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Dear Ohioans:

It is well understood that the obesity epidemic is one of today’s most
pressing public health issues. Recognizing this major health threat,
Governor Ted Strickland issued a directive to the Ohio Department of
Health's Office of Healthy Ohio to create a comprehensive obesity
prevention plan for the state. The following Ohio Obesity Prevention
Plan represents a collaborative effort to implement a collection of
strategies designed to halt the alarming obesity trend.

A consistent theme throughout this plan is the role of the state's
diverse agencies and programs in leading and collaborating with
others to comprehensively address the issue of obesity. A great deal
of work is already underway in communities, health care settings,
schools and workplaces. Several organizations have developed, or
are developing, proposals that also address the issue of obesity or
the value of healthier living. The state’s comprehensive plan
recognizes and seeks to maximize those efforts by proposing
objectives and strategies that contribute the state’s role to promoting
health and providing the tools necessary to achieve wellness.

The Ohio Obesity Prevention Plan was developed with guidance and
contributions from numerous state agencies through the newly
created Interagency Executive Committee on Health Investment
Strategies. The plan was also informed by input from public survey
responses, expert opinion and consideration of multiple state and
national recommendations for obesity prevention strategies.
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The plan identifies the lead and partner state agencies for each
objective, but recognizes and anticipates working with associations,
local communities and agencies, private sector representatives and
others to further develop the action plan and move each objective
forward. By working together and following these proposed
strategies, we can reach the goal of halting the growth rate in the
prevalence of obesity among Ohioans by 2014.

Please go to http://www.healthyohioprogram.org/ for electronic

versions of the Ohio Obesity Prevention Plan, the plan’s executive
summary and the plan’s objective summary sheet.

Thank you for your interest in the Ohio Obesity Prevention Plan. We
look forward to working with you to create a heaithier Ohio.

Sincerely,
Alvin D, Jackson, M.D. Cyfithia Burnell
Director of the Department of Director of Healthy Ohio
Health
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Envisioned State for a Healthy Ohio

“Ohioans are achieving and maintaining optimal health through
personal wellness management and a health care delivery system
that focuses on the promotion of health and the prevention of
disease. At each stage of life, every Ohioan has access to timely,
patient-centered and efficient physical and behavioral health care
choices. All Ohioans have access to primary and preventive services
as well as education and opportunities for healthy lifestyles and the
incidence of preventable diseases are at the lowest levels in the
nation across all population groups. Services and care are
coordinated through widespread use of health information
technology, thereby improving health outcomes and delivering
effective, efficient and culturally competent health care.”

Gov. Ted Strickland

Background

Ohio and the nation are experiencing obesity epidemics that are
threatening the health of our children, the productivity of our workers,
the vitality of our communities, the affordability of our health care
system and our overall quality of life. Overweight and obesity are no
longer cosmetic issues but imminent public health and financial
threats that require coordinated, immediate and long-term strategies
to impact the health of our state. A magic wand will not eliminate this
public health problem. Prevention is the only viable option. A
sophisticated and aggressive local, state and federal approach to
obesity is needed.

The staggering rise of obesity is a primary contributor to the increase
in chronic conditions such as heart disease, type Il diabetes, asthma,
osteoarthritis and certain cancers. There are psychological
consequences of obesity as well, including depression and self-
esteem issues.

Ohio’s obesity rate is 17th-highest in the nation, according to the
2008 F as in Fat report, with 63.3 percent of adults are overweight
and obese and 26.9 percent are obese, almost two-thirds of the adult
population.t Overweight is also a serious health concern for children
and adolescents. According to the Institute of Medicine’s 2006 report
brief, Progress in Preventing Childhood Obesity: How Do We Measure
Up?, one-third of children and youth in America are either obese or at
risk of becoming obese. The obesity rate has nearly tripled for
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children ages 2-5 years (from 5 percent to 14 percent) and more
than tripled for youth ages 12-19 years (from 5 percent to 17
percent). The rate has more than quadrupled for children ages 6-11
years (from 4 percent to 19 percent). 2 In Ohio, 17 percent of Ohio
third graders are classified as obese and an additional 18 percent are
overweight.3 Based on current overweight and obesity trends, one-
third of children today will develop diabetes over their lifetime.4
Statistics also show overweight adolescents have a 70 percent
chance of becoming overweight or obese adults.> It appears that
rates are still rising. In research now being led by the Center for Child
Health & Policy at Rainbow Babies and Children’s Hospital
(Cleveland) in collaboration with the Child Policy Research Center at
Cincinnati Children’s Hospital, preliminary data from the 2008 Ohio
Family Health Survey suggest 35.6 percent of Ohio children ages 10-
17 years are overweight or obese and 18.5 percent are obese.®
Overall, the rate of overweight and obesity in Ohio increases
significantly with age until age 65 years. The Center for Child Health
& Policy at Rainbow has also identified a trend of increasing obesity
rates by age in other Ohio datasets with every Ohio county exceeding
the target rate of obesity (<5 percent) even in children ages 2-5
years.”

Many experts now agree that the generation of children growing up
today will live shorter lives than their parents if current trends are not
halted. Data indicate certain segments of the population are more
likely to be at risk for overweight/obesity. Low-income children in
Ohio are more likely to be overweight or obese than children from
other income groups. The Ohio Department of Health, Division of
Family and Community Health Services’ Report on Body Mass Index
for Third-Graders found that children living in Appalachian counties
are more likely to be obese than children living in non-Appalachian
counties.8 Among low-income, preschool-age children, Hispanics
have the greatest prevalence of overweight and obesity. The
prevalence in 2007 was 33.9 percent for Hispanic children, 25.3
percent for black children and 27.2 percent for white children.®
Further, the Ohio Obesity Prevention Plan recognizes targeted efforts
are needed to best impact those most at risk, whose needs may be
different because of life circumstance, age, education, culture,
language, etc.

The economic consequences of obesity are becoming increasingly
evident. Americans currently spend nearly $100 billion, and Ohio
spends an estimated $3.3 billion, to address the consequences of
limited physical activity and poor nutrition annually.10 If the trend
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continues, obesity will account for more than $860 billion annually, or
more than 16 percent, of health care expenditures in the United
States by 2030.11 According to a study in the Journal of the American
Medical Association, medical expenditures for overweight-and-obesity
related conditions accounted for 9.1 percent of total annual U.S.
medical expenditures in 1998 and are estimated to be as high as
$78.5 billion ($92.6 billion in 2002 dollars). 12 About half of these
obesity-related costs were financed by Medicare and Medicaid.13
Many obesity-related conditions could be prevented or better
managed through targeting the major causes of obesity: poor
nutrition and lack of physical activity.

