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A LETTER FROM

HOLZER HEALTH SYSTEM
Holzer Health System strives to bring together people and organizations to 

improve community wellness . The community health needs assessment process 

is one way we can live out our mission. In order to fulfill this mission, we must 

be intentional about understanding the health issues that impact residents and 

work together to create a healthy community.

A primary component of creating a healthy community is assessing the needs and prioritizing those needs 

for impact. In 2025, Holzer Health System partnered with Moxley Public Health and community-based 

organizations to conduct a comprehensive Community Health Needs Assessment (CHNA) to identify 

priority health issues and evaluate the overall current health status of the health system’s service area. 

These findings were then used to develop an Implementation Strategy (IS)/Improvement Plan (CHIP) to 

describe the response to the needs identified in the CHNA report.

The 2026-2028 Holzer Health System IS/CHIP would not have been possible without the help of 

numerous organizations, acknowledged on the following pages. It is vital that assessments such as this 

continue, so that we know where to direct our resources and use them in the most advantageous ways.

More importantly, the possibility of this report relies solely on the participation of individuals in our 

community who committed to participating in interviews and completing health need prioritization surveys. 

We are grateful for those individuals who are committed to the health of the community, as we are, and 

take the time to share their health concerns, needs, praises, and behaviors.

The work of public health is a community job that involves individual facets, including our community 

members, working together to be a thriving community of health and well-being at home, work, and play.

Sincerely,

Dr. Rodney Stout 
Chief Executive Officer 

Gerald Roach
Chairman of the Board
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INTRODUCTION

WHAT IS AN IMPLEMENTATION 
STRATEGY (IS)/ IMPROVEMENT 
PLAN (CHIP)?

An Implementation Strategy (IS)/Community 

Health Improvement Plan (CHIP) is part of a 

framework that is used to guide community benefit 

activities, policy, advocacy, and program-planning 

efforts. For hospitals, the Implementation Strategy 

describes their plan to respond to the needs 

identified through the previous Community Health 

Needs Assessment (CHNA) process. It also fulfills a 

requirement mandated by the Internal Revenue 

Service (IRS) in Section 1.501(r)(3). 
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OVERVIEW 

OF THE PROCESS
In order to produce a comprehensive community health improvement plan, 

Holzer Health System followed a process that included the following steps:

STEP 1: Plan and prepare for the Implementation Strategy (IS)/

    Improvement plan (CHIP).

STEP 2: Develop goals/objectives and identify indicators to address health needs.

STEP 3: Consider approaches/strategies to address prioritized needs, health disparities, and social 

determinants of  health.

STEP 4: Select approaches with community partners.

STEP 5: Integrate IS/CHIP with community partner, health department, and hospital plans.

STEP 6: Develop a written IS/CHIP.

STEP 7: Adopt the IS/CHIP.

STEP 8: Update and sustain the IS/CHIP.

Within each step of this process, the guidelines and requirements of both the state and 

federal governments are followed precisely and systematically. 

THE 2026-2028 HOLZER HEALTH SYSTEM IS/CHIP MEETS ALL OHIO 
DEPARTMENT OF HEALTH AND FEDERAL (IRS) REGULATIONS.
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PREVIOUS CHNA AND IS/CHIP AVAILABILITY TO PUBLIC AND PUBLIC 
COMMENT
In compliance with IRS regulations 501(r) for charitable hospitals, a hospital Community Health 

Needs Assessment (CHNA) and Implementation Strategy (IS)/Improvement Plan (CHIP) are to be 

made widely available to the public, and public comment is to be solicited. 

PREVIOUS IMPLEMENTATION STRATEGY (IS)/ 
IMPROVEMENT PLAN (CHIP) 
(2023-2025)

PREVIOUS IMPLEMENTATION STRATEGIES
Holzer Health System developed and approved an Implementation Strategy report to address the significant 

health needs that were identified in the 2022 CHNA. The hospital chose to address: Access to Care, Substance Use 

and Mental Health, Health Promotion/Chronic Disease Prevention, Access to Opportunities to Recreation, and 

Maternal and Child Health. 

