A tool to create lasting solutions
to prominent health issues facing
St. Petersburg's children.
2018 Community Benefit
Strategic Implementation Plan

Welcome
Here at Johns Hopkins All Children’s Hospital, we are passionate about improving
life for St. Petersburg’s children. We achieve this by constantly connecting with our
local stakeholders and continuing to improve school and home environments,
making them safer and healthier.
I am pleased to share with you the inaugural Johns Hopkins All Children’s
Hospital’s Community Benefit Strategic Implementation Plan (CBSIP). This plan
reflects the amazing work which results from our community stakeholders uniting
for the health of local children and families.
This plan presents key information regarding the complex self-identified health
needs within the St. Petersburg community service area. Our mission is to be an
instrumental part in reducing the negative impact health needs have within our
community by designing and/or initiating programs and services to improve the
health within the communities.
It is our hope by presenting this report, we close existing gaps in service and assist
health care providers, facilities, and community stakeholders in better
understanding some of the challenges associated with implementing objectives to
achieve environmental, policy and structural changes which will better answer the
current challenges.

As this plan reflects, there is much work to be done in each area prior to
experiencing the success which will make life better for all within this community.
While we anticipate experiencing mixed outcomes based on the health issues being
confronted, we stand assured that partnering with community leaders, stakeholders,
governmental entities and businesses will lead to healthier environments for our
children.
Join us in making the changes which are transformational in not just a community,
but the families' lives who live, play and work here.
Sincerely,

Kimberly Berfield, MBA
Vice President, Government and Community Affairs

Table of Contents

Community Benefit Strategic
Implementation Plan

CONTENTS

PAGE

Introduction

5

Unified4Allkids and the Community Health Needs Assessment

6

Proposed Objectives

7

Evaluation / Justification / Implementation Processes
Needs Evaluation Process
Justification Process for Proposed Objectives
Action Implementation Improvement Process

9
10
11

Asthma / Allergies Overview
Logic Model

12
13

Obesity / Overweight and Chronic Disease / Pre-Diabetes Overview
Logic Model

14
15

Birth Outcomes / Infant Mortality Overview
Logic Model

16
17

Mental Health / Bullying That Impacts Mental Health Overview
Logic Model

18
19

Substance and Alcohol Abuse / Tobacco Use Overview
Logic Model

20
21

Get Involved

22

Appendices
Appendix A: Community Health Needs Assessment Overview

23

Introduction
Johns Hopkins All Children’s Hospital
(JHACH) of St. Petersburg, Florida, is a leader
in children’s health care known for a legacy of
compassionate care focused solely on children
since 1926, utilizing the innovation and
experience of one of the world’s leading health
care systems. The 259-bed teaching hospital,
ranked as a U.S. News & World Report Best
Children’s Hospital, stands at the forefront of
discovery, leading ground-breaking research to
cure and prevent childhood diseases while
training the next generation of pediatric experts.
With a network of Johns Hopkins All
Children’s Outpatient Care centers and
collaborative care provided by All Children’s
Specialty Physicians at regional hospitals, we
bring care closer to home. Johns Hopkins All
Children’s consistently keeps the patient and
family at the center of care while continuing to
expand its mission in treatment, research,
education and advocacy.

Committed to Access
As one of three statutorily defined, freestanding
pediatric hospitals in the state of Florida, Johns
Hopkins All Children’s provides high-quality
pediatric care to all children regardless of their
ability to pay. Approximately 70% of our
patients are covered by Medicaid, which makes
JHACH the highest provider of Medicaid
services for children in the state of Florida.
Committed to Community Health
Improvement
We provide community health services and partner
with community providers on maternal and child
health, early childhood health and development,
injury prevention, disease management, and
preventive health. In fiscal year 2017, Johns
Hopkins All Children’s provided $32.6 million in
quantifiable community benefit and charity care to
nearly 2.4 million children and families.

Committed to the Community We Serve
Although Johns Hopkins All Children’s provides
programs and services to a 17-county service area, the
implementation strategy addresses the City of St.
Petersburg, one of Pinellas County’s 24 municipalities.
Twelve of the top 15 zip codes in St. Petersburg
represents the largest usage of the hospital’s emergency
center. St. Petersburg also receives the majority of
community benefit programs and services.

Committed to Our Culture Statement
The Johns Hopkins All Children’s Culture Statement
declares who we are as an organization. Partnering with
community leaders, academic institutions and other health
care providers shapes our identity and creates channels
for growth. We have a duty to engage with our
communities to help ensure local, regional, national and
global access to our quality care and to create healthier
and safer neighborhoods for children and their families.
Committed to Equity
Providing all patients with equitable treatment is in the
DNA of Johns Hopkins Medicine. Together, the Health
Equity Steering Committee and the Diversity and
Inclusion Council have identified three strategic areas to
improve health equity across the JHM health system:
leadership, performance monitoring and program
building. Individually and collectively, JHM and JHACH
will identify and close any gaps blocking the equal
treatment of all patients regardless of their race, ethnicity,
language, gender identity or sexual orientation.