Traditional public health approaches are not enough to reduce and
prevent obesity. The causes of obesity are numerous and complex.
Unfortunately, there are no quick fixes or purple pills that can reverse
an obesity epidemic that has, since 1980, seen rates double for
adults and at least triple for children.14 Efforts to curb the obesity
epidemic must be aggressive, timely, well-coordinated and
responsive. A multi-setting, multi-goal, multi-approach strategy is
required to impact policy, programs and individual behaviors.

The Governor’s Directive

State government can and should act as a leader in convening the
necessary groups and supporting policy changes to halt and reverse
obesity trends. In recognition of that role, on Sept. 19, 2008, Gov.
Ted Strickland issued a directive to the Ohio Department of Health’s
Office of Healthy Ohio to develop a comprehensive, multi-faceted
obesity prevention plan for the State of Ohio by March 31, 2009. The
directive states the plan should, “develop goals and
recommendations to support and enhance specific actionable obesity
prevention measures for the residents of this State, with particular
attention to children and adolescents. In addition to including goals
to ensure that state agencies, boards and commissions are
incorporating obesity prevention strategies into their programs, the
plan should:

e Address specific areas including, but not limited to, creating
school and employer strategies to improve student and
employee health by reducing obesity, supporting communities
that encourage more active lifestyles, improving the
availability and consumption of healthy foods, increasing
physical activity levels of Ohioans, and partnering with the
medical community in the early identification and prevention
of obesity;
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e Formulate strategies and goals on policy and system changes
that will encourage long-term sustainability and address high-
risk populations;

o Develop policy or administrative recommendations that can
be implemented by the State and local communities to
prevent and reduce obesity;

o Create a five (D) year timeline for measuring specific and
realistic goals and objectives regarding the State’s progress in
achieving the goals in reducing obesity among Ohioans and
creating healthier lifestyle choices;

e Identify individual and organizational responsibility for
implementing specific action steps that are included in the
plan.” 15

To ensure effective development of the Ohio Obesity Prevention Plan,
an interagency executive committee was created. The Interagency
Executive Committee on Health Investment Strategies (the
Interagency Executive Committee) represents a variety of Ohio state
agencies and commissions that were charged with guiding the
development of an action plan, including incorporating specific
obesity prevention strategies into individual agency programs and
initiatives.

The Office of Healthy Ohio and Interagency Executive Committee
provided three opportunities for additional comments on the Ohio
Obesity Prevention Plan. A public survey was completed in November
2008 to gather ideas for plan components and objectives. During
February 2009, comments on the draft plan were widely solicited
through a public comment period and a public hearing on Feb. 20,
2009. The November survey solicited more than 450 responses, the
public comment period had over 130 comments and the public
hearing had 51 attendees, with 11 individuals or groups providing
formal comments. In addition, the Interagency Executive Committee
reviewed local, state and national research and reviewed
recommendations from other state obesity plans.

The Ohio Obesity Prevention Plan

Overview

The proposed plan is a template to address Ohio’s significant obesity
epidemic across multiple settings. The plan outlines goals and
objectives that have a particular emphasis on how state government
may take a more active role in promoting obesity prevention through
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supporting policy and environmental changes. The plan includes
specific immediate, short-term and long-term action strategies to
guide implementation efforts to ensure the document is an effective
and measureable blueprint for action.

The plan that follows is the culmination of targeted planning work,
and is based on agency experience and research of currently
available data. It is anticipated that obesity prevention efforts will
continue to evolve and that new research and best practices will
emerge from the plan’s implementation. Therefore, the proposed
plan is a work in progress; open to revision and increased specificity.
As local, regional and state efforts tackle the obesity epidemic,
improvements will be made possible through monitoring, reviewing
and revising the plan on an annual basis.

Plan Rationale

The Ohio Obesity Prevention Plan recognizes the opportunities and
challenges to improve the health of Ohioans. Given the growing
recognition of the extent and consequences of the obesity epidemic,
considerable attention to the problem is already being given and has
informed the plan’s development and priority recommendations. The
preceding and ongoing work has enabled the plan to begin with
several assumptions including:

e |nadequate nutrition and lack of physical activity are the
leading causes of overweight and obesity. Improvements in
physical activity and nutrition, beginning with breastfeeding of
infants, will lead to improved health for all Ohioans.

e Various state agencies that do not directly deal with health or
health care, have programs and policies that impact health
and have potential to help prevent or reduce obesity.

e Information sharing across agencies regarding existing
programs has the potential to benefit each agency’s work,
create greater efficiencies and support healthier Ohioans.

e Short and long-term goals and strategies must be identified
and prioritized to be able to measure progress toward the
plan’s goals and use financial resources most wisely.

e Public and private partners’ coordination is critical to avoid
duplication, maximize resources and enhance results.

11
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e The plan should be reviewed and updated annually to reflect
experiences and current circumstances.

e A central repository is key to tracking the numerous obesity
prevention initiatives and reporting on promising practices.

e High-risk populations in Ohio (for example, those in
Appalachia and specific ethnic and cultural groups) may
require specific strategies beyond those addressing the
obesity problem in the general population.

Vision Statement

The Ohio Obesity Prevention Plan seeks to fulfill Gov. Ted Strickland’s
envisioned state for a healthier Ohio by ensuring all Ohioans will
learn, work and live in communities that support opportunities for
physically active lifestyles and access to nutritious foods that lead to
healthy weight and improved quality of life.

Focus Areas, Settings and Goals

Focus Areas

Given the pervasiveness of the obesity problem and the numerous
possible tactics for intervention, four overarching focus areas were
developed to meet the governor’s directive and guide the plan. Those
targets include:

1. Focus on prevention. Evidence of effective treatments for
reversing obesity in individuals for the long-term is limited, so
efforts should be focused on prevention of overweight and
obesity.

2. Focus on multi-faceted, population-based strategies. Multi-
faceted, population-based strategies are most likely to lead to
successful results. While individual behavior change is
necessary, those changes can and should be supported,
encouraged and enabled through state and community
strategies and policies.