HOLZER HEALTH SYSTEM’S 2023-2025 PRIORITY HEALTH NEEDS
A workgroup (that included leadership from Holzer Health System) developed the 2023 Implementation Strategy 

by reviewing the 2022 CHNA. The workgroup reviewed and discussed the priority areas, and the agreement 

through unanimous vote was that the following priority health issues/needs could be positively impacted by 

strategies and activities conducted by the hospital and region:

• Community Conditions (Tobacco/Nicotine Use) 

• Health Behaviors (Physical Activity) 

• Access to Care (Unmet Need for Mental Healthcare) 

• Mental Health & Addiction (Depression and Suicide) 

• Chronic Disease (Heart Disease & Diabetes)

The previous CHNA and IS/CHIP were made widely available to the public on the following website:

Holzer Health System: https://www.holzer.org/health-wellness/chna/

Written comments on this report were solicited on the hospital website where the report was posted: 

https://www.holzer.org/contact-us/. No comments were received.
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HOLZER HEALTH SYSTEM

DEMOGRAPHICS

The Lawrence County ZIP codes included in the Holzer Health System 

service area comprise a low proportion of the service area. Therefore, 

county-level data was not collected for Lawrence County in this report.

248,4841
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44820

44849*

44833

44856

44854

44881

44887

44827

44825

HOLZER HEALTH SYSTEM

DEMOGRAPHICS
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HOLZER HEALTH SYSTEM

AT-A-GLANCE
YOUTH AGES 0-18 AND 
SENIORS 65+ MAKE UP 

OHIO
WEST 

VIRGINIA

HOLZER’S SERVICE

 AREA HAS 

SLIGHTLY HIGHER 
POVERTY RATES 

AMONG SENIORS THAN BOTH THE 

WEST VIRGINIA  AND OHIO3. 

37.9% 
OF THE POPULATION 

IN THE HOLZER HEALTH SYSTEM 

SERVICE AREA1.

-1.3%

20.0%

CHILDREN

11.5%

SENIORS

40.0%

FEMALE HoH

HOLZER HEALTH SYSTEM 
SERVES 

13,380 VETERANS
OR 5.4% OF THE 

POPULATION2.

THE MAJORITY OF THE POPULATION IS WHITE, WITH A SMALL PRESENTATION OF OTHER 
RACIAL IDENTITIES1.

50.4%49.6%

1.3%

HISPANIC OR 

LATINO

93.0%

WHITE

1.0%

ASIAN

1.6%

BLACK/

AFRICAN 

AMERICAN

2.7%

MULTI-

RACIAL

0.1%

AMERI-CAN 

INDIAN/

AK NATIVE

0.3%

OTHER

0.0%

NATIVE 

HI/PACIFIC 

ISLANDER

HOLZER 

SERVICE 

AREA

+0.9%-4.1%

THE POPULATION OF HOLZER’S SERICE 
AREA AND WEST VIRGINIA HAVE 

DECREASED, WHILE OHIO’S 
POPULATION IS INCREASING1: 

248,4841

THE % OF MALES AND FEMALES IS 

NEARLY EQUAL1.  
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• In every county of the service area, adult smoking 

rates greatly exceed the national target of 5%4.

• 34% of community survey respondents ranked 

tobacco/nicotine use as a priority health need.

• Meigs County has the highest prevalence of smoking 

in the service area (30%).

PRIORITY HEALTH NEEDS FOR  

HOLZER HEALTH SYSTEM

ACCESS TO CARE

BEHAVIORAL HEALTH

1 

2 

3 

• The Holzer Health System Service Area shows higher 

rates of poor physical health and lower exercise 

participation compared to Ohio averages5.

• Physical inactivity is a significant concern for 

individuals reporting no leisure time physical activity, 

especially in counties like Vinton (32.5%) and Mason 

(32.2%).

• 20% of community survey respondents ranked local 

access to care as a priority health need.

• Meigs (4,394:1) and Vinton (4,188:1) Counties have 

the least access to dentists based on the ratio of 

residents to dentists4.

4 

CHRONIC DISEASE 

• 48% of community survey respondents ranked youth 

drug use as a priority health need.

• 27.6% of adults in the Holzer Health System service 

area report having been told they have depression, 

and 6.4% report suicidal ideation5. 

5 

• The top 3 chronic diseases that interview respondents 

and community residents mentioned most were 

obesity, diabetes, and heart disease.

• 41.8% of residents in the Holzer Health System  

service area are obese4. 

• 14.5% of residents in the Holzer Health System 

Service Area have diabetes and 11.0% have pre-

diabetes5. 

• 9.1% of residents in the Holzer Health System 

Service Area have heart disease5. 

TOBACCO/NICOTINE/

VAPE USE

HEALTH BEHAVIORS 
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STEP 1

PLAN AND PREPARE FOR THE 
IMPLEMENTATION STRATEGY 
(IS)/ IMPROVEMENT PLAN 
(CHIP) 

IN THIS STEP, HOLZER HEALTH 
SYSTEM:

✓ DETERMINED WHO WOULD PARTICIPATE IN THE 

DEVELOPMENT OF THE IS/CHIP

✓ ENGAGED BOARD AND EXECUTIVE LEADERSHIP

✓ REVIEWED THE COMMUNITY HEALTH NEEDS 

ASSESSMENT
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PLAN AND PREPARE
Holzer Health System began planning for the 2025 Community Health Needs Assessment (CHNA) and 

implementation strategy (IS)/improvement (CHIP) plan in late 2024 and early 2025. Troy Miller (Chief 

Strategic Officer at Holzer Health System) and Melissa A Davis (Director, Business Development & 

Marketing at Holzer Health System) acted as the assessment leaders and formed an assessment team. Ms. 