Assessment
JANUARY 2016
CHNA Community
Advisory Council
activated

MARCH 2016
Surveys completed
by parents, health
professionals,
educators and
community leaders

APRIL 2016
Focus groups and
community
conversations
regarding CHNA
findings

Ideas

Unified4Allkids and the Community Health
Needs Assessment (CHNA)

2016

JUNE 2016
CHNA completed,
Implementation Plan
approved by JHACH
Board of Trustees

2017

JULY-OCTOBER
2016
Community
presentations of
CHNA findings
MAY 2017
CHNA Advisory
Council engaged
in establishing
Community
Connector
Groups
OCTOBER 2017
Second Community
Connector Group
discussions

JANUARY-MAY
2017
Hospital initiatives
addressing CHNA
issues undertaken

AUGUST 2017
First Community
Connector Group
discussions

Johns Hopkins All Children’s Hospital
(JHACH) created Unified4Allkids as a
public-private partnership involving
parents, educators, non-profit
professionals, community leaders and
healthcare providers to identify and
address the most critical pediatric health
needs in St. Petersburg, Florida.
Unified4Allkids builds on the
Community Health Needs Assessment
(CHNA) processes completed in 2013
and 2016, both revealing the pediatric
health issues we must prioritize.

The CHNA results also supported the annual findings by Pinellas
County Schools of the top diseases and conditions experienced by
more than 100,000 K-12 students. Starting in mid-2016, the CHNA’s
findings were shared in various community settings, including meetings
where Pinellas County Schools staff advocated for resources to place a
nurse in every public school. Less than a year later, the Pinellas County
Commission approved funding for the school district to employ a nurse
in every school by the 2021-22 school year.

NOVEMBER 2017
Exploration of best
practices and
national models

2018
Action and
Accountability

JULY 2018
Internal Community
Benefit Strategic
Implementation Plan
(CBSIP) approval
SEPTEMBER 2018
Evaluation of
objectives and
initiatives in
community service
area

APRIL 2018
Unified4Allkids
Health Forum

AUGUST 2018
Community
Connector Group
Reviews
DECEMBER 2018
Implementation
begins; publish
accountability
dashboard and
metrics

Unified4Allkids has prioritized community engagement from
commencement. Now that our community stakeholders have identified
the critical issues, we are asking our partners and supporters to
champion the Community Benefit Strategic Implementation Plan
(CBSIP) by integrating and adopting parts of the plan into their
protocols. We invite the community to join us, take action, and track
our progress on our accountability dashboard found at
HopkinsAllChildrens.org/Unified4Allkids.

Proposed Objectives
Asthma / Allergies

Birth Outcomes / Infant Mortality





Bridge the gap between clinical/non-clinical
services for ‘at risk’ mothers and fathers in an
effort to address social determinants of health.



Increase awareness of planned pregnancy options
and family planning by 25%, for women capable
of becoming pregnant and their families.



Modify a minimum of one municipal or St.
Petersburg code with public housing to improve
birth outcomes and decrease risk factors for
families.



Revise countywide referral process for pregnant
women and infants who qualify for maternal and
child health home visiting programs to improve
access and reduce the number of preterm births,
low birth weight babies and infant mortality.





Establish an agreement based collaborative effort
or partnership between the school district and
health care provider(s) to reduce chronic
absenteeism of school aged children and
adolescents that have an EC visit for persistent
asthma by at least 1%.

Modify a minimum of one municipal / county
public housing code relating to carpeting, secondhand and third-hand tobacco smoke in residential
housing that improves in-home air quality to
decrease persistent asthmatic school aged children
and adolescents.
Decrease asthma inpatient admissions /
readmissions by increasing the number of home
assessments following a hospital visit by at least
1% in order to identify and reduce the impact of
asthma triggers in home environment.

Obesity / Overweight and
Chronic Disease / Pre-Diabetes


Generate an age-specific tool kit for community
providers (physicians, nurses, other practitioners) to
utilize as a resource to evaluate, treat and educate
school-aged children through adolescents by the
2019-2020 school year.



Implement a universal food insecurity screening
tool at a minimum of two locations (medical
providers, schools and/or community
organizations) to minimize the compounding
severity of life altering diseases (e.g., diabetes, high
blood pressure and cholesterol levels) providing safe
nutritional food.



Leverage Pinellas County Schools Healthy School
Teams (HST’s) to improve the food and beverage
school environment by reducing availability of
unhealthy foods, arranged and/or promoted by 3%
over the next three years.

Proposed Objectives (cont.)
Substance and Alcohol Abuse /
Tobacco Use

Mental Health /
Bullying That Impacts Mental Health




Identify local authority on national level to
collaborate with the school district and/or state in
establishing or expanding delivery of a level one
evidence-based, school-based mental health
program to children in every public school in St.
Petersburg by 2020.
Establish a joint agreement/partnership between
the school district and students general health/
mental health care providers and/or place a
mental health counselor (therapist) in every public
school in St. Petersburg by start of the 2019-2020
school year.



Submit a detailed plan outlining mental health
services (assessment, diagnosis, intervention,
treatment and recovery) including, but not limited
to bullying, desolation, distress, anxiety, selfawareness, building health relationships, dealing
with autism spectrum disorder) to the district
school board for approval by, 09/01/19.



Establish or adopt a level one evidence-based
youth mental health and assistance training
program to assist school personnel in identifying
and understanding the signs of emotional
disturbance, mental illness and substance use
disorders.



Systematically apply a level one evidence-based
bullying prevention in every public school in St.
Pete by the start of 2019-2020 school year.



Develop an awareness campaign on drug
addiction (beginning with opioids) and debut at
the start of the 2019-20 school year.



Support a level one evidence-based awareness and
assistance annual training program to be
performed annually to assist school personnel in
identifying and understanding the signs of
emotional disturbance, mental illness and
substance use disorders, before each school year.