3. Focus on most at-risk populations. In the Ohio Obesity
Prevention Plan, special attention should be directed to
groups most at risk for developing obesity and related chronic
diseases.

4. Focus on evaluation of efforts. Because of the complexity of
obesity, it is unlikely that major reductions in obesity rates will
be achievable in the short term. Interim evaluation strategies

12
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are critical to measure progress toward behavior, policy and
environmental changes that support the prevention of obesity
and ultimate reduction of obesity rates.

Goals

To measure progress toward the vision of a healthy Ohio, a goal of
improving the percentage of Ohioans engaging in physical activity and
eating healthier foods as been established for 2014, along with
stabilizing the increasing rate of obesity among both adults and
children. In Ohio, 28.1 percent of adultsé and almost 19 percent of
Ohio’s third grade pubic school children were classified as obese.1?
While a significant improvement is unlikely in less than five years, the
vision is to prevent any further increase and begin to reverse the
trend. The Ohio Obesity Prevention Plan outlines three specific goals
for preventing obesity.

Goal 1: Improve physical activity options and
opportunities.

Goal 2: Improve nutrition and access to healthy food
choices and limit access to unhealthy food and

beverage choices.

Goal 3: Improve the coordination of policy and
resources directed to the prevention and reduction of
obesity, especially among those populations most at
risk.

Settings

The plan is divided into settings where objectives related to each goal
should be targeted and specific strategies developed. The following
are those settings:

e Schools and Child Care (Setting A)

e Communities and the Built Environment (Setting B)
e |ndividuals and Families (Setting C)

e Health Care (Setting D)
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e Employers (Setting E)
e Government (Setting F)

Implementation Timeline

Launching a comprehensive effort to prevent obesity is of critical
importance to both the physical and fiscal health of Ohioans.
However, difficult economic times and resulting public and private
budget challenges cannot be ignored. The following recommended
objectives are categorized by immediate, short-term and long-term
priority areas for action between 2009-2014. The time frames for
action should not be seen as mutually exclusive, as planning to
address long-term objectives may begin sooner to ensure adequate
time to meet the objective. Also, the plan will be revised at least
annually to reflect available opportunities or changed circumstances.

Plan Summary

The Ohio Obesity Prevention Plan encompasses the next five years.
Objectives outlined in the Ohio Obesity Prevention Plan provide
specific actions that will be undertaken in the efforts to prevent
obesity. The recommendations are categorized by immediate, short-
term and long-term objective areas for action from 2009-2014. The
plan will be revised annually to reflect available opportunities,
additional partners or changed circumstances. The following provides
the time line for immediate, short term and long term objectives, as
well as selected objectives from each time frame and setting. Please
refer to the objective summary document for the complete objective
list.

Immediate Objectives

Immediate objectives will be completed by Dec. 2009. These are
objectives that are already underway, could be accomplished readily
or are necessary to build infrastructure for the next steps in plan
implementation.

Schools and Child Care

e By Dec. 31, 2009, leadership of the Ohio Department of
Education will identify and communicate with federal partners
regarding increasing United States Department of Agriculture
meal reimbursements to support the provision of high quality
nutritious meals in schools.

Communities and the Built Environment

e By summer 2009, create a plan to enhance physical activity
opportunities as well as encourage healthier nutrition in the
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school environment through school construction and
reconstruction funded by state government.

By Dec. 31, 2009, develop and promote a statewide trail
plan, linking local and regional plans, including priorities for
trail completion, anticipated time lines and identification of
implementation funding.

By Dec. 31, 2009, begin and expand marketing and
promotional programs to encourage Ohioans to get physically
active using Ohio’s trails, parks and other natural resources.

By Dec. 31, 2009, increase access to fresh and healthy food
for all Ohioans through support of Ohio farmers’ markets
by creating a farmers’ market management network.

By Dec. 31, 2009, identify rural and urban food deserts in
Ohio and by 2015, decrease these areas by 10 percent by
providing access to healthy local foods. Note: The Ohio
Department of Agriculture has a six-year time frame for
achieving this objective.

Individuals and Families

By spring 2009, create and implement a statewide obesity
prevention social marketing campaign that gives families
information and tools to prevent obesity.

By Dec. 31, 2009, launch a healthy living challenge to
Ohioans that will incorporate the state’s newly developed
obesity prevention social marketing campaign.

Government

By July 31, 2009, form the Ohio Community Wellness Alliance
as part of the Healthy Ohio Advisory Council. This public-
private partnership will establish a framework to implement
and evaluate progress toward the goals of the plan, including
integrating efforts directed at obesity prevention.

By Dec. 31, 2009, develop a plan for comprehensive,
continuous and reliable surveillance and evaluation systems
to facilitate data-driven decisions and monitor overweight,
obesity, related risk factors and progress toward achieving the
goals outlined in the Ohio Obesity Prevention Plan.

By Dec. 31, 2009, identify additional inter-agency
partnerships for opportunities to promote progress toward the
plan.
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By Dec. 31, 2009, create a centralized database for the
Healthy Ohio Web site of existing obesity prevention activities
occurring across the state and of referral listings for obesity
prevention services.

Short-term Objectives

Short term objectives will be addressed by December 2011. These
may require redistribution of resources, significant expansion of
existing efforts or new initiatives to achieve results.

Schools and Child Care

By Dec. 31, 2011, develop a plan to involve students in an
advisory role for implementing the Ohio Obesity Prevention
Plan.

By Dec. 31, 2011, develop a plan and evaluation measures to
assess and make recommendations to improve nutrition and
physical activity policies within all Ohio child care settings.

Communities and Built Environment

By Dec. 31, 2011, develop plans to make communities more
accessible for active transportation such as walking and
bicycling.

By Dec. 31, 2011, increase the number of Ohio farmers’
markets that can accept and process food stamps from 11 to
40.

By Dec. 31, 2011, increase the number of local, broad-based
coalitions with members representing a cross-section of
community partners and agencies to support sustainable
community-based and evidence-based activities to improve
nutrition and physical activity. Coalitions should include
representatives from sectors such as transportation,
urban/rural planning, education, economic development and
the employer community.

Health Care

By Dec. 31, 2010, emphasize obesity prevention and
treatment for Ohioans with serious mental iliness.

