, availability of 
community resources, what the partners thought reasonably could be achieved, and other 
determinants for action. Belinda Johnson-Cornett, DOH-Osceola Administrator and HLC 
member, presented the CHIP objectives to the expanded community stakeholder group at the 
2015 Osceola County Health Summit.  The CHIP annual review process culminated in 
consensus to keep the same CHIP focus areas and objectives for 2015-16.  These are:  

• Improve utilization of available resources
• Increase referrals to connect residents to a Primary Care Medical Home
• Expand primary care capacity
• Improve population-based cardiovascular and diabetes health outcomes
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The HLC will continue to meet monthly in 2015-16 to review progress on all action plans and 
offer course correction when necessary.     

HLC partners that actively participated in the April, May, and June 2015 CHIP annual review 
meetings include the following: 

Table 1: 2015 CHIP Annual Review Meeting Participants 
Member Agency 
Belinda Johnson-Cornett Florida Department of Health in Osceola County 
Donna Sines Community Vision 
Sue Ring Community Vision 
Jennifer Stephenson Catholic Charities of Central Florida 
Sandi Grimes Poinciana Medical Center Hospital 
Dorrie Croissant Florida Hospital 
Chris Falkowski The Transition House 
Beverly Hougland Osceola Council on Aging 
Warren Hougland Osceola Council on Aging 
Amanda Kraft Osceola County District Schools 
JoEllen Ravell-Mallone Victim Services Center 
Bakari Burns Orange Blossom Family Health Center 
Ken Peach Health Council of East Central Florida 
Brent Burish St. Cloud Regional Medical Center 
Michael Capranica Osceola County EMS and Fire Rescue 
Debra Perleberg The Health Insurance Store 
Wes Fischer The Health Insurance Store 
Bryan Lee Osceola Regional Medical Center 
Vilma Quintana Florida Blue 
Jim Shanks Park Place Behavioral Health Center 
Clint Diamond Congressman Alan Grayson’s Office 
Celestia McCloud Osceola County Human Services 

 
Note: The sign-in sheet for the 2015 Osceola Health Summit is included in Appendix E: 
Attendees at 2015 Osceola County Health Summit  
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Overview of the Community Health Improvement Plan (CHIP) 
Background – CHIP Development 
 
In early 2013, the Department of Health in Osceola County convened the Osceola Health 
Leadership Council (HLC) CHIP planning team.  (The HLC is comprised of a diverse leadership 
group of key public health system partners and stakeholders including Board of County 
Commissioners, government services, school system, local university medical school, 
healthcare, social services, non-profits, and businesses).  The HLC’s planning team facilitated 
the CHIP process using the National Association of City and County Health Official (NACCHO) 
Mobilizing for Action through Planning and Partnership (MAPP) strategic planning model.  The 
CHIP planning team held a gathering of approximately 130 community stakeholders and key 
partners on May 2, 2013 for the 2013 Osceola Business of Health Summit.  This collaborative 
effort included subject matter experts from across a diverse group of partners that conducted 
the four assessments suggested by the MAPP process.  Individually, the assessment yielded in-
depth analyses of factors and forces that impact population health.  Taken together, the 
assessment findings contribute to a comprehensive view of health and quality of life in Osceola.  
   
Based on the results of the two Osceola Summits on Health in 2010 and 2011 and the four 
MAPP assessments, including an analysis of health statistical data and community feedback, 
the HLC CHIP planning team drafted a list of strategic priorities.  The selection process was 
based on health status indicators; Osceola’s population demographics, including segments 
considered at higher risk of health disparity; socioeconomic and social determinants of health; 
and available resources.  The following criteria also were used to assist in the determination of 
the most important CHIP strategic objectives: 

1. Must move toward addressing a strategic issue 
2. Must be realistic 
3. Should be attainable in 1-3 years during the MAPP action cycle period 
4. Must be measurable 

 
The HLC CHIP planning team presented 
the drafted strategic priorities for review 
and vetting during the 2013 Osceola 
Business of Health Summit.  Strategies 
that emerged from the Summit breakout 
sessions served to affirm and further 
support the strategic objectives.   

The HLC CHIP planning team further 
developed the findings and presented 
these to the entire HLC committee.  The 
HLC set priorities through a facilitated consensus process by looking for cross-cutting strategic 
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issues that had emerged.  The HLC reached consensus on four strategic issue areas for the 
CHIP’s Community Balanced Scorecard:  1.0 Community Assets; 2.0 Community Process and 
Learning; 3.0 Community Implementation; and 4.0 Community Health Status. 

See Table 2 below for Strategic Issue Areas/Community Heath Priorities and objectives that 
were developed by the initial workgroup of subject matter experts and vetted by the Osceola 
HLC.   

Table 2:  2013-2016 Osceola County Strategic Objectives 

Strategic Issue / Community Health Priority Strategic Objectives 

1.0  Community Assets Improve utilization of available resources 

2.0  Community Process & Learning Improve delivery & quality of health care using 
evidence-based best practices 

3.0  Community Implementation 

Expand primary care capacity for uninsured / 
underinsured residents 

Increase referrals to connect residents to 
Primary Care Medical Home 

Increase capacity of specialty care network 

4.0  Community Health Status 

Improve population-based diabetes health 
outcomes 

Improve population-based cardiovascular 
health outcomes 

Improve population-based fetal and infant 
mortality / morbidity rates 

 
The HLC developed Osceola’s priorities, goals, targets, and measures and ensured alignment 
with the Florida Department of Health’s state priorities and the national Healthy People 2020 
goals and objectives.   
 
The CHIP’s priority areas and strategic objectives are delineated in the Osceola Community 
Balanced Scorecard which contains the goals and assigned owners. The Community Balanced 
Scorecard ensures that the CHIP goals are both meaningful and measurable.  Cascading down 
from the Community Balanced Scorecard are the individual CHIP Action Plans that the HLC 
developed for each goal. These CHIP Action Plans are the working documents that each goal 
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owner, which is an HLC member, prepares as a monthly progress report and presents for 
discussion at HLC meetings.  From the 2013 strategic objectives listed in Table 1 above, the  
HLC revised the objectives in 2014 to the following (the process is documented in the CHIP 
Annual Review Report, 2014):  

1. Improve utilization of available resources
2. Increase referrals to connect residents to a Primary Care Medical Home
3. Expand primary care capacity
4. Improve population-based cardiovascular and diabetes health outcomes

Current CHIP - 2015 
The HLC continued the review of CHIP action plans in monthly review meetings during 2015 
and held the annual CHIP evaluation / review meetings April 2nd, May 7th, and June 4th, 2015.  