Improve patient health care, safety, and controlled
substance diversion by expanding access to
treatment and reducing unmet treatment needs,
while reducing controlled substance abuse, over
the next three years.



Enhance the substance abuse continuum of care
with community-based services to address the
opioid crisis through outreach, addiction
treatment and recovery support services over the
next three years.



Produce a Parent Resource Manual (to be updated
annually) outlining protocols and countywide
resources to better educate and assist parents in
dealing with mental health and substance abuse
issues they are confronting.

Needs Evaluation Process
Establish Community Health Needs and Community Inventory

Develop Assessment Tools Utilizing the Section 501c3 Internal Revenue Service Tax Code
to Standardize Program Data
Specific
Purpose

Establish
Parameters
and Scope of
CBSA

Confirm
Methods of
Data
Collection

Duplication
Explanation of
and/or
Potential of
Contributing
Adequate
Improving
Factors
Coordination
of Activities

Potential for
Compile
Other
Community Stakeholders
Inventory to Administer
Change

Conduct Community Health Needs Assessment Utilizing Standardized Tools
Parent(s) with Children under 18 and Living at
Home Survey

Health Professionals, Educators and Community
Leaders Survey

Gather Additional Data from Both Internal Stakeholders (institute directors, physicians,
nurses, program managers and social workers) and External Stakeholders (including subject
matter experts participating in Community Connector Groups)

Analyze Data from All Sources
Name the issues.

Choose areas of
focus.

Define assessment
outcomes.

Diagnose and
analyze community.

Community
Connector Groups

Mission Alignment
Survey Data

Secondary Research

Community Connector
Groups

Exploratory, In-Depth
Interviews

Evaluation
Describe the
problem.

Focus the evaluation
design.

Gather credible
evidence.

Justify conclusion.

Ensure use and
share lessons.

Justification Process for
Proposed Objectives

Proposed
Objectives

Reevaluate /
reset

Does the objective address
health barrier(s) from CHNA
and/or health equity issue?

No

Abandon

Yes

Abandon

Yes

Are there best practices/
models from similar
communities that can be
applied here?

Yes

Impact
Yes

No

No

Pursue

Result of success
or failure

If an existing objective,
is there proof that it’s
working?

Can one or more of the
key institutions play a role
in achieving objective(s)?

Yes

Is there an avenue of
potential funding and/or
personnel to achieve
objective(s)?

No

Reevaluate solution if
explanation is to why
No

Yes

Pursue

Option

Abandon

Yes

No
Pursue

Abandon

Yes

Yes

Is there a role
for other key
partners and
collaborators?

Yes

Might one or more
organization
integrate objective
into org’s strategic
plan?

No

No
Pursue

Can lead
assume
alone?

No

Evaluate grants
and public-private
partnership
options
Yes

No

Parking
lot

Is the
objective
achievable
by 2020?

No

Long-term
strategy

No

Abandon

No
Abandon

Is this a new objective or
does it build on an existing
objective in the community?
Evaluate
implications and
opportunities

Does the objective(s)
address root causes/
risk factors?

Yes
Yes
Abandon

Pursue

Yes

No

Action Implementation
Improvement Process

Community
Health
Needs
Assessment

Six Health Issues

Call to
Action

A

Asthma / Allergies

Key findings from the JHACH CHNA:
More children face allergies and asthma than any
other health issue. When grouped together, asthma
and allergies were, by far, the health issues most
often cited by parents.


55% of parents reported allergies as a health
issue their children have faced.



28% of parents reported asthma as a health
issue their children have faced.



According to the 2014 Florida Youth Tobacco
Study, 22.4% of Pinellas high school students
have lifetime asthma, and are highly vulnerable
to secondhand smoke.

Outcome-Driven Activities:
Reinstate the Suncoast Pediatric Asthma
Coalition
Reinstating the SPAC will assist St. Petersburg in
gaining access to grant opportunities and resources
as well as provide an organization to lead the
proposed solution efforts around asthma.
Changes to municipal codes
To address the home environments of the most
vulnerable children, there will be advocacy for
change to any City of St. Petersburg municipal
codes related to carpeting, second-hand and thirdhand tobacco smoke. Specific codes are being
identified.
Improve coordination of care
Establish processes to improve coordination of care
(i.e., interaction and communication between
providers, schools, and parents) to reduce school
absenteeism and hindrances preventing a child’s
ability to thrive due to asthma/allergy
considerations. Increase number of posthospitalization home visits to identify asthma/
allergy triggers at home and school.

PROPOSED OBJECTIVES
1. Establish an agreement based
collaborative effort or partnership
between the school district and health
care provider(s) to reduce chronic
absenteeism of school aged children and
adolescents that have an EC visit for
persistent asthma by at least 1%.
2. Modify a minimum of one municipal/
county public housing code relating to
carpeting, second-hand and third-hand
tobacco smoke in residential housing that
improves in-home air quality to decrease
persistent asthmatic school aged children
and adolescents.
3. Decrease asthma inpatient admissions/
readmissions by increasing the number of
home assessments following a hospital
visit by at least 1% in order to identify and
reduce the impact of asthma triggers in
home environments.

Tobacco-related solutions have merged into the efforts
of the Asthma/Allergies Community Connector Group.