Davis and Mr. Miller involved hospital and county leadership and kept the board informed of the 

assessment activities, allocated funds to the process, and most importantly, engaged the community through 

various established relationships with leaders of organizations and people populations. The assessment 

team ultimately engaged the services of Moxley Public Health, LLC to conduct the 2025 CHNA and 

IS/CHIP. 

In 2025, the assessment team (that now included Moxley Public Health) worked together to formulate the 

multistep process of planning and conducting a community health needs assessment.  The assessment team 

reviewed the IRS deadline and subsequently formed a timeline for the process.

The improvement plan (CHIP) deals with the 
“how and when” of addressing needs. While the 

community health assessment considers the 
“who, what, where, and why” of community 
health needs, the CHIP takes care of the how 

and when components.

- Catholic Health Association 



STEP 2

DEVELOP GOALS AND OBJECTIVES 
AND IDENTIFY INDICATORS FOR 
ADDRESSING COMMUNITY 
HEALTH NEEDS 

IN THIS STEP, HOLZER 
HEALTH SYSTEM:
 
✓ DEVELOPED GOALS FOR THE 

IMPLEMENTATION STRATEGY 

(IS)/IMPROVEMENT (CHIP) BASED 

ON THE FINDINGS FROM THE 

COMMUNITY HEALTH ASSESSMENT

✓ SELECTED INDICATORS TO ACHIEVE 

GOALS
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Ohio Department of Health Requirements

The following image shows the framework from ODH that this report followed while also adhering to federal 

requirements and the community’s needs. 

OVERVIEW 

OF THE PROCESS (CONTINUED) 

Figure 1: Ohio State Health Improvement Plan (SHIP) Framework

Equity

Priorities

Health equity is achieved when all people in a community have access to affordable, inclusive, 

and quality infrastructure and services that, despite historical and contemporary injustices, allow 

them to reach their full health potential.

The SHIP identifies three priority community conditions (social determinants or drivers of health) 

and three priority health outcomes that affect the overall health and well-being of children, 

families, and adults of all ages.

What shapes our health and well-

being?

Many factors, including these 3 

SHIP priority Conditions*:

How will we know if health is 

improving in Ohio?

The SHIP is designed to track and 

improve these 3 SHIP priority 

health outcomes:

Community Conditions

• Housing affordability and 

quality

• Poverty

• K-12 student success

• Adverse childhood experiences

Health Behaviors

• Tobacco/nicotine use

• Nutrition

• Physical activity

Access to Care

• Health insurance coverage

• Local access to healthcare 

providers

• Unmet need for mental 

healthcare

Mental Health & Addiction

• Depression

• Suicide

• Youth drug use

• Drug overdose deaths

Chronic Disease

• Heart disease

• Diabetes

• Childhood conditions (asthma, 

lead exposure)

Maternal, Infant & Child Health

• Preterm births

• Infant mortality

• Maternal morbidity

Strategies The SHIP provides state and local partners with a menu of effective policies and 

programs to improve Ohio’s performance on these priorities.

* These factors are sometimes referred to as the social determinants of health or the social drivers of health.

All Ohioans 

achieve their full 

health potential

• Improved health 

status

• Reduced 

premature death

Vision:

Ohio is a model of 

health, well-being, 

and economic 

vitality
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Next, with the data findings from the community health assessment process, Holzer Health System used the 

following guidelines/worksheet to choose priority health factors and priority health outcomes 

(worksheet/guidelines continued to next page). 

ALIGNMENT WITH PRIORITIES & INDICATORS
STEP 1: Identify priority factor (s) and priority health outcome(s).

PRIORITY FACTORS PRIORITY HEALTH OUTCOMES
 Community Conditions  Mental Health & Addiction 

 Health Behaviors  Chronic Disease

 Access to Care  Maternal & Infant Health

STEP 2: Select at least one (1) indicator for each identified priority factor.