The HLC also brought 
together a larger group 
of stakeholders at the 
2015 Osceola County 
Health Summit, on 
September 23, 2015, to 
continue the annual 
review process.  The 
CHIP objectives and 
progress were presented 
by Belinda Johnson-
Cornett, Administrator, 
DOH-Osceola and HLC 
member. The attendees 
participated in vetting of 
the CHIP objectives for 
2015-16.  The 2015 

annual review process culminated in consensus from the HLC to keep the same CHIP focus 
areas and objectives for 2015-16.   

The CHIP 2015-2016 focus areas and HLC champions are: 

1. Improve utilization of available resources:  this includes the Phone-to-Home patient
navigator system and increase number of residents connected to needed health/social services. 
Champions:  Donna Sines, Community Vision; Chris Falkowski, Transition House; Vilma 
Quintana, Florida Blue; and Dan Caprice, Osceola Fire Rescue 
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2. Increase referrals to connect residents to Primary Care Medical Home:  Community
awareness campaign to educate residents of the importance of preventive care.
Champions:  Jen Stephenson-Crouch, Catholic Charities; Bev Hougland, Osceola County
Council on Aging; and Jim Shanks, Park Place Behavioral Health Center

3. Expand primary care capacity:  To ensure access to health care by increasing the number
of residents accessing primary care services at DOH-Osceola’s federally qualified health
centers.  Champions:  Belinda Johnson-Cornett, Florida Department of Health/Osceola
County and Wes Fischer/Debra Perleberg, The Health Insurance Store

4. Improve population-based cardiovascular disease health outcomes
Champions:   Brent Burish, St. Cloud Regional Medical Center; Chris Falkowski, Transition
Housing; Amanda Kraft, Osceola District Schools; and Belinda Johnson-Cornett, Florida
Department of Health in Osceola County.

5. Improve population-based diabetes health outcomes
Champions:  Warren Hougland, Osceola County Council on Aging; Dorie Croissant, Florida
Hospital; and Belinda Johnson-Cornett, Florida Department of Health in Osceola County.
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Summary of CHIP Annual Review Meetings 
The HLC held the 2015 CHIP annual review over the course of three HLC monthly meetings 
and at a larger community stakeholder gathering at the 2015 Osceola County Health Summit. 
The following is a brief overview of what was discussed at each meeting: 

• April 2, 2015 - HLC divided into work groups to begin a Strengths-Weaknesses-
Opportunities-Threats (SWOT) analysis of CHIP objectives and review of strategies
used to address CHIP action plans.

• May 7, 2015 – HLC discussed SWOT analysis and opportunities.  After the meeting, an
online survey was sent to members to further review and determine opportunities to
move CHIP objectives forward.  Members completed the survey during the month and
results were reviewed at next meeting, June 4th.

• June 4, 2015 - HLC reviewed SWOT analysis, survey results, and opportunities to move
the CHIP objectives forward.  The HLC determined that strategic priorities and CHIP
objectives will remain the same for the coming 2015-2016 year.

• September 23, 2015 – Belinda Johnson-Cornett, DOH-Osceola Administrator and HLC
member, presented the CHIP objectives to the expanded community stakeholder group
at the 2015 Osceola County Health Summit.

The work from the annual review meetings resulted in the decision by the HLC to keep the 
CHIP objectives the same for the 2015-2016 year.  These are: 

1. Improve utilization of available resources
Champions:  Donna Sines, Community Vision; Chris Falkowski, Transition House;
Vilma Quintana, Florida Blue; and Dan Caprice, Osceola Fire Rescue

2. Increase referrals to connect residents to Primary Care Medical Home
Champions:  Jen Stephenson-Crouch, Catholic Charities; Bev Hougland, Osceola County
Council on Aging; and Jim Shanks, Park Place Behavioral Health Center

3. Expand primary care capacity
Champions:  Belinda Johnson-Cornett, Florida Department of Health/Osceola County and
Wes Fischer/Debra Perleberg, The Health Insurance Store

4a. Improve population-based cardiovascular disease health outcomes 
Champions:   Brent Burish, St. Cloud Regional Medical Center; Chris Falkowski, Transition
Housing; Amanda Kraft, Osceola District Schools; and Belinda Johnson-Cornett, Florida
Department of Health in Osceola County.

4b. Improve population-based diabetes health outcomes 
Champions:  Warren Hougland, Osceola County Council on Aging; Dorie Croissant, Florida
Hospital; and Belinda Johnson-Cornett, Florida Department of Health in Osceola County.

(The following section covers each of the CHIP Strategic Issue Areas in more detail) 
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Strategic Issue Area #1: Community Assets & Education 

It is critical that the public health system utilize as many of the community assets as are 
available.  The public health system needs to look at how we can leverage more community 
resources to work to address our priority health issues; how to best reach out to attract 
residents, partners, and other resources; and how to develop these assets to improve the 
public’s health.  

Goal: Improve utilization of available resources 

Strategy 1: Increase distribution of Community Vision Family Resource Guide 

Strategy 1.1: To expand the Community Vision Resource Tool to contain health care and 
related resources to inform residents. COMPLETED 2014 (listed here to preserve 
numbering system).  Key Partners:  Community Vision  

Strategy 1.2: To increase the distribution of the Community Vision Resource Tool so that 
more residents have access to this tool. Will be ongoing in 2016.  Key Partners: 
Community Vision and Tupperware Brands 

Strategy 1.3: To develop the Community Vision Resource Tool in software application 
format for use in electronic media.  COMPLETED 2015.  Key Partners: Community 
Vision and City of Kissimmee   

Why this is important to our community: 
Improving the public’s health requires an extensive array of community partners.  Osceola County is a 
community with an impressive history of coming together to address the public’s health.  The community 
has greatly benefited from the tangible results that have occurred over the past decade based on the 
needs identified through three iterations of Mobilizing for Action through Planning and Partnerships. With 
review of available assets and increased community outreach activities, citizens can be educated on 
available resources and opportunities for improved health.   

1.1 
Improve 
utilization of 
available 
resources 

1.1.1 
• Expand

Community Vision 
Community 
Resource Tool to 
include health by 
September 2013. 