LOGIC MODEL
CHNA Research /
Root Causes

Community Connector Group Asthma / Allergies
Champion Suncoast Pediatric Asthma Coalition
Key Activities
(includes PSE
changes)

CHNA Research:
• Reinstate the
• Asthma / allergies was
Suncoast Pediatric
Asthma Coalition
the largest (by far)
mentioned health issue
(SPAC) to lead
CBSIP effort, as
well as to gain
• More than half of
access to grants
parents report their
and resources.
children having
Systems change
allergies
• 1 in 3 parents report
their children having
asthma
Key Root Causes:
• Home environments
with issues like mold
and secondhand,
thirdhand smoke that
go undetected and
untreated
• Messaging of how to
manage child’s asthma
may differ from
hospital to provider to
school to parent to
child
• Misuse of inhalers /
medication

• Advocate for
change to
municipal codes
related to
carpeting, secondhand and thirdhand tobacco
smoke in
residential
housing.
Policy change
• Increase number
of home
assessments
following hospital
visits in order to
identify triggers in
home.
environment.
Environmental
change

Target geographic location: St. Petersburg, Florida

Health Barriers /
Health Equity
Addressed

CHNA Health Barrier 3:
☒ Healthy living
education

Key Institutions and
Their Roles

Collaborators and Their
Roles

JHACH
Suncoast Pediatric Asthma
Coalition
• Expand Kids Home
Care assessment
• Partner with PCS
triggers
Schools Health to
identify/assist schools in
CHNA Health Barrier 4: • Explore telehealth uses
St. Petersburg for
for asthma management
☒ Resource rich
Florida Asthma
community does poor
Coalition’s AsthmaPinellas County Schools
job distributing
Friendly Schools
•
Ensure
school
nurses
resources
designation
receive same messaging
•
Identify external funding
on similar protocols /
Other Barriers:
opportunities
training used by
• Enforcement of
hospitals
and
providers
policies
• School Health Advisory Community Physicians /
Committee: Assist with Pediatric Allergists
• Getting parents’ buy• Educated on similar
parent / family
in on asthma
protocols / training /
education
management
messaging used by
•
SPAC
members
to
recommendations
providers
serve on SHAC
Health Equity:
Pinellas Parents for
DOH-Pinellas
• Housing conditions
Healthy Schools
•
Provide
insight
on
code
are poor quality for
•
Assist with parent/family
efforts already in
low-income families;
education
motion
remedies are
• Promote cessation
expensive
Florida Asthma Coalition
classes
• Connect SPAC with
similar communities;
City of St. Petersburg
statewide/national best
• Provide access to
practices/models;
relevant municipal code
• Offer designation of
changes
Asthma-Friendly schools

Ultimate Outcomes
by 2020

• Improve the home
environments of lowincome families in
public housing and
apartments
• Streamlined
continuum of care
between hospital,
providers, school and
families leads to
improved health and
reduced school
absenteeism

Social Change
Establish higher
standard of
environmental health in
homes of low-income
families

Tobacco Use covered
by this group

O

Obesity / Overweight and
Chronic Disease / Pre-Diabetes

Key findings from the JHACH CHNA:
At least 1 in 3 children are overweight or obese.
Among middle and high school students, also 1 in 3.
This top health issue is more widespread in
children than their parents realize. Experts are
concerned over the lack of immediacy in addressing
the problem.



80% of overweight children become obese adults.



11% of children are obese, yet only 5% report
their children facing obesity as a health issue.



16% of children are overweight, yet only 9% of
parents report their children being overweight as a
health issue.



8% of parents report their children facing chronic
diseases, including diabetes and other diseases that
were previously only seen in adults in prior
generations.



Obesity and being overweight is linked to other
top health issues in the CHNA (asthma and
bullying that impacts mental health).

PROPOSED OBJECTIVES
1. Generate an age-specific tool kit for
community providers (physicians, nurses, other
practitioners) to utilize as a resource to
evaluate, treat and educate school-aged children
through adolescents by the 2019-2020 school
year.

2. Implement a universal food insecurity
screening tool at a minimum of two locations
(medical providers, schools and/or community
organizations) to minimize the compounding
severity of life altering diseases (e.g., diabetes,
high blood pressure and cholesterol levels)
providing safe nutritional food.

Outcome-Driven Activities:
Leverage Healthy School Teams
Pinellas County Schools and the Florida
Department of Health-Pinellas took a giant step
forward by creating a Healthy School Team in every
school in our county. This came as a benefit of the
Partnerships to Improve Community Health grant
(2014-2017). While these teams now exist at every
public school, each one operates with varying
degrees of activity. Empowering and assisting the
Healthy School Teams, parents and school staff to
adopt health assessment recommendations at their
schools and at the district level will result in
healthier schools.

3. Leverage Pinellas County Schools Healthy
School Teams (HST’s) to improve the food and
beverage school environment by reducing
availability of unhealthy foods, arranged and/or

promoted by 3% over the next three years.

Due to overlapping ideas, the Obesity/Overweight
and Chronic Disease/Pre-Diabetes Community
Connector Groups merged.