By Dec. 31, 2011, increase trainings, education and resource
opportunities for primary care providers and other health care
professionals to promote obesity prevention.
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By Dec. 31, 2011, develop a plan to have more primary care
providers and related health care professionals focus on early
intervention by routinely measuring and tracking evidence-
based obesity measures for children and adults and by
providing counseling and/or referral to qualified providers for
patients.

Worksites

By Dec. 31, 2011, identify best practices and develop
resources for employers to improve physical activity at
worksites, including worksite facilities (i.e. showers on site),
work day flexibility and incentives for physical activity, policies
and activities.

By Dec. 31, 2011, identify best practices for improving food
options in the workplace and develop resources for nutrition
improvements at worksites.

By Dec. 31, 2011, more employers will support breastfeeding-
friendly policies.

Government

By Dec. 31, 2011, research policy issues, consider specific
policy changes and incentives and make recommendations
related to the availability of improved nutrition (including
breastfeeding support).

By Dec. 31, 2011, develop a health impact assessment tool
for use by state agencies and other entities to objectively
evaluate the potential health effects of a project or policy
before it is implemented or built.

Long-Term Objectives

Long-term objectives will be addressed by December 2014. These
components of the plan will require significant policy or statutory
changes involve new investment and are expected to have the most
political challenges or require the most time to implement.

Schools and Child Care

By Dec. 31, 2014, increase the proportion of schools that
increase physical activity throughout and after the school day.

By Dec. 31, 2014, increase the number of
facilities/environments that adopt policies, practices and
incentives to promote healthy eating where children and
adolescents learn and play.
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By Dec. 31, 2015, increase the number of schools using the
national Farm-to-School program by a minimum of 50
schools. Note: The Ohio Department of Agriculture has a six-
year time frame for achieving this objective.

Communities and Built Environment

By Dec. 31, 2012, increase the number of children walking or
bike riding to school by 5 percent in communities funded for
Safe Routes to School programs by supporting infrastructure
improvements (such as sidewalks and bike paths) and
programmatic components (such as walking school buses).

By Dec. 31, 2014, at least 40 Ohio counties will have made
an improvement in physical activity opportunities available in
the county.

By Dec. 31, 2014, develop and make recommendations to
state government related to policy and funding for
communities that limit sprawl and reward comprehensive
planning efforts that support improved built environments
and encourage pedestrian-friendly communities.

Individuals and Families

By Dec. 31, 2014, encourage and expand safe, accessible
and affordable opportunities for increased physical activity for
at-risk populations including persons with disabilities.

By Dec. 31, 2014, increase the number of restaurants that
offer healthier meals, appropriately sized portions and list
caloric information on menus.

Improving Health Care

By Dec. 31, 2012, increase the number of research activities
related to obesity prevention and control related to at-risk
populations.

By Dec. 31, 2014, develop strategies to work with birthing
hospitals, prenatal care providers, pediatricians, other health
care providers and breastfeeding coalitions to increase
initiation and duration of breastfeeding among Ohio mothers.

By Dec. 31, 2014, coordinate with insurers and payers to
develop health plans that encourage patients to achieve a
healthy weight and lifestyle.
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Government

e By Dec.31, 2014, explore, consider, and develop a plan for
incentivizing policies and practices that encourage and
support availability and purchase of healthy foods.

Coordination and Implementation

The ongoing coordination of the plan’s proposed strategies will be led
by the Office of Healthy Ohio at the Ohio Department of Health. A
Community Wellness Alliance comprised of the current members of
the Interagency Executive Committee on Health Investment
Strategies as well as other public and private partners will be formed
as an adjunct to the Healthy Ohio Advisory Council. This group will
provide ongoing direction, share information and lead evaluation
activities related to the plan.

Evaluation

Measurement and evaluation are critical components of determining
progress toward stated goals. The development of the Ohio Obesity
Prevention Plan has incorporated beginning plans for the surveillance
and/or evaluation of each objective. Coordination of plan evaluation
will rest with the Ohio Community Wellness Alliance. Further
development of resources and expertise will be identified by the
Alliance, along with a plan for reporting progress, identifying best
practices and recommending revisions to the plan.
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Improving Schools and Child Care
Environments

Improving Schools and Child Care
Environments

Overview

Preventing childhood overweight and obesity will lead to improved
overall child health, avoidance of the health consequences of obesity,
reduced risk of obesity in adulthood and improved academic
achievement. The Ohio Department of Health’s Body Mass Index
Survey of Third-Grade Students indicates “over 18.9 percent of Ohio’s
third grade public school students were overweight, and an additional
16.7 percent of students were found at risk for overweight.” The
report also shows that Ohio counties varied from having about 10
percent of students overweight to 33 percent overweight.18

Unfortunately, preschool-aged children face similar obesity risks.
According to the Institute of Medicine’s 2006 report brief, Progress in
Preventing Childhood Obesity: How Do We Measure Up?, one-third of
children and youth in America are either obese or at risk of becoming
obese. The obesity rate has nearly tripled for children ages 2-5 years
(from 5 percent to 14 percent) and youth ages 12-19 years (from 5
percent to 17 percent). The rate has more than quadrupled for
children ages 6-11 years (from 4 percent to 19 percent). 1° Children
who are overweight as toddlers or preschoolers are more likely to be
overweight or obese in early adolescence.20

Given the links between disease and childhood obesity, as well as the
relationship between early-onset obesity and adult obesity, it is
particularly important to target obesity prevention efforts in the
settings in which the great majority of children spend their days: child
care and schools.

Schools and child care settings are integral partners in the prevention
of obesity and play an important role in the lives of children. Ohio
provides formal education to 1,751,511 children in the pre-K to
grade 12 school setting and an additional 31,962 children in child
care settings (2007).2122 Students spend more time in school, after-
school programs or child care and consume up to 50 percent of daily
calories during school hours, thereby providing schools with a unique
opportunity to influence students’ health choices.23 Additionally,
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schools are often the centers of communities, and are well-positioned
to assume a leadership role with supporting healthier lifestyles in
children.

Schools and child care settings that place a high priority on health
policies and programs create an environment where students are
healthy and ready to learn every day. Integrating good nutrition and
adequate physical activity each day sets the child up for social and
academic success. Physical activity among adolescents is
consistently related to higher levels of self-esteem and self-concept
and lower levels of anxiety and stress.24 Research has shown that
well-designed, well-implemented school programs can effectively
promote physical activity and healthy eating.