1.1.2 
• Increase

distribution of 

1.1.1 

1.1.2 

2,000 

1.1.1 

1.1.2 

1.1.1 

1.1.2 

• MEASURE
COMPLETED (during
2014 – left in this
section to maintain
numbering system)

1.1.2 
• 1/20/15: Hired intern to

Objective Indicator Current 
Level 

Target Status Explanation of Status* 

Objectives 
listed in the 

CHIP 

**this is the space for 
the indicator used to 

measure performance/ 
success** 

**current 
value of the 
indicator as 

of last 
reporting 

**Target 
value set 
within the 
CHIP** 

**See box 
below for 

explanation
** 

**An explanation of the status 
given 
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Community Vision 
Resource Tool 
from 2,000 to 
2,500 by 
September 2016 

1.1.3 
• Develop

Community
Resource Tool in
software
application format
by September
2015 

1.1.3 1.1.3 
Have a 
Resource 
Tool in 
software 
applicatio
n format 
by June 
2014 

1.1.3 

update content 
• 8/2015: Guide designed

and printed
• 8/2015: 3,000 printed

copies secured
• 8/2015: 500 copies

distributed to local
governments, non-profit
agencies and community
partners
Ongoing distribution in
2016 

1.1.3 
• 10/2014: Plan to

secure Valencia
Community College
intern to host focus
groups to improve
usability of guide.
(Completed)

• Information to be
updated for inclusion
in web-based guide
(Completed)

• 1/20/15: Hired intern to
update content
(Completed)

• 5/2015: Secured web
firm to convert guide into
online application
(Completed)

• 9/2015:  Web based
guide launched
(Completed)

MEASURE COMPLETED 
(during 2015) 

Strategic Issue Area 2.0: Community Process & Learning 

The community process and learning perspective includes ensuring the community achieves 
improvements in policies and plans; evaluation; health status monitoring; evidence-based 
research; and the MAPP process.  The public health system looks at:  

• How can we ensure public health goals influence planning and policy decisions?
• How can we get organizations to work more as a team to benefit the community?
• How best can we learn from monitoring, evaluation, and research to guide

policies/plans?
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Goal: Improve delivery & quality of health care using evidence-based best practices 

Strategy 1: Ensure an increased understanding of asthma and treatment compliance in 
children 5-12 years old.  COMPLETED 2014 (included here to preserve numbering 
system) 

Key Partners: Nemours Children’s Hospital, University of Central Florida (UCF), and 
Osceola County Schools. 

Strategy 2: Improve senior citizen’s perception of their physical / psychological well-
being after attending a 12-week Tai Chi course. COMPLETED 2014 (included here to 
preserve numbering system) 

Key Partners: Council on Aging and Osceola Regional Hospital. 

Why this is important to our community: 
The public health system need to ensure that public health goals influence planning and policy decisions; 
that organizations work more as a team to benefit the community; and that we use learning from 
monitoring, evaluation, and research to guide policies and plans. 
Objective Indicator Current 

Level 
Target Status Explanation of Status* 

Objectives 
listed in the 
CHIP 

**this is the space for the 
indicator used to 
measure 
performance/success** 

**current 
value of the 
indicator as 
of last 
reporting** 

**Target 
value set 
within the 
CHIP** 

**See box 
below for 
explanation
** 

**An explanation of the status 
given 

2.1 
Improve 
delivery & 
quality of 
health care 
using 
evidence-
based best 
practices 

2.1.1 
Increased 
understanding of 
asthma and treatment 
compliance in children  
5-12 years old  

2.1.2 
Improved senior 
citizens’ perception of 
their physical / 
psychological well-
being after attending 
12 weeks of Tai Chi 
classes 

2.1.1 

2.1.2 

2.1.1 
Offer 
summer 
camp 
for 
children 
5-12 
years 
old by 
June 
2014 

2.1.2 
Offer Tai 
Chi 
classes 
Osceola 
Council 
on Aging 
by June 
2014 

2.1.1 

2.1.2 

2.1.1 
MEASURE 
COMPLETED (during 
2014 – left in this 
section to maintain 
numbering system) 

2.1.2 
MEASURE 
COMPLETED (during 
2014 – left in this 
section to maintain 
numbering system) 
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Strategic Issue Area 3.0: Community Implementation 

3.1 Expand primary care capacity for uninsured / underinsured residents 

The priority areas identified in Osceola County’s three iterations of MAPP over the past 10 years 
included increasing numbers of uninsured, lack of primary care services, lack of chronic care 
services, and inappropriate hospital emergency room utilization for ambulatory care sensitive 
conditions better treated in a primary care setting.  MAPP’s findings are clearly validated by the 
data on primary care provider shortages and preventable hospital stays (as shown by data listed 
in the CHIP).  County Health Rankings show Health Factors, including clinical access, are in a 
slightly upward (negative) trend where Osceola ranked 40th (out of Florida’s 67 counties) in 
2013; 42nd in 2014; and 45th in 2015.  The County Health Rankings 2015 shows Osceola’s ratio 
of residents to primary care provider (2,113:1) is worse than Florida’s average (1,423:1) and the 
national benchmark (1,045:1).  Osceola is federally designated as a Health Professional 
Shortage Area (HPSA) for primary medical, dental, and mental health.  Access to healthcare 
was identified in community surveys as one of the top five concerns for residents.   In this 
Strategic Area, Osceola’s Local Public Health System is addressing the Ten Essentials of 
Public Health Services #7 - Link people to needed personal health services and assure 
the provision of health care when otherwise unavailable.    

Goal: Expand primary care capacity for uninsured / underinsured residents 

Strategy 1: Ensuring clinical care access for Osceola’s low income, health disparate, 
disadvantaged population will have a positive effect on population-based health status 
indicators.  

Key Partners:  Florida Department of Health in Osceola County’s federally qualified 
health centers and Catholic Charities of Central Florida 
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Why this is important to our community: 
One of the main barriers to improving community-wide health outcomes is in ensuring clinical access for 
the disadvantaged, health disparate populations that tend to have higher rates of chronic diseases and 
related poor health outcomes.  Factors include, but are not limit to, poverty and low health literacy.  These 
social determinants disproportionately affect low income groups.  Osceola is a federally designated health 
provider shortage area in primary medical, dental, and mental health.   
Objective Indicator Current 

Level 
Target Status Explanation of Status* 

Objectives 
listed in the 
CHIP 

**this is the space for the 
indicator used to 
measure 
performance/success** 

**current 
value of the 
indicator as 
of last 
reporting** 

**Target 
value set 
within the 
CHIP** 

**See box 
below for 
explanation*
* 

**An explanation of the status 
given 

3.1 
Increase 
number of 
patients 
accessing 
primary 
care 
services. 

3.1.1 
• Number of patients

accessing primary
care services at
DOH-Osceola/FQHC
health centers from
2012 baseline of
23,221 by 15% in
2016. 

3.1.2 
• Offer mobile medical

van primary care
services 1 day/week
in West 192 corridor

3.1.1 

2013: 
23,030 

Data 
Source: 
2013 
Unified 
Data 
System 
(UDS) 

3.1.1 

2016: 
26,704 

*This will
be 15% 
increase 
over 
2012 
baseline 

3.1.2 

3.1.1 
• Open new dental facility

at St. Cloud center by
early 2015. MEASURE
COMPLETED (4/1/2015)

• 2014: Total patients
accessing primary care
services = 25,486.  This
is an increase of 9.1%
over 2012 baseline.