LOGIC MODEL
CHNA Research /
Root Causes
CHNA Research:
 More than one-quarter of
youth 11-17 are obese or
overweight
 90% of health
professionals, educators,
community leaders and
85% of parents believe
school officials have a role
in improving the health of
students
Other Research:
 19% of children aged 2-5
years are obese
 80% of overweight children
become obese adults
 Student BMI continues to
increase across county
Key Root Causes:
 Unhealthy and dangerously
unhealthy lifestyles

Community Connector Group Obesity / Overweight and Chronic Disease / Pre-Diabetes
Champion Fit4Allkids
Key Activities
(includes PSE
changes)

Health Barriers / Health
Equity Addressed

 Empower and
assist Pinellas
County Schools
Healthy School
Teams (HST’s),
parents and school
staff to adopt
assessment
recommendations
at their schools and
at the district level.
Environmental
change

CHNA Health Barrier 1:
☒ No insurance / no access
to providers or behavioral
health / no transportation

 Identify food
insecurities in St.
Petersburg by
implementing
universal food
insecurity screening
tools for medical
providers,
community
organizations and
schools.
Systems change

 Perceived higher costs of
healthy food
 Food deserts
 Lack of knowledge in how
to prepare nutritious and
affordable food
Target geographic location: St. Petersburg, Florida

CHNA Health Barrier 2:
☒ Access to nutrition /
physical activity
CHNA Health Barrier 3:
☒ Healthy living education
CHNA Health Barrier 4:
☒ Resource rich
community does poor job
distributing resources
Other Barriers:
 Inconsistent language
regarding obesity among
city, schools, and medical
providers
 Increased availability &
affordability of junk food
 School leadership has
competing priorities
Health Equity:
 Assist Title 1 schools to
ensure success of all
HST’s
 Involve affected
communities with
developing solutions

Key Institutions and Their
Roles
JHACH
 Community Affairs: Partner with
PCS Health Services to
identify/assist low-performing
HST’s in St. Petersburg
 Obesity Clinic: Review/update
screening tools at all patient entry
points
Pinellas County Schools
 Provide external collaborators
with access to Healthy School
Teams in St. Petersburg
 Tap into existing PCS / Education
Foundation programs working
with community stakeholders
 Share/update parent
questionnaires to identify food
insecurities
 Leverage with SHAC priorities
DOH-Pinellas
 Data and research
 Review/update screening tools at
all patient entry points
 Provide educational materials to
families
City of St. Petersburg
 Healthy St. Pete: promote
adoption of HST’s
 Implement screening tool in citysponsored community programs;
data collection and analysis

Collaborators and
Their Roles
Juvenile Welfare Board
 Identify/align similar
efforts with HST’s
priorities/needs
Data collection/analysis
 USF College of Public
Health
 UF/IFAS extension
Participation in HST’s /
Food insecurity screening
tool / share resources
 Pinellas Parents for
Healthy Schools
 Local pediatrician
coalition
 Coalition of Black
Nurses, faith-based
community nurses,
ARNPs, PAs
 New PCS school board
members
 Insurance
companies/Medicaid
 Feeding Tampa Bay
Hunger Action Alliance
 Faith-based leaders,
 Daycares/preschools
(R’Club, YMCA, Early
Learning Coalition)
 Other: Urban League,
Healthy Start, Police
Athletic League, Boys &
Girls Clubs

Ultimate
Outcomes by
2020
 All schools in
St. Petersburg
receive alliance
for a Healthier
Generation’s
National
Healthy
Schools
designation by
2020
 A collaborative
and sustainable
approach to
identifying
solutions to
food insecurity
that involves
communities
affected by the
problem
Social Change
Healthier
schools

Health issues
combined due to
overlapping
solutions

B

Birth Outcomes /
Infant Mortality

Key findings from the JHACH CHNA:
Birth-related issues including infant mortality are
more prevalent among Black / African-American
low-income women, whose children under one
year of age have higher infant mortality rates than
their white counterparts.



The death rate from birth-related issues including
infant mortality is 65% over a five-year period (of
the 165 total deaths of youth ages 0-19 from
2010-2014 in St. Petersburg, 104 of those were
younger than one year old).



Approximately one in 10 parents reported birthrelated issues (e.g., low birth weight, prenatal and
others) as a health issue their children have faced.



Other top-ranking health issues from the CHNA
(e.g., obesity, chronic disease and mental health)
contribute to the issue of birth outcomes / infant
mortality.

Outcome-Driven Activities:
Refine countywide referral process
Several maternal and child health home visiting
programs are available at no charge to pregnant
women, infants and their families across Pinellas
County. By refining the referral process, qualified
participants will be directed to the program and
services that will serve their individual needs more
effectively and efficiently.

Conduct comprehensive screenings
Educating health providers to conduct more
comprehensive screenings of maternal and child
heath participants will result in the identification of
social health needs and awareness of appropriate
resources that will address those needs.
Provide health literacy information
Providing health literacy information to prenatal
mothers and fathers enables them to become more
involved in their individual care, which influences the
health and well-being of their pregnancy and baby.

PROPOSED OBJECTIVES
1. Bridge the gap between clinical/nonclinical services for ‘at risk’ mothers
and fathers in an effort to address social
determinants of health.
2. Increase awareness of planned
pregnancy options and family planning
by 25%, for women capable of
becoming pregnant and their families.
3. Modify a minimum of one municipal
or St. Petersburg code with public
housing to improve birth outcomes and
decrease risk factors for families.

4. Revise countywide referral process
for pregnant women and infants who
qualify for maternal and child health
home visiting programs to improve
access and reduce the number of
preterm births, low birth weight babies
and infant mortality.