PRIORITY FACTORS

COMMUNITY CONDITIONS
TOPIC INDICATOR NAME

Housing Affordability & Quality  Affordable & Available Housing

Poverty
 Child Poverty

 Adult Poverty

K-12 Student Success
 Chronic Absenteeism (K-12 students)

 Kindergarten Readiness

Adverse Childhood Experiences
 Adverse Childhood Experiences (ACEs)

 Child Abuse & Neglects

Food Insecurity  Food Insecurity

Environmental Conditions
 Air Quality

 Water Quality

HEALTH BEHAVIORS

TOPIC INDICATOR NAME

Tobacco & Nicotine Use
 Adult Smoking

 Youth All-Tobacco/Nicotine Use

Nutrition
 Fruit Consumption

 Vegetable Consumption

Physical Activity
 Child Physical Activity

 Adult Physical Activity

ACCESS TO CARE

TOPIC INDICATOR NAME

Health Insurance Coverage
 Uninsured Adults

 Uninsured Children

Local Access to Healthcare
 Primary Care Health Professional Shortage Areas

  Mental Health Professional Shortage Areas

Unmet Need for Mental Healthcare
 Youth Depression Treatment Unmet Need

 Adult Mental Healthcare Unmet Need
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STEP 3: Select at least one (1) indicator for each identified priority health outcome.

PRIORITY HEALTH OUTCOMES

MENTAL HEALTH & ADDICTION
TOPIC INDICATOR NAME

Depression
 Youth Depression

 Adult Depression

Suicide Deaths
 Youth Suicide Deaths

 Adult Suicide Deaths

Youth Drug Use
  Youth Alcohol Use

  Youth Marijuana Use

Drug Overdose Deaths  Unintentional Drug Overdose Deaths

CHRONIC DISEASE

TOPIC INDICATOR NAME

Heart Disease

 Coronary Heart Disease

 Premature Death – Heart Disease

 Hypertension

Diabetes  Diabetes

Harmful Childhood Conditions
 Child Asthma Morbidity

 Child Lead Poisoning

MATERNAL & INFANT HEALTH

TOPIC INDICATOR NAME

Preterm Births  Preterm Births

Infant Mortality  Infant Mortality

Maternal Morbidity/Mortality  Severe Maternal Morbidity/Mortality

ALIGNMENT WITH PRIORITIES & INDICATORS (continued)
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PRIMARY DATA COLLECTION
COMMUNITY MEMBER SURVEY

Prior to each key informant interview, the respondents were asked to complete a short survey in order to prioritize 

the health needs identified by secondary data collection. Additionally, Moxley Public Health asked hospital and 

county leadership to share the prioritization survey link with others that live in the community. This resulted in 564 

responses to the Holzer Health System Health Need Prioritization Survey. Respondents were asked to rank both the 

health conditions that contribute to disease and then the health outcomes (diseases and health results) of their 

county. Below are the results of those responses. 

PRIORITY HEALTH OUTCOMES 
RANKED BY REGION FROM 

COMMUNITY MEMBER SURVEY 

#1 Obesity 

#2 Adult mental health (includes suicide and 

depression)

#3
Youth mental health (includes suicide and 

depression)

#4 Cancer

#5 Drug overdose deaths

#6 Diabetes 

#7 Heart disease 

#8 Youth drug use 

#9 Childhood conditions - asthma and lead

#10
Infant mortality/maternal morbidity/preterm 

births

PRIORITY COMMUNITY 
CONDITIONS RANKING BY REGION 

FROM COMMUNITY MEMBER 
SURVEY 

#1 Housing affordability/quality 

#1 Poverty/economic security

#2 Health insurance 

#3 Unmet need for mental healthcare

#4 Nutrition and access to healthy foods 

#5 Access to childcare 

#6 Physical activity 

#6 Tobacco and nicotine use 

#7 Education (K-12 student success) 

#7 Local access to healthcare 

#8 Adverse childhood experiences 

#9 Crime/Violence 

17

Of note, when numbers are repeated, it is because those health needs were tied in the survey ranking.



ADDRESSING THE

HEALTH NEEDS
From the significant health needs, Holzer Health System chose health needs that considered the hospital and 

community partners’ capacity to address community needs, the strength of community partnerships, and those 

needs that correspond with the hospital and community partners’ priorities.

The five Priority Health Needs that will be addressed in the 2026-2028 

Implementation Strategy (IS)/Improvement Plan (CHIP) are:

PRIORITY AREA 1

TOBACCO/

NICOTINE/VAPE USE

PRIORITY AREA 2

HEALTH 

BEHAVIORS

PRIORITY AREA 3

ACCESS TO 

CARE

PRIORITY AREA 4

BEHAVIORAL HEALTH
PRIORITY AREA 5

CHRONIC 

DISEASE
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STEPS 3 & 4

CONSIDER AND SELECT 
APPROACHES/STRATEGIES TO ADDRESS 
PRIORITIZED NEEDS, HEALTH 
DISPARITIES, AND SOCIAL 
DETERMINANTS OF HEALTH WITH 
COMMUNITY PARTNERS