3.1.2 
MEASURE 
COMPLETED (during 
2014 – left in this 
section to maintain 
numbering system) 

(Strategic Issue Area 3.0: Community Implementation – con’t.) 

3.2 Increase referrals to connect residents to Primary Care Medical Home 

The priority areas identified in Osceola County’s three iterations of MAPP over the past 10 years 
included growing numbers of uninsured, lack of primary care services, lack of chronic care 
services, and inappropriate hospital emergency room utilization for ambulatory care sensitive 
conditions better treated in a primary care setting.  Residents, particularly the disadvantaged, 
low income, and uninsured, inappropriately utilize Emergency Medical Services (EMS) 911 calls 
for non-emergency, chronic illness care.  Many of these residents do not have a medical home 
where they can receive primary health care services for ambulatory care sensitive conditions. 
Inappropriate EMS utilization will be reduced by referring frequent users to a primary care 
medical home.   
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Goal: Implement Phone-to-Home Patient Navigator Referral System 

Strategy 1: To increase the number of residents connected to needed health / social 
services by implementing a Phone-to-Home patient navigator referral system to connect 
residents who are frequent non-emergency users of emergency medical services (EMS) 
to a Primary Care Medical Home.  

Key Partners:  Donna Sines, Community Vision; Chris Falkowski, Transition House; 
Vilma Quintana, Florida Blue; Dan Caprice, Osceola Fire Rescue; and Belinda Johnson-
Cornett, DOH-Osceola 

Why this is important to our community: 
One of the main barriers to improving community-wide health outcomes is in ensuring clinical access for 
the disadvantaged, health disparate populations that tend to have higher rates of chronic diseases and 
related poor health outcomes.  Factors include, but are not limit to, poverty and low health literacy.  These 
social determinants disproportionately affect low income groups. Having a Primary Care Medical Home 
will help ensure these residents have access to healthcare appropriate for their needs.   
Objective Indicator Current 

Level 
Target Status Explanation of Status* 

Objectives 
listed in the 
CHIP 

**this is the space for the 
indicator used to 
measure 
performance/success** 

**current 
value of the 
indicator as 
of last 
reporting** 

**Target 
value set 
within the 
CHIP** 

**See box 
below for 
explanatio
n** 

**An explanation of the 
status given 

3.2.1 
Increase 
number of 
residents 
connected 
to needed 
health / 
social 
services. 

• Decrease number of
frequent users of
EMS 911 calls for
ambulatory care
sensitive conditions.

TBD 
Need to 
establish 
2015 
baseline 
number of 
residents 
connected 
to needed 
services. 

TBD 
Develop 
2016 target 
percentage 
increase in 
number of 
residents 
connected 
to needed 
services. 

• Patient Navigator
position hired August
2014.  Program was set
up during the next two
months; unable to
establish 2014 baseline
for number of residents
connected to needed
health/social services.
Will be established
December 31st for 2015.

• Develop target for
percentage of increase
in number of residents
connected to needed
health/social services
during following year
(2016).

• Consulted with Osceola
County and Florida
Department of Health
legal to ensure health
privacy compliance
(Completed 3/2015)
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Strategic Issue Area 4.0: Community Health Status 

4.1 Improve Population-based Diabetes Health Outcomes 

Diabetes is the second leading cause of death from chronic diseases in Osceola County.  This 
accounts for 3.4% of all deaths.  In terms of the potential for health disparity, the diabetes death 
rate was higher in the Hispanic and Black populations.  Both populations worsened in the rate of 
diabetes from 2007-09 to 2009-11 (Blacks from 26.5 per 100,000 population to 38.2; Hispanics 
from 24.9 to 25.3).     

Goal: 4.1.1 Improve Population-based Diabetes Health Outcomes 

Strategy 1: By improving diabetes health outcomes of the low income, health disparate, 
disadvantaged population served in Osceola’s federally qualified health centers, we will 
have a positive effect on the overall population-based health status indicators.  We will 
track quarterly measurement through medical record reviews of patients attending the 
federally qualified health centers; annual reporting for the Unified Data System (UDS) 
report; and adherence to prescribed treatment regime. 

Key Partners:  Florida Department of Health in Osceola County’s federally qualified 
health centers. 

Why this is important to our community: 
One of the main barriers to improving community-wide diabetes health outcomes is in reaching the 
disadvantaged, health disparate populations that tend to have higher rates of diabetes and related poor 
health outcomes.  Factors include, but are not limit to, poverty and low health literacy.  These social 
determinants disproportionately affect low income groups.   
Objective Indicator Current 

Level 
Target Status Explanation of Status* 

Objectives 
listed in the 
CHIP 

**this is the space for the 
indicator used to 
measure 
performance/success** 

**current 
value of the 
indicator as 
of last 
reporting** 

**Target 
value set 
within the 
CHIP** 

**See box 
below for 
explanation*
* 

**An explanation of the status 
given 

4.1 
Improve 
diabetes 
health 
outcomes 
by 
improving 
HbA1c 
levels that 
are less 
than/equal 
to 9 from 
2012 
baseline of 
81.3% to 

Percentage of DOH-
Osceola/FQHC 
diabetic patients 
whose HbA1c levels 
are < 9. 

Data Source:   DOH-
Osceola Quarterly / 
annual chart audits 

73.25% 
(avg. 2015) 

Data 
Source: 
DOH-
Osceola 
chart 
audits.  

Quarterly: 
  9/14: 80% 
12/14: 68% 
  3/15: 76% 
  6/15: 69% 

85.4% 
by 2016 

(Healthy 
People 
2020 
target) 

• 2014 avg. = 80%; 2015
avg. worsened to 73.25%

• Chart audit reports are
shared with the clinical
providers so they are
cognizant of the issues
that need addressing.

• Providers and clinical
support staff continue to
educate our patients on
the HbA1c levels and
encourage them to
adhere to the treatment
plan to improve their
levels.
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85.4% by 
September 
2016. 
(Healthy 
People 
2020 
target) 

• Patients with HbA1c
levels higher than 8.5 are
referred to Lifestyle
Intervention Family
Education Diabetes
Management program at
Council on Aging. They
receive classes on
nutrition, exercise,
medication monitoring,
complications,
depression, and stress.

• 8/14/2015: Hired RN
Case Manager for
Chronic Disease
Management care
coordination.

4.2 Improve Population-based Cardiovascular Health Outcomes 

Heart disease is the leading cause of death (26.4% of all deaths) in Osceola County.  When 
heart disease is combined with stroke, these cardiovascular diseases were responsible for 30% 
of all deaths.  In terms of the potential for health disparity, the hypertension death rate trend for 
the Black population has increased from 2.9 per 100,000 population in 2008-10 to 8.5 in 2009 
2011.  Reducing hypertension is a controllable risk factor that can have a positive impact on 
overall population-based cardiovascular health.   