LOGIC MODEL

Community Connector Group Birth Outcomes / Infant Mortality
Champion Healthy Start at Johns Hopkins All Children’s Hospital

CHNA Research /
Root Causes

Key Activities
(includes PSE changes)

Health Barriers / Health
Equity Addressed

Key Root Causes:
• Micro – Prematurity /
Low Birth weighthealth of mom
impacts-smoking,
overweight and
obesity (diabetes),
UTI’s end pregnancy,
periodontal disease,
hypertension,
maternal toxic stress,
trauma, mental health

• Refine countywide referral
process for pregnant
women and infants who
qualify for maternal and
child health home visiting
programs.
Systems change

CHNA Health Barrier 3:
☒ Healthy living education

• Macro - affordable
housing and
homelessness, meeting
basic needs,
transportation,
employment,
nutrition- healthy
options (food desert),
affordable child care,
trust from agencies,
absence of social
support, lack of
professional
counselors or support
professionals

CHNA Health Barrier 4:
☒ Resource rich
community does poor job
distributing resources

• Educate health providers
Other Barriers:
to conduct comprehensive • Social determinants of
screening of maternal and
health set reality of care,
child health participants
expectations of care for
that includes identification
participants
of social health needs and
awareness of appropriate
• Mother may lose benefits
resources.
if father is involved
Systems change
• Provide health literacy
information to prenatal
mothers and fathers that
enables them to become
more involved in their
individual care.
Environmental change

Target geographic location: St. Petersburg, Florida

Health Equity:
• Disparities caused by
impact of lifelong racism

Key Institutions and
Their Roles

JHACH
• Maternal Fetal
Neonatal Institute:
take lead on
educating health
providers
• Assist in
development and
promotion of
educational
collateral
DOH-Pinellas
• Collaborate on
referral process;
provider education
Pinellas County
Schools
• Assist with
messaging and
ensure that
treatment of fathers
is supportive
City of St. Petersburg
• Distribute info

Collaborators and
Their Roles

Healthy Start Federal
• Collaborate on
referral process;
provider education;
develop health
literacy info
Healthy Start
Coalition
• Collaborate on
referral process;
provider education
Develop health
literacy info, info
distribution
• MCH/other home
visiting programs
• Programs that serve
infants 0-3
Distribute info
• Faith-based
organizations
• St. Petersburg Police
Department
• Department of
Corrections

Ultimate
Outcomes by 2020

• Consistent
messaging to a
broader base
• Increased access
to reproductive
life plan resources
• Increased number
of women and
men with a
reproductive life
plan

Social Change
Increased
percentage of
planned pregnancies

M

Mental Health / Bullying
That Impacts Mental Health

Key findings from the JHACH CHNA:
A top issue for youth at all income levels in St.
Petersburg is mental health, which includes bullying
that impacts mental health. Mental health (including
trauma, anxiety and depression that often goes
undiagnosed or untreated, and severe bullying) is a
widespread issue.



16% of parents report their children experiencing
bullying that has impacted mental health.

PROPOSED OBJECTIVES
`



One-third of low-income parents who believe their
children need mental health services are unable to
access such services.

1.



Behavioral health professionals, educators and
community leaders ranked “no access to behavioral
health care” as a top issue for children all children.

Outcome-Driven Activities:
A mental health therapist in every school
Placing a mental health therapist in every school in St.
Petersburg will provide for greater access to behavioral
health resources. A pilot program with Suncoast Center,
Inc., places mental health therapists in five of the
Transformation Zone schools as a model. High need
Title 1 schools will be prioritized.
Require bullying prevention curriculum at
every school
While all Pinellas County Schools have access to
evidence-based bullying prevention curriculum and
programs, some schools have not used it to this point.
The proposed solution calls for a policy that requires all
schools in St. Petersburg to fully implement one of the
district-approved programs. This Community Connector
Group can assist district staff in tracking and monitoring
implementation of a district-wide bullying prevention
program.

Identify and assist isolated students
Research shows that children who are often considered
to be “loners” are victims of unstable home
environments and can lead to violent behavior.

Identify local authority on national level to
collaborate with the school district and/or
state in establishing or expanding delivery of
a level one evidence-based, school-based
mental health program to children in every
public school in St. Petersburg by 2020.

2. Establish a joint agreement/partnership
between the school district and students
general health/mental health care providers
and/or place a mental health counselor
(therapist) in every public school in St.
Petersburg by start of the 2019-2020 school
year.

3. Submit a detailed plan outlining mental health
services (assessment, diagnosis, intervention,
treatment and recovery) including, but not
limited to bullying, desolation, distress,
anxiety, self-awareness, building health
relationships, dealing with autism spectrum
disorder) to the district school board for
approval by, 09/01/19.
4. Establish or adopt a level one evidence-based
youth mental health and assistance training
program to assist school personnel in
identifying and understanding the signs of
emotional disturbance, mental illness and
substance use disorders.
5. Systematically apply a level one evidencebased bullying prevention in every public
school in St. Pete by the start of 2019-2020
school year.

LOGIC MODEL
CHNA Research /
Root Causes

Community Connector Group Mental Health / Bullying That Impacts Mental Health
Champion
Key Activities
(includes PSE
changes)

CHNA Research:
 92% of the focus
groups and community
conversations
identified mental
health / bullying as a
top health issue

 Require evidencebased bullying
prevention program
at every public
school in St.
Petersburg.
Policy change

 16% of parents report
their children
experiencing bullying
that has impacted
mental health

(NOTE: School
district already owns
program)

 1 in 4 bullied students
report having
considered suicide in
the last 12 months, a
73% increase from
students not bullied
 1 in 10 parents report
mental health as a top
health issue their child
has faced

 Place a mental health
therapist in every
public school in St.
Petersburg.
Systems change
(NOTE: Consider
existing therapist
programs, start with
low-income schools)

Key Root Causes:
 Lack of knowledge,
lack of time, lack of
community call to
change, lack of funding
Target geographic location: St. Petersburg, Florida