IN THIS STEP, HOLZER HEALTH SYSTEM:  

✓ SELECTED APPROACHES/ STRATEGIES TO ADDRESS THE 

HHS PRIORITIZED HEALTH NEEDS, HEALTH DISPARITIES, 

AND SOCIAL DETERMINANTS OF HEALTH

✓ DEVELOPED A WRITTEN IMPLEMENTATION STRATEGY 

(IS)/IMPROVEMENT (CHIP) REPORT

19



Priority Area 1:

TOBACCO/NICOTINE/VAPE USE
Includes youth and adults 

STRATEGIES

PARTNERS

PRIORITY POPULATIONS

DESIRED OUTCOMES OF STRATEGIES

Increased access to 
mental health providers

Adults & youth who use 

tobacco/nicotine products 
Education and access to 

cessation resources

OVERALL IMPACT OF STRATEGIES

Cardiovascular & lung 

disease
CancerOverall physical & mental 

health 

ALL HOLZER HEALTH SYSTEM SERVICE AREA RESIDENTS 

ACHIEVE THEIR FULL HEALTH POTENTIAL 

Lead partner:
Holzer Pediatrics, Manager of Pediatrics and 

Pediatrician 

Work with local schools to 

encourage participation in the 

Youth Risk Behavior 

Survey/Ohio Youth tobacco 

survey.

- Youth
- High School (only) educated population

- People with mental health disorders

- Parents (age 35-44) of youth

Develop campaign materials 

and host a Shine-a-Light event 

as part of the Great American 

Smokeout.

Explore collaboration opportunities 

with the ”Catch My 

Breath” program and Holzer 

School-Based Medicine
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Supporting partners:  
Holzer School-Based Medicine and Health 

Recovery Services (Gallia-Jackson-Meigs), Field of 
Hope



Priority Area 2:

HEALTH BEHAVIORS 
Includes nutrition and physical health and access to healthy foods

STRATEGIES

PARTNERS

PRIORITY POPULATIONS

DESIRED OUTCOMES OF STRATEGIES

Adult & youth physical 

activity & healthy 

eating 

Sedentary youth 

& adults

Education regarding the 

importance of physical 

activity

OVERALL IMPACT OF STRATEGIES

Cardiovascular 

disease
Obesity

Overall physical 

& mental health
Premature death due to 

diabetes & heart disease 

Implement a Mass Media 

Education Campaign

Lead partner:

Holzer Executive Director – 

Organizational Experience

Optimize and promote the 

Holzer Walking Trail as 

part of community wellness 

and physical activity 

initiatives.

Explore collaboration 

opportunities with the Get 

Healthy Meigs and Cooking 

Matters programs & partner 

with Holzer School-Based 

Medicine to support the Treat 

Your Heart event. 

- Black (non-Hispanic), Hispanic residents of

Appalachian counties

- Older Adults (ages 55+)

- People with disability

Awareness of 

hypertension, diabetes, & 

heart disease

Hypertension

Partner with the Appalachian 

Children’s Coalition to expand 

access to nutrition education 

through the Healthy 

Meals/Healthy Minds program 

(Gallia Meigs counties).
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ALL HOLZER HEALTH SYSTEM SERVICE AREA RESIDENTS 

ACHIEVE THEIR FULL HEALTH POTENTIAL 

Supporting Partners:

 Holzer Nutrition, Holzer School-Based Medicine, Appalachian 

Children’s Coalition, OO McIntyre, Holzer Wellness Center, Get 

Healthy Meigs, OSU Extension, Holzer Health Equity, ESC, Court 

Street Ministries, City of Jackson Parks & Rec, local health depts 

(include WIC), Holzer Pharmacy representative, dietician students

- Low-income (<200% FPL annual household income)

- Children



Priority Area 3:

ACCESS TO CARE
Focuses on addressing social determinants of  health

STRATEGIES

PARTNERS

PRIORITY POPULATIONS

DESIRED OUTCOMES OF STRATEGIES

Increase access to transportation services, 

wi-fi, healthcare providers, and existing

healthcare resources

Delayed care
Education and access to 

healthcare resources

OVERALL IMPACT OF STRATEGIES

Lead partner:  Manager of School-Based Medicine (Angie Rocchi) 

Supporting Partners: (Buckeye Hills)/library, Anchor (OTP), St. Joe’s, Holzer School-Based Medicine; Alcohol, Drug 
and Mental Health (ADAMH) Board

Expand reach with mobile 

units, telehealth, and 

Buckeye Hills broadband 

training; pursue grants to 

support these efforts.