Goal: 4.2.1 Improve Population-based Cardiovascular Health Outcomes 

Strategy 1: By improving cardiovascular health outcomes of the low income, health 
disparate, disadvantaged population served in Osceola’s federally qualified health 
centers, we will have a positive effect on the overall population-based health status 
indicators.  We will track quarterly measurement through medical record reviews of 
patients attending the federally qualified health centers. 

Key Partners:  Florida Department of Health in Osceola County’s federally qualified 
health centers 
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Why this is important to our community: 
One of the main barriers to improving community-wide cardiovascular health outcomes is in reaching the 
disadvantaged, health disparate populations that tend to have higher rates of hypertension and other 
cardiovascular illnesses.  Factors include, but are not limit to, poverty and low health literacy.  These social 
determinants disproportionately affect low income groups.   

Objective Indicator Current 
Level 

Target Status Explanation of Status* 

Objectives listed 
in the CHIP 

**this is the space for the 
indicator used to 
measure 
performance/success** 

**current 
value of the 
indicator as 
of last 
reporting** 

**Target 
value set 
within the 
CHIP** 

**See box 
below for 
explanation*
* 

**An explanation of the status 
given 

4.2.1 Improve 
cardiovascular 
health 
outcomes by 
improving the 
percentage of 
adult patient 
diagnosed with 
hypertension 
whose most 
recent blood 
pressure was 
less than  
140/90  from 
2012 baseline 
of 56%% to  
61.2% by 
September 
2016. 
(Healthy People 
2020 target) 

Percentage of DOH-
Osceola/FQHC adult 
patients diagnosed 
with hypertension 
whose most recent 
blood pressure was     
< 140/90. 

Data Source:   DOH-
Osceola Quarterly / 
annual chart audits 

64.5% 
(avg. 2015) 

Data 
Source: 
DOH-
Osceola 
chart 
audits.  

Quarterly: 
  9/14: 54% 
12/14: 60% 
  3/15: 73% 
  6/15: 71% 

61.2% 
by 2016 

(Healthy 
People 
2020 
target) 

• 2014 avg. = 54%; 2015
avg. improved to 64.5%

• Although level has
surpased 2016 target, we
will continue monitoring
to ensure improvement
sustained.

• Continue to share chart
audit reports with clinical
providers so they are
cognizant of the issues
that need addressing.

• Providers and clinical
support staff continue to
educate our adult
hypertensive patients on
blood pressure control
and encourage them to
adhere to the treatment
plan to improve levels.

• Hired chronic disease
nurse case manager to
work with patients whose
blood pressure is
uncontrolled  and provide
education and monitoring
for better outcomes.
Completed – 8/14/15 RN
Case Manager hired.

4.2 Improve Population-based Cardiovascular Health Outcomes 

Heart disease is the leading cause of death (26.4% of all deaths) in Osceola County.  When 
heart disease is combined with stroke, these cardiovascular diseases were responsible for 30% 
of all deaths.  In terms of the potential for health disparity, the hypertension death rate trend for 
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the Black population has increased from 2.9 per 100,000 population in 2008-10 to 8.5 in 2009-
2011.  Reducing tobacco usage is a controllable risk factor that can have a positive impact on 
overall population-based cardiovascular health.   

Goal: 4.2.2 Improve Population-based Cardiovascular Health Outcomes by Reducing 
Tobacco Usage  

Strategy 1: Establish policy change that restricts tobacco usage to create smoke-free 
environments in public places such as health facilities, schools, businesses, and multi-
unit dwelling places.  

Key Partners:  Florida Department of Health in Osceola County and Osceola Tobacco-
Free Partnership 

Why this is important to our community: 
Heart disease and cancer are the two leading causes of death in Osceola County.  Tobacco usage is a 
controllable risk factor that can have a positive effect on both these health outcomes.  County Health Rankings 
2015 show 21% of Osceola adults smoke tobacco compared to 18% Florida average and 14% for the national 
benchmark.     

Objective Indicator Current 
Level 

Target Status Explanation of Status* 

Objectives listed 
in the CHIP 

**this is the space for the 
indicator used to 
measure 
performance/success** 

**current 
value of the 
indicator as 
of last 
reporting** 

**Target 
value set 
within the 
CHIP** 

**See box 
below for 
explanation*
* 

**An explanation of the status 
given 

4.2.2 Policy 
change to 
restrict tobacco 
usage in certain 
areas to create 
smoke-free 
environments. 

By June 2016: 

Establish policy 
change to restrict 
tobacco usage in 
certain areas to create 
smoke-free 
environments. 

One or 
more 
policy 
changes 
by 2016 

Multi-Unit Housing 
• DOH-Osceola Tobacco

Prevention Program staff 
continues to educate 
multi-unit dwelling 
property managers and 
to provide assistance 
with cessation classes; 3-
Ways to Quit; resident 
education opportunities, 
and technical assistance 
as requested. 

Young Adult 
Interventions 
• Working to establish a

tobacco-free campus 
policy at Johnson 
University and other 
college and/or university 
institutions, focusing on 
state universities, state 
colleges, community 
colleges, and private 
colleges and universities 
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in Osceola County. 
(Trade and vocational 
schools will be 
addressed at a future 
time).  Additional policy 
outcomes to include the 
adoption of voluntary 
smoke-free bars and 
smoke-free housing 
policies that primarily 
impact young adults. 

Tobacco Free Worksites 
• Continue to educate

managers and providing
assistance via cessation
class; 3 Ways to Quit;
resident education
opportunities; and
technical assistance as
requested.

K-12 School Policy 
• From July 2014 to

September 2015:
Continue working with
stakeholders and
partners via School
Health Advisory
Committee (SHAC).

• The School Tobacco
Free Environment, Policy
2.90 has been updated
to include all 12
comprehensive tobacco
prevention components
and was voted on at the
12/2/14 School Board
Meeting for final
approval. (Completed)

Note: The school policy 
initially was passed in 
2012 and the current focus 
is to increase enforcement 
and cessation with the 
schools. Additionally, we 
are encouraging the 
district make revisions and 
improvement to make 
stronger policy during 
fiscal year 2014-2015. 
Policy change will occur 
overtime at the grassroots 
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* Note:  For the tables above, status indicators are as follows:

= Little to no movement towards objective target 

= Some progress towards meeting the objective target 

= Reached or surpassed objective target 

level through education 
and awareness. 