Health Barriers / Health
Equity Addressed

CHNA Health Barrier 1:
☒ No insurance / no
access to providers or
behavioral health / no
transportation
CHNA Health Barrier 3:
☒ Healthy living
education
CHNA Health Barrier 4:
☒ Resource rich
community does poor job
distributing resources
Other Barriers:
 Funding
 Not enough therapists
in the community
currently to have one at
each school
 School process for
release of information
to counselors
Health Equity:
 Prioritize low-income
schools for mental
health counselors

Key Institutions and Their
Roles

JHACH
 Option to use telehealth in
some capacity
Pinellas County Schools
 Identify students needing
assistance
 Area superintendents’ buy
in important
DOH-Pinellas
To be determined

Collaborators and
Their Roles










City of St. Petersburg
 Possible funding stream
Other
 Community Mental Health
Providers









Ultimate
Outcomes by
2020

Law Enforcement
 Offer mental
health services
Sunstar
and evidenceCharter Schools
based bullying
Suncoast Center
programming at
(has option of
every school
telehealth)
countywide.
Community Health
Centers
Private mental health
practices
DCF/ Central
Social Change
Florida BHC
Schools include
Behavioral Health
mental health as
System of Care
a health issue
Parents
PTA/SAC
Churches
Athletic Leagues
After School
Programs
Principals (get their
buy-in by selling
long-term benefits)
Teachers

S

Substance and Alcohol
Abuse / Tobacco Use

Key findings from the JHACH CHNA:
The sharp uptick of countywide opioid-related drug
abuse and its resulting hospitalizations and deaths
was prioritized over other types of substance
abuse, particularly in consideration of a national
public health emergency declared in October 2017.



The Florida Department of Health-Pinellas
County 2012 Community Health Assessment
identified ‘addiction’ as a top health problem of
concern and ‘alcohol and drug abuse’ as the
leading behavior of concern across the county.



According to the 2016 Florida Youth Substance
Abuse Survey, 60.4% of Pinellas high school
students and 25.8% of middle school students
have used alcohol or other illicit drugs.



The number of children and teens hospitalized
for prescription opioid poisonings has more
than doubled in recent years, with both
accidental overdoses and suicide attempts on
the rise, a U.S. study suggests.

Outcome-Driven Activities:
Develop awareness campaign on drug
addiction, starting with opioids
For opioid abuse, this involves awareness and
prevention messaging about addiction in schools,
after-school programming and specialized groups
targeting youth. Additional campaigns will be
developed for alcohol and other illicit drugs.
Assist Pinellas County Opioid Task Force
with education and awareness efforts
Formed in June 2017, the Pinellas County Opioid
Task Force is a collaboration of community partners
in response to the dramatic increase in opioid-related
drug abuse and deaths in the county. Efforts need to
be focused on reaching youth and training
practitioners who work with children on opioid abuse.
Additionally, standard protocols for opioid-addicted
children in the foster care system must be updated.

PROPOSED OBJECTIVES
1. Develop awareness campaign on drug
addiction (beginning with opioids) and debut at
the start of the 2019-20 school year.
2. Support a level one evidence-based
awareness and assistance annual training
program to be performed annually to assist
school personnel in identifying and
understanding the signs of emotional
disturbance, mental illness and substance use
disorders, before each school year.

3. Improve patient health care, safety and a
reduction in controlled substance abuse and
controlled substance diversion by expanding
access to treatment and reducing unmet
treatment needs over the next three years.
4. Enhance the substance abuse continuum of
care with community-based services to address
the opioid crisis through outreach, addiction
treatment and recovery support services over
the next three years.
5. Produce a Parent Resource Manual (to be
updated annually) outlining protocols and
countywide resources to better educate and
assist parents in dealing with mental health and
substance abuse issues they are confronting.

Tobacco-related efforts have been merged with the efforts
of the Asthma/Allergies Community Connector Group.

LOGIC MODEL
CHNA Research /
Root Causes

CHNA Research:
• 13% of high schoolers
report using tobacco
• Health professional,
educators and
community leaders cited
substance and alcohol
abuse and tobacco use
as a top health issue
particularly prevalent
among other-income
youth
Key Root Causes:
• Parents/families
normalize use of
substance for youth,
starting as early as
middle school

Community Connector Group Substance & Alcohol Abuse
Champion Pinellas County Opioid Task Force
Key Activities
(includes PSE
changes)

• Develop
awareness
campaign on
drug addiction,
beginning with
opioids.
• Assist the
Pinellas County
Opioid Task
Force (PCOTF)
with the youth
efforts of its
opioid
epidemic
campaign

• Teens have perception
that harm of substances
has decreased or that
substances are to be
used as coping
mechanisms
• 18% of high school
students use a
medication that is not
prescribed to them
Target geographic location: St. Petersburg, Florida

Health Barriers / Health
Equity Addressed

CHNA Health Barrier 3:
☒ Healthy living education
CHNA Health Barrier 4:
☒ Resource rich community
does poor job distributing
resources
Other Barriers:
• School leadership has
competing priorities
• Decreased funding
• FACE IT schools program:
kids do not always come
at their own will
Health Equity:
• Will opioid crisis be
addressed quicker because
those affected are mostly
white?