Conversely, the obese child can face academic and non-academic
barriers to learning. In addition to the well-documented health issues
affecting obese children, a child’s social
and emotional health are also impacted
by obesity. Obese children tend to have
higher rates of depression and lower
self-confidence than children who are of
normal weight.2> Obese children also
have higher rates of absenteeism than
their normal-weight peers.26

Taking Action

Target Grades: Pre K-12

Schools and child care settings can
provide numerous opportunities to improve students’ eating habits
and physical activity levels during the day. The Institute of Medicine
reports that several studies found changes in the school food
environment can improve students’ dietary choices.2” A North
Carolina study found limiting access to unhealthy snacks

during school will impact the amount of more nutritious offerings a
student will eat throughout the day.28

Schools can also support increased opportunities for physical activity.
A poll conducted by the Robert Wood Johnson Foundation and
Sports4Kids shows Americans intuitively understand the importance
of play and physical activity for children, and believe it should be an
integral part of their school experience. The survey of national
attitudes related to recess reveals that 82 percent of Midwesterners
do not think children get adequate daily physical play time, compared
to 76 percent of the rest of the country. 20
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There are specific actions that education systems are currently taking
and/or could take to improve physical activity and nutrition in
schools. The National Association of State Boards of Education in its
December 2004 report, The Role of Schools in Preventing Childhood
Obesity,30 schools can:
e Address physical activity and nutrition through a Coordinated
School Health Program approach.
e Designate a school health coordinator and maintain an active
school health council.
e Assess the school’s health policies and programs and develop
a plan for improvement.
e Strengthen the school’s nutrition and physical activity
policies.
e Implement a high quality health promotion program for school
staff.
e Implement a high quality course of study in health education.
e Implement a high quality course of study in physical
education.
e Increase opportunities for students to engage in physical
activity.
e Implement a quality school meals program.
e Ensure that students have appealing, healthy choices in foods
and beverages offered outside of the school meals program.31

Schools can also design, support and promote active transportation
infrastructure. The practice of combining schools (hnumerous grades
on a single campus) and trends regarding school acreage
requirements have resulted in the need for bigger tracts of land,
rarely available in more densely populated communities, effectively
forcing schools to build in less populated areas. The outcome is a
community that is convenient for cars but not for students to walk to
school. The prevalence of United States children who walk or bike to
school has decreased dramatically over the last generation.32
Increasing the number of students who can and do use active
transportation to school is an important step in improving children’s
daily physical activity.

Target Ages: Early Childhood

Child care providers also play a major role in influencing the health of
young children in child care centers and family child care homes.
Strategies that recognize and provide support and information to the
family and caregiver are likely to be the most successful in promoting
healthy habits. More than 31,000 children in Ohio spend time in
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child care settings outside their homes. Given the broad impact of
child care settings, these are ideal settings in which to target early
childhood obesity interventions. Child care providers can impact
health of young children in the following ways:
e Model healthy eating behaviors.
e Ensure children have at least 60 minutes per day of physical
activity.
e Eliminate/limit screen time.
e Provide nutrient-rich foods and eliminate poor quality foods.
e Integrate nutrition and physical activity information into
curricula.
e Disallow the provision of or withholding of food and activity as
rewards or punishment.
e Ensure there is a plan for the provision of physical activity that
includes adequate space, time and age-appropriate
equipment.

Ohio Action to Date

In Ohio, improving the nutrition and physical activity in child care
settings and schools will involve the coordination of multiple partners.
There are numerous federal, state and local agencies that play a role
in the administration, certification, funding and implementation of
education. The complexity of organizations involved, the role of local
school district control and the requirements of all parties add
challenges for making changes in schools. For example, standards
for reimbursable school meals and nutritional requirements are set at
the federal level by the United States Department of Agriculture
(USDA). While the Dietary Guidelines for Americans were updated in
2005, the USDA is in the process of updating the guidelines for
schools. Federal mandates have impacted Ohio schools including the
USDA'’s requirement that schools participating in the school meal
program have a wellness policy.

While there are challenges, progress is underway. The Ohio
Department of Education has several efforts to specifically target the
improvement of student health, including the prevention of obesity.
These efforts include the following:
e The appointment of a wellness programs administrator.
e The recognition/adoption of the coordinated school health
model, which employs a team approach for improved health.
e The adoption by the State Board of Education in 2007 of the
National Association for Sport and Physical Education

19



HEALTHY OHIO

standards for physical education. The Ohio Department of
Education is currently developing benchmarks and indicators.

Other state agencies, such as the Ohio Department of Agriculture are
working to improve the availability of fresh produce and other Ohio-
produced foods in the schools. For example, the Ohio Department of
Agriculture is seeking to build improved partnerships between
schools and farmers to provide access to locally grown produce. Ohio
Safe Routes to School, a program of the Ohio Department of
Transportation, seeks to improve the infrastructure and
programmatic components to increase the numbers of children who
can walk or ride bikes to school. To date, Ohio Safe Routes to School
has provided 140 grants to 338 schools to improve the use of active
transportation to and from school.

The Ohio Department of Health has numerous programs that support
improved health in child care
settings and school
communities. The Child and
Family Health Services program
is designed as an organized
community effort to eliminate
health disparities, improve birth
outcomes and improve the
health status of women, infants
and children in Ohio.33 The Child
and Family Health Services
program targets low-income
women and children in racial and
ethnic groups that are
disproportionately affected by
poor health outcomes, including
obesity. Ohio Department of
Health also administers the
Cardiovascular Health and Healthy Ohio Community Obesity
Prevention grant programs, which can involve projects to improve
school health. Ohio Department of Health also targets early childhood
care settings. For example, the Healthy Child Care Ohio program
provides resources and education to child care providers regarding
nutrition and physical activity. Ohio Department of Health also has a
body mass index (BMI) surveillance program that measures the BMI
of third graders in Ohio, a project that has been pivotal in defining the
scope of the state’s childhood obesity problem.
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Finally, many local and nonprofit agencies in Ohio have programs that
seek to improve the nutrition of children, including the local
administration of USDA programs, summer food programs and
student and family nutrition education. Additionally, local and
nonprofit agencies play a significant role in the availability of physical
activity programs, including the YMCA, Boys and Girls Clubs and
neighborhood or community recreation centers.