Point of Sale 
• January 6, 2014 –

County resolution #14-
005R passed urging
tobacco retailers to stop
the sale and marketing of
flavored tobacco
products in Osceola
County. (Completed
during 2014)

• As result of past and
current year efforts,
resolutions have been
passed in the cities of St.
Cloud and Kissimmee
and Osceola County.
Therefore we have
completed this area and
will focus in 2016 to
educate on these
resolutions to continue
increasing support and
encourage actions on the
resolutions passed.
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Revisions 
The Osceola Health Leadership Council (HLC) held the 2015 CHIP annual review over the 
course of three monthly meetings (April 2nd, May 7th, and June 4th) and at a larger community 
stakeholder gathering at the 2015 Osceola County Health Summit held on September 23, 2015. 
The Osceola Health Summit, in partnership with both area Chambers of Commerce, brought the 
corporate sector to the table along with health leaders, hospitals, government, elected officials, 
school board, university medical school, community-based organizations, faith-based, 
grassroots, and involved citizenry to determine key, shared priorities.  

The process included a CHIP SWOT analysis; an online survey for members to rank 
opportunities that would help to move the CHIP objectives forward; discussion of key 
information from the monthly CHIP action plan reports; and presentation/discussion of the CHIP 
objectives to the expanded community stakeholder group at the 2015 Osceola County Health 
Summit.  The HLC used the information to determine how successful progress has been over 
the past year for each strategic objective, to decide whether the right strategies had been 
implemented, and to determine whether the desired outcomes had been achieved and/or have 
the opportunity to be achieved by the 2016 target date.  During the meetings and Summit, 
discussion took place and attendees had an opportunity to present their view of the CHIP 
objectives.  Based on the discussions,       

The work from the annual review meetings resulted in the decision by the HLC to keep the 
CHIP objectives the same for the coming 2015-2016 year.  These areas include: 

1. Improve utilization of available resources
2. Increase referrals to connect residents to a Primary Care Medical Home
3. Expand primary care capacity
4a. Improve population-based cardiovascular disease health outcomes 
4b. Improve population-based diabetes health outcomes 
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Accomplishments 
Goal Objective Accomplishment 

1.1  
Improve utilization of 
available resources 

1.1.2 
Increase distribution 
of Community Vision 
Resource Tool from 
2,000 to 2,500 by 
September 2016 

1.1.3 
Develop Community 
Resource Tool in 
software application 
format by September 
2015 

1.1.2 
•An intern was hired to update the content of

the Resource Tool.  The tool was designed
and 3,000 copies were printed.

• 500 copies distributed to local governments,
non-profit agencies and community partners

•Ongoing distribution in 2016

1.1.3 
•We secured a Valencia Community College

intern to host focus groups to improve
usability of the resource tool.

• Information to be updated for inclusion in
web-based guide was completed.

•We secured a web firm to convert the
resource tool into an online application.

• The web-based resource tool was launched
on September 20, 2015.

How it’s important for our community:   
The Community Family Resource Guide is a tool that connects residents to services.  This is a 
40-page asset map of services, programs, and amenities that residents can use to connect to 
their community.  It is designed to meet the needs of all populations:  those in crisis, long-term 
residents, and those new to the community.  And now with the online capabilities, the guide is 
accessible on a continuous basis.  It can be updated in real time and accessed with a mobile 
device.  This guide ensures we are continuously identifying assets and determining gaps in 
service.  It will be essential as we continue to develop strategies and objectives to address the 
public’s health.  

4.2.2  
Improve Population-
based Cardiovascular 
Health Outcomes by 
Reducing Tobacco 
Usage  

4.2.2  
Policy change to 
restrict tobacco usage 
in certain areas to 
create smoke-free 
environments.   

• The School Tobacco Free Environment,
Policy 2.90, has been updated to include all
12 comprehensive tobacco prevention
components and was voted on at the
12/2/14 Osceola School Board Meeting for
final approval.

How it’s important for our community:  
Heart disease is the leading cause of death (26.4% of all deaths) in Osceola County.  When 
heart disease is combined with stroke, these cardiovascular diseases were responsible for 
30% of all deaths.  In terms of the potential for health disparity, the hypertension death rate 
trend for the Black population has increased from 2.9 per 100,000 population in 2008-10 to 8.5 
in 2009-2011.  Reducing tobacco usage is a controllable risk factor that can have a positive 
impact on overall population-based cardiovascular health.   
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Conclusion 

Osceola County’s CHIP serves as a roadmap for a continuous health improvement process for 
the local public health system by providing a framework for the chosen strategic issue areas.  It 
is not intended to be an exhaustive and static document.  We will evaluate progress on an 
ongoing basis through quarterly CHIP implementation reports and monthly discussion by the 
Osceola Health Leadership Council and other community partners.   

Osceola County is part of the Central Florida Community Benefit Collaboration in which a three-
county region (Osceola, Orange, and Seminole Counties) is working together to develop our 
2016 Community Health Assessment (CHA).  Included in the collaborative are area hospitals 
and county health departments.  The health needs will be assessed at the regional level as well 
as at the individual county level.  Individual county level qualitative input will be gathered from 
community partners, stakeholders, consumers, and the public.   

As Osceola County conducts the 2016 CHIP Annual Review by September 2016, we will utilize 
the review analysis as well as data from the 2016 CHA to create the 2017 CHIP.  The CHIP will 
continue to change and evolve over time as new information and insight emerge at the local, 
state and national levels.  By working together, we can have a significant impact on the 
community’s health; improving where we live, work and play; and realize the vision of a healthier 
Osceola County. 

A Word About...Osceola Health Summits 

The Health Leadership Council has spent a great deal of effort to ensure the state of Osceola’s 
Health is communicated community-wide to varied audiences.  The successful 2013 and 2015 
Health Summits, in partnership with the Chambers of Commerce, have effectively engaged the 
business community in the healthcare discussion.   Additionally, the highly competitive local 
hospital systems all presented their priorities and provided sponsorships.  With emphasis on 
how poor health outcomes impact productivity and the “bottom line”, there is real recognition 
that health is everybody’s business.  

2015 Osceola Health Summit – September 23, 2015 

Community Engagement Survey Results 

Attendee surveys were distributed at the close of the event to garner feedback on event 
elements such as overall event experience, session content, logistics, and other issues. 
Summary findings include: 
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• 92% of respondents either agreed or strongly agreed that their opinions were valued.
• 75% of respondents felt there was enough time for participant input
• 92% felt Summit topics met the needs of the community
• 92% felt the Summit location and time met their needs
• 100% of respondents either agreed or strongly agreed that they would return to another

Osceola Health Summit

Comments indicated interest in expanding topics to include transportation / access to care; 
healthcare costs and affordability; mental health programs; and healthcare for the homeless. 