Key Institutions and Their
Roles

JHACH
• Maternal Fetal Neonatal
Institute: assist PCOTF in
increasing substance abuse
education for prenatal /
pregnant women at JHACH
entities
• OME: Ensure that
substance abuse
education/training for
physicians is uniform
• Community Affairs: Explore
peer-to-peer education via
health squads
Pinellas County Schools
• Consider expansion of
Anonymous Alerts App
that’s used for bullying; to
include drug use

Collaborators and
Their Roles

Ultimate Outcomes
by 2020

Assist with awareness • Decrease number
campaign on addiction
of opioid-related
deaths in Pinellas
• Drug Free America
County
• Department of
Juvenile Justice
• Reduce potential of
• Faith-Based
increased opioid
Organizations
use by teen
• DCF
population
• Eckerd Connects
• Housing Authority
• Tampa Bay Wellness
initiative
Pinellas Parents for
Healthy Schools
• Assist with
parent/family
education

DOH-Pinellas
• Co-leading Pinellas County
Opioid Task Force efforts
with Operation PAR
City of St. Petersburg
• Work with TASCO
Students and sports leagues
on peer-to-peer messages

Tobacco Use covered by
Asthma/Allergies group

Get Involved!
Unified4Allkids offers the community opportunities for
involvement that range from joining the Community
Connector Groups to signing online petitions to show
support of a policy change. Unified4Allkids will track and
monitor involvement and engagement data that will be
used to continually grow involvement.
We also invite you to join Voice4Allkids, the hospital’s
advocacy network that speaks up for kids who are not able
to speak for themselves. Sign up here:
HopkinsAllChildrens.org/Voice4Allkids

Act today by joining one or more of the Community
Connector Groups. Here are some examples of how you
can get involved:

A

Asthma / Allergies





O

B

Engage with the Community
Connector Group and Suncoast
Pediatric Asthma Coalition
Be part of an online petition to
change specific municipal codes
Help a local school, childcare center,
hospital or primary care provider
complete the steps to achieve
“asthma-friendly” status from the
Florida Asthma Coalition

Birth Outcomes / Infant Mortality





M

Engage with the Community
Connector Group
Join the Healthy Start Community
Action Network
Share a health literacy card with a
prenatal mother or father

Mental Health / Bullying That
Impacts Mental Health




Engage with the Community
Connector Group
Help prioritize bullying prevention
at your child’s school

Obesity / Overweight and
Chronic Disease / Pre-Diabetes






Engage with the Community
Connector Group
Adopt one of the 120+ Healthy
School Teams at a local public school
Help a local school achieve a
“Healthy School” designation by the
Alliance for a Healthier Generation

S

Substance and Alcohol Abuse /
Tobacco Use




Engage with the Community
Connector Group to help combat
addiction
Identify speaking opportunities for
subject matter experts

Be part of the solution to improve the health of children in your community.
WEBSITE: HopkinsAllChildrens.org/Unified4Allkids

EMAIL: Unified4Allkids@jhmi.edu

2016 Community Health Needs Assessment
The Johns Hopkins All Children’s Hospital Community Health Needs Assessment (CHNA) and
Implementation Plan process was completed and approved by the hospital’s Board of Trustees in June 2016.
A full version of the report can be found online:
https://www.hopkinsallchildrens.org/community/in-the-community/community-health-needs-assessment
CHNA Overview
The Johns Hopkins All Children’s Hospital Community Health Needs Assessment (CHNA) and
Implementation Strategy is required by the Internal Revenue Service (IRS) in response to regulations set
forth in the Patient Protection and Affordable Care Act (PPACA). Enacted on March 23, 2010, the PPACA
requires not-for-profit hospital organizations to conduct a CHNA once every three taxable years that meets
the requirements the Internal Revenue Code 501(r) set forth by the PPACA. It also requires each hospital to
adopt an implementation strategy that addresses the community health needs identified in the CHNA.
The CHNA and implementation strategy are working documents to be used throughout the multi-year
community engagement process, and will inform decision-making towards the goal of measurably improving
community health outcomes. Community, academic and government entities can access this report to utilize
in their work related to addressing community health in St. Petersburg. Both the CHNA and research are
posted online and readily available for use.

The CHNA is a report based on quantitative and qualitative methods that assesses the health issues in a
hospital organization’s community and that community’s access to services related to those issues. The
CHNA report involved nearly 1,000 participants and reflected a six-part methodology: exploratory, in-depth
interviews with 16 community advisory group members; online and printed surveys; focus groups;
community conversations; secondary research; and a prioritization filter. Youth were separated into two
categories based on household income: low-income and other-income. Key stakeholder groups included but
were not limited to, community residents, community leaders, educators, health professionals, school
nurses, health advocates, youth advocates and other experts both internal and external to Johns Hopkins All
Children’s. A 16-member community advisory group provided input during the CHNA process.
The City of St. Petersburg (population, 253,693) was identified as the community benefit service area (CBSA)
for the CHNA. Although Johns Hopkins All Children’s provides services to a 17-county catchment area, the
CBSA reflects the population with the largest usage of the emergency center (12 of the top 15 zip codes are
in St. Petersburg) and the majority of recipients of community benefit contributions and programming. In
anticipation of the Florida Department of Health-Pinellas County conducting its countywide community
health improvement plan in 2017, Johns Hopkins All Children’s opted to focus its CHNA on the City of St.
Petersburg, one of Pinellas County’s 24 municipalities.

Appendix A: Community Health Needs Assessment Overview and Key Findings

A tool to create lasting solutions to prominent
health issues facing St. Petersburg's children.

HopkinsAllChildrens.org/Unified4Allkids

For more information, contact the Division
of Government and Community Affairs at
727-767-2392 or Unified4Allkids@jhmi.edu