Ohio also has several awards to recognize school districts’ efforts to
improve policies and practices related to wellness, including the
Stellar award for Best Nutrition Practices and the Healthy Ohio
Buckeye Best Healthy Schools awards program. In 2008, 28 school
districts and 17 individual schools received the Stellar awards and
more than 2,000 school buildings participated in the Buckeye Best
program.

Ohio Action Moving Forward

State agencies can collectively build support to plan, implement and
evaluate fully functioning, coordinated school health programs in Ohio
child care settings and schools. In addition, the state is well
positioned to develop collaborations to implement best practices in
response to the health and nutritional needs of local school
communities. Promising practices for Ohio when planning and
implementing school-based strategies can include:

o Working with schools to address physical activity and nutrition
through a coordinated school health program.

e Providing guidance and technical assistance to schools on
establishing a school health council as an effective way to
achieve an enduring focus on promoting physical activity and
healthy eating.

e Providing schools with resources and technical assistance to
effectively assess the school’s health policies and programs
and develop a plan for improvement.

e Providing guidance and technical assistance to schools to
implement the anticipated updated U.S. Department of
Agriculture nutrition standards for school meals.

e Helping schools increase opportunities for students to engage
in physical activity throughout the school day.
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Given the numerous federal, state and local agencies that impact
child care and school settings, a high level of coordination is required
to achieve the goals outlined in the Ohio Obesity Prevention Plan. In
the development of the plan, there is recognition of the role of federal
policy and programs in impacting state level changes. Additionally,
the Ohio Department of Education has limited control in requiring
local districts to meet certain requirements. For example, the Ohio
Department of Education has limited scope in determining meal
requirements or nutrition standards.

Best practice research indicates the following components should be
in place to improve nutrition and physical activity in the school
setting:
e Have resources and support to offer healthier meals.
e Exceed current USDA nutrition requirements for meals.
e Provide at least 60 minutes of physical activity per day.
e Have a coordinated school wellness approach.
e Prohibit using or withholding of physical activity as
punishment and/or reward.
e Prohibit using or withholding of food as a punishment and/or
reward.
e Establish nutritional standards for food sales on school
grounds.
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Goal 1: Improve physical activity options and
opportunities.

Physical Activity Objectives

Target area: Schools (Pre K - Grade 12)

Objective A-1-a.: By Dec. 31, 2014, increase the proportion of schools
that increase physical activity throughout and after the school day.
Strategies:

A. Provide training and technical assistance to increase the
proportion of schools that utilize the State Board of
Education-adopted academic content standards for physical
education.

B. Develop school building plans to incorporate physical design
that encourages physical activity and allows maximum use of
space for physical activity.

C. Encourage schools to provide and promote social,
noncompetitive fitness and activity opportunities before,
during and after school for all children.

D. Increase the percentage of schools in which at least one
physical education teacher or specialist received professional
development on physical education during the past two years.

E. Establish a system to increase the dissemination of
information to schools related to the benefits of physical
activity and academic achievement, resources and evidence-
based policies, practices and physical education curricula.

Lead Agencies: Ohio Department of Education, Ohio Department of
Health
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Goal 2: Improve nutrition and access to healthy food
choices and limit access to unhealthy food and

beverage choices.

Nutrition Objectives

Target Area: Schools (Pre K - Grade 12)

Objective A-2-a: By Dec. 31, 2009, leadership of the Ohio
Department of Education will identify and communicate with federal
partners regarding increasing United States Department of
Agriculture (USDA) meal reimbursements to support the provision of
high quality nutritious meals in schools.

Strategies:

A. ldentify barriers, obstacles and necessary changes in current
meal reimbursement system, if required, including commodity
products, reimbursement levels, local purchasing issues, etc.

B. Identify appropriate federal legislative leaders to target
related to school and child care meal issues.

Lead Agency: Ohio Department of Education, Ohio Department of
Health

Target area: Child care and Schools (Pre K - Grade 12)

Objective A-2-b: By Dec.31, 2014, increase the number of
facilities/environments that adopt policies, practices and incentives
to promote healthy eating where children and adolescents learn and
play.

Strategies:

A. Strengthen statewide, regional and local infrastructure to
promote coordination among partners across the state and
within each region.

B. Increase the number of schools that have 1) assessed, 2)
developed wellness plans, 3) implemented and 4) evaluated
changes to their nutrition and physical activity environments.

C. Disseminate evidence-based practices that are effective at
changing behaviors.

D. Encourage schools to collaborate with public and private
entities to promote student wellness.

E. Encourage school and community leadership to demonstrate
a commitment to comprehensive wellness.

F. Develop an evaluation plan that includes monitoring
statewide health-risk behaviors, policies and programs and

24



HEALTHY OHIO

supports local-level assessments of school policies, programs
and health-risk behaviors.

Promote collaboration between the business, education and
health communities to develop and measure the success of
nutrition, physical education and fithess measurement
programs in school and community settings.

Lead Agencies: Ohio Department of Education, Ohio Department of

Health

Target area: Child care and Schools (Pre K - Grade 12)

Objective A-2-c: By Dec. 31, 2014, increase awareness and
knowledge about healthy eating and the proportion of children and
adolescents whose intake of meals and snacks in child care settings,
schools and after-school programs that contribute to good overall
dietary quality.

Strategies:

A.

Provide technical assistance to child care settings, schools,
families and communities, including business partners, to
implement a healthier nutritional environment.

Develop and implement a communication plan to increase
awareness and knowledge about healthy eating practices
within child care agencies, schools and parent education
programs.

Develop and/or disseminate age-appropriate, culturally
sensitive and sequential instruction in health education
enhancing student knowledge, attitudes, skills and behavior
development for adopting and maintain healthy eating habits
and a physically active lifestyle.

Educate schools regarding the United States Department of
Agriculture’s (USDA) dietary guidelines.

Educate schools on USDA child nutrition programs available
and provide technical assistance to schools to promote
student participation in USDA child nutrition programs.
Develop and disseminate materials encouraging schools to
provide the opportunities for all certified and noncertified
staff to participate in adult-focused staff wellness activities.
Increase the percentage of schools in which the lead health
education teacher received professional development on
nutrition education and dietary behavior during the last two
years.