25 CHIP Annual Review Report, 2015 



Appendices 

The following appendices are included in the 2015 CHIP Annual Review Report: 

1. Annual CHIP Review Community Meeting April 2, 2015 Packet with Agenda, Meeting
Minutes, and Sign-in Sheet

2. Annual CHIP Review Community Meeting May 7, 2015 Packet with Agenda, Meeting
Minutes, and Sign-in Sheet

3. Annual CHIP Review Community Meeting June 4, 2015 Packet with Agenda,
Meeting Minutes, and Sign-in Sheet

4. 2015 Osceola Health Summit Summary Report & Attendees

(Note:  A comprehensive list of Osceola Health Leadership Council community partners is 
included in each of the meeting packets as noted in the sign-in sheets and in the 2015 Osceola 
Health Summit Report packet for the broader community partners and stakeholders.) 
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Agenda 
Health Leadership Council 
April 2, 2015 

I. Call to Order Ken Peach, Chairperson 

II. Approval of March 5, 2015 Minutes

III. Order of Business

a. CHIP Prioritized Strategies SWOT Analysis – WEAKNESSES
Priority Strategies work team breakouts – review of weaknesses

b. Leadership Osceola Health Day Review

c. Osceola County Health Rankings Belinda Johnson-Cornett

d. SCALE Initiative Status Ken Peach 

e. Phone to Home Update Ken Peach & Belinda Johnson-
Cornett

f. Health Issues Discussion Belinda Johnson-Cornett 
• Trauma
• Injury
• Cancer
• Mental Health/Substance Abuse

IV. What’s Up/New Business

V. Adjournment 
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Minutes 
Health Leadership Council 
April 2, 2015 

I. Call to Order    Ken Peach, Chairperson 
Summary:  Chair Ken Peach called the meeting to order at 8:32 a.m.  Introductions 
immediately followed.   
Present:  Brent Burish, Bakari Burns, Dorie Croissant, Chris Falkowski, Wes Fischer, Sandi 
Grimes, Warren Hougland, Belinda Johnson-Cornett, Amanda Kraft, Bryan Lee, Celestia 
McCloud, Ken Peach, Vilma Quintana, Jim Shanks, Jill Slaff, Jennifer Stephenson, Debra 
Perleberg, Clint Diamond (guest), Donna Sines (staff) and Sue Ring (staff).   

II. Approval of March 5, 2015 Minutes
Summary:  The minutes of the March meeting were presented for approval.  Belinda 
Johnson-Cornett motioned for approval.  Amanda Kraft motioned for approval. Minutes 
approved as presented.  

III. Order of Business
a. Health Department Primary Care Funding Update
Summary:  Belinda Johnson-Cornett reported that as of November 2016, state 
funding will no longer be available to primary care at Florida Health Departments 
include Osceola Co.  All primary care operations will be provided by the FQHCs.   All 
primary care operations will be separated from the Health Dept. operations.  To the 
patient, the transition will be seamless and services will look the same.  The staff will 
no longer be state employees but employees of the FQHC. The community board of 
the FQHC will need to apply for funding to cover primary care services.  The question 
moving forward will be how do we fund public health?  This topic can be part of the 
Business of Health summit with the Chamber scheduled for September 23rd.   

b. Alan Grayson’s Health Proposal
Summary:  Clint Diamond from Alan Grayson’s office stopped by to explain an 
initiative Senator Grayson would like to implement providing vision, dental and 
hearing services to seniors.  Since Medicare does not cover dentures, hearing aids or 
eyeglasses, Sen. Grayson would like to introduce the “Seniors have Eyes, Ears and 
Teeth” bill to help seniors access these services.  Staff is in the early stages of 
determining the need and viability.  Senator Grayson anticipates a cost of $500K-
$1M/year and the funds would need to come from the County annually.  The first 
step would cover eyeglasses.  Clint asked for input regarding proposed need for 
vison services.  Committee suggested he work with Lions Club to determine service 
need.  They also suggested partnering with managed care programs to control costs. 
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c. Leadership Osceola Health Day Planning
Summary:  Ken presented the proposed Leadership Health Day agenda.  Activities 
and discussion points will cover public, mental and private health.  Donna thanked 
Ken and Belinda for putting together a well-rounded day. 

d. County Health Rankings
Summary:  Belinda reported the County’s overall health rankings have improved.  
Progress has been made in access to clinical care, mental health, and primary care.  
Dental care still lags in capacity, especially for low income adults.  There was also a 
decrease in the social/economic rankings.  The health rankings can help us in 
determining goals and strategies for the CHIP plan.  Ken distributed a handout 
showing how health rankings are measured and calculated.  

e. SCALE Update
Summary:  Ken reported Osceola has been selected as a finalist (one of 47) for the 
SCALE grant project.  We hope to be one of 20 communities selected to receive 
mentorship and guidance in improving health outcomes.  A finalist phone interview 
will be held 4/13.   

f. Phone to Home Update
Summary:  Belinda reported this program moves forward.  It provides a patient 
navigator to work with “EMS Frequent Flyers” = individuals who have been 
identified as frequent users of 911 inappropriately.  The patient navigator will 
complete a psycho-social assessment to connect person to additional community 
services thus reducing EMS calls.  A brochure will be ready for the next Health 
Leadership meeting.  The program would roll out May/June.  Possible connection 
can be made to the COA’s Care Companion program (connecting frail seniors to 
senior companion).  Additionally, Donna reported there is a software program – 
SPIRIT – that can integrate case management with health & social services.  Perhaps 
they would be interested in a demonstration at the Summit.   

g. Health Issues Discussion
Summary:  Belinda Johnson-Cornett reminded the Health Committee that the 
Health Dept. must have discussions and review specific health issues and how they 
impact community health.  These subjects also impact overall health rankings.  The 
goal is to show what our community is doing and can/needs to do to improve overall 
community health rankings.  The health issues for discussion included: 

• Trauma
• Injury/Domestic Violence
• Cancer
• Mental Health/Substance Abuse

These discussions will ensure CHIP strategies address key community issues.  Council 
members then reviewed strategies and challenges around the specific topics. 
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Cancer:  The Susan B. Komen Foundation reported last month of their focus to increase 
outreach and services in Osceola Co.  Additionally, Ken reported on the HCECF effort, a 
cancer control collaborative to focus on 3 primary areas: Prevention, Provider Network 
and Survivor.   There is a 35 member group that will redevelop a web component.  There 
is no fee for being listed and it has been a 2 ½ year regional effort. 
Mental Health:  Jim Shanks reported that though there had been talk  of increased 
funding and support legislatively for mental health, that has not come to be as of yet.  
Medicaid expansion would help fund increased services tremendously but that effort 
has stalled.  Additionally, LIP dollars are threatened.  Medication management is a big 
service need.  Jim is seeking money to hire a psychiatric nurse practitioner at the health 
clinic to help those precariously housed and young populations. Park Place has an open 
access policy which has raised productivity to 90%.  The have also increased mental 
health services and depression screening at the Health Dept.  The groundbreaking for 
the bed expansion and triage center is next Tuesday, 4/7 @ 11am.  The beds will be 
open in 30 days including an increase of children’s beds from 8 to 20.   
Trauma/Injury:  Osceola Regional continues to work with the Victim Services Center to 
establish an Osceola Medical Director.  April is Child Abuse Prevention month and 4/17 
is Blue Day where people are encouraged to wear blue to raise awareness.  DCF is 
conducting a comprehensive study to determine gaps in service.  