Improve access opportunities 

with Holzer School-Based 

Medicine

with transportation 

support and leverage 

regional programs (MRSS 

by Hopewell, Anchor).

Explore opportunities 

with mobile crisis/response 

services and other 

community-based care 

initiatives.

Partner with Get Healthy 

Meigs and other mobile 

providers to serve 

underserved populations.

- Black (non-Hispanic), Hispanic residents of 

Appalachian counties

- Older Adults (ages 55+) 

- People with disability 

- Low-income (<200% FPL annual household income) 

- Children 

- Families with working parents 

Access to 

primary, dental, 

and preventative care

Quality 

of life

Chronic 

disease

Unmet care 

needs

Premature 

mortality

Physical 

health
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ALL HOLZER HEALTH SYSTEM SERVICE AREA RESIDENTS 

ACHIEVE THEIR FULL HEALTH POTENTIAL 



Priority Area 4:

BEHAVIORAL HEALTH
Includes mental health, substance use disorders and ACEs 

STRATEGIES

PARTNERS

PRIORITY POPULATIONS

DESIRED OUTCOMES OF STRATEGIES

Education and awareness on 

mental health 
Mental health stigma

Access to mental health and 

substance use care

OVERALL IMPACT OF STRATEGIES

Improvements 

mental health
Mental health and 

substance use ER visits

Death by 

suicide

Substance 

use

Explore opportunities to implement evidence-based family support group meetings, including partnerships with 

programs such as Rooted in Recovery, a wellness-oriented support group in Meigs County.

- Low-income (<200% FPL annual household income)

- Individuals who have recently lost a loved one 

-  Residents of Appalachian counties 

- Adults (ages 35-44, 55-64) 

- Youth

Lead partner:

TBD (Melissa Davis to serve as interim)

Risk for 

chronic diseases 
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ALL HOLZER HEALTH SYSTEM SERVICE AREA RESIDENTS 

ACHIEVE THEIR FULL HEALTH POTENTIAL 

Supporting Partners:

Buckeye Hills Career Center, library, Anchor (OTP), St. Joe’s, 
Holzer School-Based Medicine, ADAMH Board, Square One 

(work with uninsured community members), National 
Alliance on Mental Illness (NAMI), Holzer Behavioral Health 

representative



Priority Area 5:

CHRONIC DISEASE
Focuses on heart disease, diabetes and cancer.

DESIRED OUTCOMES OF STRATEGIES

OVERALL IMPACT OF STRATEGIES

Premature 

mortality

Education on chronic 

diseases & risk factors

Chronic disease prevention through 

screening and management 

Sedentary youth & 

adults

Access to 

primary care

Quality 

of life

Physical 

health

Overweight 

and obesity

Chronic 

disease

STRATEGIES

PARTNERS

PRIORITY POPULATIONS

Strengthen chronic disease prevention and early detection through mobile screenings, community programs, and 

education initiatives. Efforts include Mobile Unit screenings across Meigs, Gallia, Jackson, and Vinton counties; Low-

Dose CT screenings for smokers; participation in the WiseWoman and BCCP programs in Gallia County; Holzer 

Occupational Medicine screenings; ongoing Diabetic Education classes; and community outreach through the Holzer 

Heart event.

Lead partner:

Director of Population Health

- Black (non-Hispanic), Hispanic residents of Appalachian counties

- Low-income (<200% FPL annual household income) 

- Older Adults (ages 55+) 

- People with disability 
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ALL HOLZER HEALTH SYSTEM SERVICE AREA RESIDENTS 

ACHIEVE THEIR FULL HEALTH POTENTIAL 

Supporting Partners: 

Cancer Center navigators, Holzer Population Health, 
Diabetic Educators, Holzer Occ Med/Community 

Outreach, Holzer Pharmacy representative



CURRENT RESOURCES ADDRESSING PRIORITY 
HEALTH NEEDS

HEALTHCARE

Holzer Health System

OhioHealth

Adena Health System

Dental offices

Medical offices

Women, Infants, and Children (WIC) programs

No Wrong Door program

Cribs for Kids program

Ohio University community health worker certification

Gallia County General Health District

Athens City/County Health Department

Mason County Health Department

Meigs County Health Department

Jackson County Health Department

Vinton County Health Department

ECONOMIC STABILITY (education, employment, housing, and 

poverty)