Encourage and support the provision of breast milk to infants
in child care settings.
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I. Encourage family style serving of meals in child care settings,
which have been shown to role model appropriate eating
behavior and appropriate portion sizes.

Lead Agencies: Ohio Department of Education, Ohio Department of
Health

Target Area: Schools (Pre K - Grade 12)

Objective A-2-d: By Dec. 31, 2015, increase the number of schools
using the national Farm-to-School program by a minimum of 50
schools. Note: The Ohio Department of Agriculture has a six-year
time frame for achieving this objective.

Strategies:

A. Review Farm-to-School program options to develop
mechanisms for farmers to sell their products to school
districts.

B. Develop resources for local food procurement in Ohio primary
schools.

C. Develop primer on school procurement process for farmers
and food service companies.

D. Review materials, conduct outreach to agencies and schools
and an increase in schools participating in the program.

Lead Agency: Ohio Department of Agriculture
Other Involved Agencies: Ohio Department of Education, Ohio Food
Policy Council

Goal 3: Improve the coordination of policy and
resources directed to the prevention and reduction of
obesity, especially among those populations most at
risk.

Coordination, Policy and Resource Objectives

Target Area: Schools (Pre K - Grade 12)

Objective A-3-a: By Dec. 31, 2010, increase participation in
recognition programs to highlight school wellness-based initiatives
such as the Buckeye Best Healthy Schools awards program.
Strategies:

A. Enhance technical assistance provided to schools who
participate in the Buckeye Best Healthy School awards
program by collecting and reviewing their health and
wellness policies.
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B. Notify and encourage all schools to participate in available
wellness recognition programs.
C. Increase awareness and participation in the Buckeye Best
Healthy Schools awards program.
D. Recognize schools that are exemplars in school wellness,
nutrition and physical activity programs through:
e The Buckeye Best Healthy Schools awards program,
e Stellar awards,
e Promising practices,
e National programs.
Lead Agencies: Ohio Department of Health, Ohio Department of
Health/Office of Healthy Ohio, Ohio Department of Education
Other Involved Agencies: American Cancer Society, Ohio Association
of Health Physical Education Recreation and Dance

Target Area: Schools (Pre K - Grade 12)
Objective A-3-b: By Dec. 31, 2011, develop a plan to involve students
in an advisory role for implementing the Ohio Obesity Prevention Plan.

Strategies:
A. Consult with stakeholders to develop appropriate role for the
group.

B. Develop process for selection of participants.

Lead Agency: Ohio Department of Health/Office of Healthy Ohio
Other Involved Agencies: Ohio Department of Education

Target area: Child Care Agencies

Objective A-3-c: By Dec. 31, 2011, develop a plan and evaluation
measures to assess and make recommendations to improve nutrition
and physical activity policies within all Ohio child care settings.
Strategies:

A. Convene major stakeholders such as the Ohio Child Care
Resource and Referral Association, providers, Ohio
Department of Health, Ohio Department of Job and Family
Services and Ohio Department of Education to begin planning
and identifying barriers.

B. Consider specific strategies that have been shown to yield
results such as: increasing the number of child care homes
enrolled in the Child and Adult Care Food Program; ensuring
food is not used as a reward, assuring that all food meets
USDA dietary guidelines and serving sizes are age
appropriate; prohibiting fundraising activities and marketing
of foods and beverages that do not support a healthy diet;
limiting screen time access; and requiring daily physical
activity.
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C. Develop promotional materials.
Lead Agencies: Ohio Department of Health, Ohio Department of Job
and Family Services, Ohio Department of Education

Target area: Child Care Agencies
Objective A-3-d: By Dec. 31, 2011, expand the Buckeye Best Healthy
Schools awards to include recognition for child care settings that
implement model nutrition and physical activity policies.
Strategies:

A. Review first year pilot being conducted in 2009.

B. Develop award criteria and promotional materials.
Lead Agency: Ohio Department of Health
Other Involved Agencies: American Cancer Society, Ohio Association
of Health Physical Education Recreation and Dance
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Improving Communities and

Built Environments

Improving Communities and Built
Environments

Overview

There are a variety of factors that influence an individual’s health,
including the community in which one lives. Neighborhoods vary in
opportunities available for daily physical activity and healthful eating.
For example, neighborhoods without sidewalks, safe places for
children to play or accessible markets with affordable healthy foods
can create challenges to healthy living.

The rise of obesity across the nation has forced a comprehensive look
at the contributing factors to our collective health issues including
how transportation systems and community designs can influence
health. Modern life has inadvertently developed numerous
components that make maintaining a healthy lifestyle more
complicated,34 including:

e Communities that feature long or unwalkable distances
between homes, shopping, jobs, schools and other
destinations.

e Fear that walking or bicycling is unsafe due to crime.

e Communities built without sidewalks.

e Buildings and sites designed to accommodate cars more than
pedestrian traffic.

e Schools built apart from community centers.

o Relocation of grocery stores to suburban areas.

e Proliferation of convenience stores that offer limited choices
for healthy food. 35

Multiple stakeholders, such as local governments (including public
health agencies), private developers, community groups and schools
must work collaboratively to ensure health impacts are considered
when community and transportation design decisions are made.
Research has found correlations between obesity and the ease of
being physically active in one’s environment. The design of a
community contributes significantly to whether its members will be
active.36 The more opportunities for physical activity a neighborhood
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has built into it, the more likely physical activity will occur.
Incorporation of policy changes that add sidewalks and bicycle lanes
in community designs has been shown to be an effective avenue for
promoting more active lifestyles.3” In a neighborhood with sidewalks,
residents are 65 percent more likely to report walking.38

The physical structure of a community and the ease of active
transportation modalities have an impact particularly with the
commute to schools. Trends show schools are being built larger and
further away from community centers. The trend of combining
schools (numerous grades on a single campus) and requiring
acreage, rarely available in dense communities, has forced schools to
build in less populated areas. The outcome is communities that are
convenient for cars and school buses but not for students to walk or
bike to school. The prevalence of U.S. children who walk or bike to
school has decreased dramatically over the last generation.3°
Improving the ability to use, and increasing the numbers of students
who do use, active transportation to school is an important step in
increasing children’s daily physical activity and ultimately reducing
the obesity epidemic.

