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Summary 

Long known for helping low-income women in Lucas County, Ohio, deliver 

healthy babies, the Northwest Ohio Pathways HUB expanded in 2015 to address 

social determinants of health among adults with chronic diseases. Using   

clinical-community linkages and the certified Pathways Community HUB Model, 

Healthy Lucas County's Pathways team embedded and trained nine community 

health workers (CHWs) employed at sites throughout the county to assist       

low-income adults who have or are at risk for diabetes, high blood pressure and 

other heart conditions. CHWs work as part of patient-centered medical home 

teams to connect residents to needed medical care and social services, and 

Pathways measures the results.  
 

Challenge 

The call to help low-income Lucas County adults prevent and manage chronic 

diseases with evidence-based services is urgent: 74% of residents making less 

than $25,000 a year were overweight or obese; 46% had high blood pressure; 

and 24% had diabetes, according to the 2013/2014 Lucas County Community 

Health Assessment. 

 

As part of a community-level system change, the Pathways team embedded nine 

CHWs in medical home teams to connect low-income adults with or at risk for 

chronic diseases to medical and social services. Most of the CHWs coordinated 

by the Pathways team are recent graduates of certificate programs who need 

training on numerous aspects of their jobs. Their supervisors also need training 

on the role of a CHW in a healthcare team. 
 

Your Involvement is Key 

Low-income residents have 

many barriers to preventing 

and managing chronic 

diseases. They may lack 

insurance coverage, a primary 

care physician, transportation 

for appointments, nutritious 

food, proper shelter and other 

basic needs. 

 

CHWs coordinated by the 

team help connect low-income 

residents to needed care and 

services, and the results are 

measured. Support Pathways 

both by referring low-income 

residents and by encouraging 

primary care providers to hire 

CHWs to address the social 

determinants of health through 

the HUB.  
 

 
 
 
 
 
 
 

By working closely with both CHWs and their supervisors from eight partner 

sites throughout Lucas County, the Pathways team has introduced and 

continues to reinforce key topics during a series of training sessions. A focus 

remains utilizing the web-based Pathways tracking system on tablets and 

computers to help those at greatest risk while also reducing duplication of 

services.  

 

Enrolling clients, educating them about chronic diseases and prevention, and 

addressing barriers to getting medical care – including not having insurance 

coverage and adverse living conditions – are among topics covered during 

trainings. Time also has been spent on building relationships to determine 

and prioritize the needs of clients as they become self sufficient. 
 

Solution 



 

 

  
 

Results 

After two days of intensive Pathways training, and several days 

spent practicing on the tracking system, CHWs began enrolling 

clients in mid July 2015. Through September 2015, they 

enrolled 55 low-income adults in the Pathways program, nearly 

two thirds of whom are African American. Of the 55 clients 

enrolled, 36 are from Lucas County's six priority, low-income 

ZIP codes. 
 

On average, the 55 clients needed help with 3.8 "Pathways" - 

various medical care and social services categories required 

for their overall health. Of the 209 Pathways opened by CHWs 

for their clients, 38 were closed by September 30, 2015, after 

clients were connected to needed services. CHWs continue to 

enroll clients and receive training, including refreshers, from the 

Pathways team. 
 

 

"We’re kind of like the bridge between the client and the doctor. You 
can go to the doctor and get pills for high blood pressure, but if you 
don’t have healthy food or know anything about nutrition, you’re not 
going to truly address the problem." 
 

- Elizabeth Macino, community health worker 

 

Sustainable Success 

The Northwest Ohio Pathways HUB is working to embed more 

CHWs in patient-centered medical home teams to address the 

social determinants of health through clinical-community 

linkages.  

 

Additionally, the Pathways team is working with Toledo Fire & 

Rescue Department to refer low-income residents to CHWs. 

Four out of every five calls to the department are for emergency 

medical services, and the majority is from low-income 

neighborhoods. Other Healthy Lucas County partners are 

referral sources as well. 

 

The Pathways team received Partnerships to Improve 

Community Health funding from the Centers for Disease Control 

and Prevention through the Hospital Council of Northwest Ohio. 
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La'Tarsha Cook 

Hospital Council of Northwest Ohio 
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