Think Hire

Rio Grande College

Regional Chamber of Commerces

All County school districts

YMCA after-school programs

Economic Development

United Way

Job & Family Services

Backpack programs

Summer Feeding programs

Leader In Me program

Jobs of Ohio

Housing Authority

Region homeless shelters

Community Action

Drug Task Force

DEVELOPMENTAL & PHYSICAL DISABILITIES/SENIOR 

CITIZENS

Board of Developmental Disabilities

Council on Aging

Senior Citizen homes

Ohio Area Agency on Aging

HEALTHY FOOD, PHYSICAL ACTIVITY & NUTRITION

Mason Super Walmart

Piggly Wiggly

Aldi’s

Dollar General Market in Ashton and Point Pleasant

Farmers Markets

Region food pantries

Churches/organizations that provide food “Blessing Boxes”

Region Senior  Citizen Centers

Community Health Improvement Programs (CHIP)

All area schools

Creating Healthy Communities program

4H

Gallia County Library nutrition programs

YMCA

Bike trails

City Parks

Soccer Fields & Little League Fields

Park District

Fit Culture

Body Barn

Holzer Health & Wellness Center

The Root Sports and Fitness Center

MENTAL HEALTH & SUBSTANCE USE

Porch Talk program

Alcohol, Drug Addiction and Mental. Health Services (ADAMHS) 

Board

Hopewell Health Centers

Suicide Prevention Coalition

Drug Overdose Prevention Coalition

United Way

Prevention Programs

Family & Children First Council

Handle with Care programs at area schools

Drug Task Force

Sojourners Recovery Services

Moms Quit for Two program

“It’s Okay To Not Be Okay” campaign

LOSS Recovery Services (suicide bereavement)

“Your Presence is a Present” campaign

CATCH My Breath program

The Stand Project

Gallia County HOPE Coalition 

Information was gathered on assets and resources that currently exist in the community. This was done by feedback 

from the community and overall assessment of the service area.
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STEP 5-8

INTEGRATE, DEVELOP, ADOPT, AND 
SUSTAIN IMPLEMENTATION 
STRATEGY/ IMPROVEMENT PLAN

IN THIS STEP, HOLZER HEALTH 
SYSTEM WILL:

• INTEGRATE IS/CHIP WITH COMMUNITY 

PARTNER AND HEALTH DEPARTMENT PLANS

• ADOPT THE IS/CHIP

• UPDATE AND SUSTAIN THE IS/CHIP
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HOLZER HEALTH SYSTEM

NEXT STEPS

The Community Health Needs Assessment (CHNA) and this resulting Implementation Strategy (IS)/Improvement 

Plan (CHIP) identify and address significant community health needs. This IS/CHIP explains how Holzer Health 

System (HHS) plans to address the selected priority health needs identified by the CHNA.

This IS/CHIP report was adopted by HHS leadership in October 2025.

The IS/CHIP can be viewed on the websites listed below, and written comments on this report are welcomed and 

can be made directly on the contact link below: 

Holzer Medical Center 

Website: https://www.holzer.org/health-wellness/chna/

Contact: https://www.holzer.org/contact-us/ 

EVALUATION OF IMPACT

HHS will monitor and evaluate the programs and actions outlined above. We anticipate the actions taken to 

address significant health needs will improve health knowledge, behaviors, and status, increase access to care, and 

overall help support good health. HHS is committed to monitoring key indicators to assess impact. Our reporting 

process includes the collection and documentation of tracking measures, such as the number of people 

reached/served and collaborative efforts to address health needs. A review of the impact of HHS’s actions to 

address these significant health needs will be reported in the next scheduled CHNA.

ADDITIONAL HEALTH NEEDS NOT DIRECTLY ADDRESSED

Since HHS cannot directly address all the health needs present in the community, we will concentrate our resources 

on those health needs where we can effectively impact our region given our areas of focus and expertise. Taking 

existing organization and community resources into consideration, HHS will not directly address the remaining 

health needs identified in the CHNA, including but not limited to housing affordability/quality, income/poverty and 

employment, adverse childhood experiences, crime/violence, childhood conditions, maternal/infant health, and 

education. We will continue to look for opportunities to address community needs where we can make a 

meaningful contribution. Community partnerships may support other initiatives that HHS cannot independently lead 

in order to address the other health needs identified in the 2025 CHNA.
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APPENDIX A

INTERNAL REVENUE 
SERVICE 
(IRS) CHECKLIST: 
IMPLEMENTATION 
STRATEGY (IS)/
IMPROVEMENT PLAN 
(CHIP)

MEETING THE IRS 
REQUIREMENTS FOR THE 
IMPLEMENTATION STRATEGY

The Internal Revenue Service (IRS) requirements for an 

Implementation Strategy (IS)/ Community Health Improvement Plan 

(CHIP) serve as the official guidance for IRS compliance.