IV. CHIP Prioritized Strategies SWOT Analysis – WEAKNESSES
Summary:  The council broke out into assigned work groups to analyze and develop
strategies addressing CHIP action plans.  Committee will send results to Sue.

V.  New Business 
• Community Vision’s Bank of America Neighborhood Builders Reception is

Monday, April 27th from 5:30 to 7:30 at the Osceola Council on Aging.
• Health Care Symposium will be held at UCF 4/22.  The focus will be on the

recent effort in Bithlo to improve health outcomes by addressing physical and
socioeconomic health of a community.

• 
VI. Adjournment

Summary:  With no further business to discuss, the meeting was adjourned at 10:05
a.m.
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Agenda 
Health Leadership Council 
June 4, 2015 

I. Call to Order Ken Peach, Chairperson 

II. Approval of May 6,  2015 Minutes

III. Order of Business

a. CHIP Prioritized Strategies – Survey Monkey Results

b. Phone to Home Update

c. SCALE Initiative “Pathway to Pacesetter” Update

d. Telehealth Community Provider Meeting

e. Health Issues Discussion
• Trauma
• Injury
• Cancer
• Mental Health/Substance Abuse

IV. What’s Up/New Business

V. Adjournment 
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Minutes 
Health Leadership Council 
June 4, 2015 

I. Call to Order    Ken Peach, Chairperson 
Summary:  Chair Ken Peach called the meeting to order 8:35 a.m.  Introductions 
immediately followed. 
Present:  Dorie Croissant, Chris Falkowski, Beverly Hougland, Amanda Kraft, Ken Peach, 
Debra Perleberg, Vilma Quintana, JoeEllen Revell, Michael C., Donna Sines (staff) and 
Sue Ring (staff). 

II. Approval of May 6,  2015 Minutes
Summary:  The minutes of the May 6th meeting were presented for approval.  Chris
Falkowski motioned for approval.  Dorie Croissant second.  Minutes approved as
presented.

III. Order of Business
a. Phone to Home Update

Summary:  Mike C. reported that Osceola Co EMS training officers met with Kim,
Health Dept. Navigator, to provide in service on program.  Promotional materials
are being printed and laminated flyers are on units for distribution to potential
clients.  Patients can sign up with electronic signature for service.  Program &
clients will be tracked quarterly to determine progress and opportunities for
improvement.

b. SCALE Initiative “Pathway to Pacesetter” Update
Summary:  Ken reported that Osceola can still benefit from the SCALE Initiative
through the “Pathway to Pacesetter” program.   This program offers:

• Peer to Peer mentoring
• Support from other communities
• Pacesetter buddy
• Metrics, webinars & shared technologies
• Access to conferences

Ken will participate when able and share program opportunities & insights with 
the Health Leadership Council. 

c. Telehealth Community Provider Meeting
Summary:  Ken met with Jim Shanks to learn more about tele-psychiatry.
Mental health has exploring the use of telehealth to offset doctor shortages.  A
more expanded telehealth discussion will immediately follow the Health LOC
meeting.
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d. Health Issues Discussion
• Trauma:  Osceola Regional will operate as a Level 2 Trauma Center as of May

1st.  This enables them to treat most trauma cases except burns and
pediatric.

• Cancer:  The Council on Aging received a grant from the Susan B. Komen
Foundation to provide mammograms for low income women.  Ken reported
the East Central Cancer Control Collaborative connects organizations with a
cancer initiative(s) to consumers.  It provides information on prevention,
provisions of services, and survivors.  The federal government is targeting
efforts on nine cancer sites.  There is $21K for colorectal cancer screenings.

• Mental Health/Substance Abuse:  A full year mental health needs assessment
study is underway.  A CON for a psychiatric facility has been secured for St.
Cloud.  It will offer in patient psychiatric care.  They have a 60 day extension
to start construction.

IV. CHIP Prioritized Strategies Discussion
Summary:  Ken reported that the Health LOC had agreed to utilize survey monkey to
help move CHIP strategies forward.  A link was sent to committee members asking for
feedback.  Participation was low but Ken was able to prioritize efforts by category.    This
should help further development and implementation efforts.  Discussion points
included:

• Prioritizing populations to effectively link them to services.  Identify medical
homes and connect them.

• Triage:  FreeMD.com has videos of systems to help patients determine basic
diagnosis and treatment urgency.  The VA is currently using this system.  The
videos help the patient determine what self-care they can provide.  It also offers
education.  Perhaps Kim from the Health Dept. can help connect or utilize
service.

• Triage Web application:  Efforts are underway to develop a phone/web
application people can connect to resources.   There needs to be a decision tree
that helps connect people to vetted agencies.   Cargivercentral.org is an
example.   Desire is for an application based program with a web back end
service.  Further exploration of monthly/yearly fees, revenue potential
(advertising) needs to occur.

• Myosceola is an available app – link to resource guide potential?
• Mednet:  This is program that links low income individuals to free prescriptions.

Annual cost is $2K/year for access to millions of dollars of medicine.

39



• Public Education: How do we encourage public to change behaviors for better
health outcomes?   Explore events like a Discover Osceola or structured health
fairs.  Events must have meaning to offer legitimacy.  Also look into incentives
for changed behavior.

• Health LOC determined that the CHIP strategic objectives will remain the same
for the upcoming 2015-2016 year.  Focus will remain on:

1. Improve utilization of available resources
2. Increase referrals to connect residents to Primary Care Medical Home
3. Expand primary care capacity
4. Improve population-based cardiovascular disease health outcomes
5. Improve population-based diabetes health outcomes

ACTION ITEMS: 

1. Talk to Belinda about expanding role of Kim to help navigate the categorized
populations to connect them to primary care medical homes.

2. Bev and the Council on Aging look into connecting to MedNet.  Will look at County as
well as it is a better investment than Rx card.  Ken will help COA connect to Mednet.

V. What’s Up/New Business 
• Community Vision recently graduated its 3rd Project OPEN CNA class.  New

classes and expanded curriculum will be added this fall.
• Victim Services Center continues to explore ways to further immerse into the

community with emphasis on education and outreach.
• Transition House has increased staff to meet demand at the new outpatient

service center.
• The Health Insurance Store is watching the upcoming Supreme Court decision

regarding tax subsidies for the Affordable Care Act.  More than 93% of Floridians
receive tax credits to offset healthcare premiums.

VI. Adjournment
Summary:  With no further business to discuss, the meeting was adjourned at 9:57 a.m.
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