The following pages demonstrate how this IS/CHIP

meets those IRS requirements.
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INTERNAL REVENUE SERVICE REQUIREMENTS 

FOR IMPLEMENTATION STRATEGIES

YES PAGE # IRS REQUIREMENTS CHECKLIST

REGULATION 

SUBSECTION 

NUMBER

NOTES/ 

RECOMMENDATIONS

✓ 18-27

(2) Description of how the hospital facility plans to

address the health needs selected, including:

i. Actions the hospital facility intends to take and

the anticipated impact of these actions;

ii. Resources the hospital facility plans to commit; 

and

iii. Any planned collaboration between the hospital 
facility and other facilities or organizations in 

addressing the health need.

(c)(2)

(c)(2)(i)

(c)(2)(ii)

(c)(2)(iii)

✓ 27

(3) Description of why a hospital facility is not 
addressing a significant health need identified in the 
CHNA.

Note: A “brief explanation” is sufficient. Such reasons 
may include resource constraints, other

organizations are addressing the need, or a relative 
lack of expertise to effectively address the need.

(c)(3)

(4) For those hospital facilities that adopted a joint 
CHNA report, a joint IS may be adopted that meets 
the requirements above. In addition, the joint IS 

must:

(c)(4)
Strategies that hospitals are 

collaborating on are indicated 
throughout the report.

✓
Throughout 

report

i. Be clearly identified as applying to the hospital 

facility;

ii. Clearly identify the hospital facility’s role and 

responsibilities in taking the actions described 
in the IS and the resources the hospital facility 

plans to commit to such actions; and

(c)(4)(i)

(c)(4)(ii)

iii. Include a summary or other tool that helps the

reader easily locate those portions of the
strategy that relate to the hospital facility.

(c)(4)(iii)

✓ 3, 27

(5) An authorized body adopts the IS on or before the 
15th day of the fifth month after the end of the
taxable year in which the CHNA was conducted and 
completed, regardless of whether the hospital facility 

began working on the CHNA in a prior taxable year.

Exceptions (if applicable): 

Transition Rule (if applicable):

(c)(5)

APPENDIX A:

IRS IMPLEMENTATION STRATEGY REQUIREMENTS CHECKLIST
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APPENDIX C

REFERENCES
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5Ohio Behavioral Risk Factor Surveillance System: 2022 Annual Report. Chronic Disease Epidemiology and 

Evaluation Section, Bureau of Health Improvement and Wellness, Ohio Department of Health, 2024.
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BENCHMARK COMPARISONS

Indicators Service Area Data Healthy People 2030 Objectives

High school graduation rate 85.5% - 94.7% 90.7%

Child health insurance rate 95.2% 92.1%

Adult health insurance rate 90.5% 92.1%

Unable to obtain medical care 9.0% 3.3%

Ischemic heart disease deaths 104.5 - 176.0 71.1 per 100,000 persons

Cancer deaths 167.7 - 205.7 122.7 per 100,000 persons

Colon/rectum cancer deaths 12.8 - 20.0 8.9 per 100,000 persons

Lung cancer deaths 48.6 - 70.6 25.1 per 100,000 persons

Female breast cancer deaths 12.7 - 29.3 15.3 per 100,000 persons

Prostate cancer deaths 12.4 - 24.2 16.9 per 100,000 persons

Stroke deaths 35.9 - 61.4 33.4 per 100,000 persons

Unintentional injury deaths 50.3 - 98.0 43.2 per 100,000 persons

Suicides 14.0 - 26.0 12.8 per 100,000 persons

Liver disease (cirrhosis) deaths 13.5 - 21.6 10.9 per 100,000 persons

Drug-overdose deaths 16.0 - 105.4 20.7 per 100,000 persons

Overdose deaths involving opioids 15.1 - 96.8 13.1 per 100,000 persons

On time prenatal care (HP2020 Goal) 67.5% - 80.8% 84.8% (HP2020 Goal)

Infant death rate 6.7 - 8.1 5.0 per 1,000 live births

Adult obese 37.1% 36.0%, adults ages 20+

Students, grades 9th to 12th,obese 17.0% - 20.1% 15.5%, children & youth, 2 to 19

Adults engaging in binge drinking 14.5% 25.4%

Cigarette smoking by adults 24% - 31% 5.0%

Pap smears, ages 21-65, screened in the past 3 years 78.9% 84.3%

Mammogram, ages 50-74, screened in the past 2 years 83.2% 77.1%

Colorectal cancer screenings, ages 50-75, screened per guidelines 63.5% 74.4%

Annual adult influenza vaccination 44% - 51% 70.0%

Where data were available, the Holzer Health System service area health and social indicators were compared to the Healthy 

People 2030 objectives. The bolded items are Healthy People 2030 objectives that did not meet established benchmarks; non-

bolded items met or exceeded the objectives.

APPENDIX C:
Benchmark Comparisons
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