The design of a community also contributes to
the promotion of healthy eating habits.40
Availability of fresh, nutritious produce in all types
of neighborhoods and settings will improve

consumption of healthy foods. 41 It is well Food ,
documented that poor food choices are more deserts
prevalent in low-income neighborhoods. Recent refer to
literature has examined the role of “food specific
deserts,” areas in which there is no nutritious hi
food easily available.42 Food deserts occur when gec?grap Ic
a significant portion of the local population regions that
spends its food budget in locations that do not lack access
have fresh produce or healthy./ food choices, to fresh
resulting in a lack of fresh fruits and vegetables

- produce
and other healthy foods in diets. Food deserts
may be avoided by collaboration among policy and
makers, local planning officials, local farmers, adequate
industry and residents to ensure produce and Ly

nutritional

other nutrient-rich foods are readily available to

all. Because community design can support foods.
walking as a means of transportation and

because food outlets are among the most
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common destinations for walkers, incentives for offering more
healthful choices at food stores could affect both healthful eating and
physical activity.43

Finally, a recent study in the American Journal of Public Health found
a relationship between students’ proximity to fast food restaurants
and overweight and obesity. Specifically, the researchers found that
students with fast-food restaurants within half mile of their school
consumed fewer servings of fruits and vegetables, consumed more
servings of soda and were more likely to be overweight or obese. 44
Thoughtful and intentional community design is a significant
component of impacting obesity.

Rural Ohio

In Ohio, 79 of the 88 state’s counties are considered rural, and 32 of
these counties are considered Appalachian.45 Ohio’s rural
populations include many groups, including migrant workers, the
Amish, Mennonites and Appalachians.

Data indicate populations in rural counties, especially in Appalachia,
are vulnerable to the obesity epidemic. A Report on Body Mass Index
of Ohio’s Third Graders: 2004 - 2005 conducted by The Ohio
Department of Health found that children in Appalachian counties
were more likely to be overweight than children living in other rural or
suburban counties,#6 and some Appalachian counties had as many
as fifty percent to fifty-five percent of third graders with BMIs that
indicated the students were overweight or obese.

Rural communities may face greater obstacles when combating
obesity related to broader demographics. Rural residents are older,
less educated and poorer than urban residents. Each of these
demographic characteristics increase obesity, and together forms a
dangerous combination. 47

Physical activity such as walking and farming, once a daily pattern in
rural communities, has largely disappeared for portions of rural
populations. Rural communities generally have significant
geographic distances between homes, churches, schools, shopping
and recreation centers (if they exist), and these distances require a
car. The St. Louis University School of Public Health identified the
role of environmental factors within rural communities in influencing
activity. In their survey of 2,500 rural residents in Missouri,
Tennessee and Arkansas, researchers found the distance from
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recreational facilities, stores, churches and schools was linked to
obesity. 48

Ironically, rural communities can also suffer from a lack of high
quality nutrition. The problem of food deserts, where high quality,
nutritious foods are not readily available, applies to rural communities
as well as lower income urban areas. While many rural communities
may have a history of gardening and farming, many no longer produce
and sell food locally. Rural families are facing the same pressures
and demands of their urban counterparts, where the balance of work
and family leave little time for food preparation in the home and there
is a reliance on inexpensive, convenient, high-calorie fast foods.
Finally, there may be social and cultural issues in rural communities
related to foods that are ingrained, as such issues have been noted

in the research of Appalachian communities, where the provision of
food is tied to emotional relationships. Additionally, some healthy
practices, such as gardening and breastfeeding, may be culturally
associated with poverty, and therefore avoided by segments of the
population. Conversely, the ability to purchase fast food may be
seen as an indicator of wealth. Data has indicated a difference
between some racial and cultural groups regarding what constitutes a
normal body size, and this may also be true for some rural
populations. Furthermore, because the prevalence of obesity is very
high in Ohio rural populations, and in particular Ohio’s Appalachian
populations, a new norm may have emerged for what is considered a
normal body weight.

While many of the strategies for
impacting the obesity epidemic are
similar for all populations, rural
communities may require a varied
approach and specific strategies to
combat obesity. Rural communities
can build upon the unique features of
the setting to improve physical
activity and nutrition. Rural
communities will not have the
population density for some of the
built environment modifications
suggested in the general community
improvement literature, and may
need to adapt strategies for a
broader geographic population
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spread. However, many of the strategies can be adapted for rural
settings. For example, the opportunity to utilize active transportation
modalities to and from school might still be possible for portions of
rural Ohio, particularly if bike riding is considered. School sites,
already often the center of communities, can become centers of
recreational activity with the installation and wider utilization of
tracks, walking trails and fitness rooms that schools may already
have available. Walking and biking trail investments can be
developed for local use and as possible tourist destinations. Rural
communities can consider non-traditional settings for healthy
activities such as libraries, senior centers and churches.
Coordination of efforts is paramount to success in rural communities,
and can be used to build infrastructure that supports physical activity
and good nutrition opportunities.

In rural communities, more emphasis may be placed on education for

students and families regarding nutrition and physical activity, with a

goal of further impacting cultural, social and economic patterns that

contribute to food and fitness choices. Educational activities such as

gardening programs, that seek to provide information, challenge

unhealthy cultural norms and practices and encourage a return to
healthy lifestyle practices, can be

encouraged.
Walking school Taking Action
buses are Communities should ensure policies
programs that support the development of principles
implement that encourage physical activity and
adul.t- healthy eating, especially in communities
superws.ed with a higher prevalence of
pedestrian overweight/obesity. Creating strong
routes to partnerships of multiple stakeholders
school. _ can influence policy changes to do such
Organized like things as prioritize capital investment
a bus route, projects that support park and recreation
there are

programs, sidewalks and bike paths and
reward smart-growth practices that make
communities more active and walkable.4®
Additionally, schools can adopt
innovative, low-cost programs to support
active transportation including programs
such as walking school buses and biking
to school.

scheduled pick
ups and drop
offs of children
at designated
locations.
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With regard to nutrition, there is increasing attention around what can
be done in the built environment to improve access to higher quality
nutrition. Some municipalities have influenced nutritional choices
through zoning; for example, limiting the number of fast-food
restaurants in a given area, or ensuring there is land available for
community gardening efforts. Much of the literature related to the
built environment also points to a community’s ideas about safety
and how this promotes or discourages activity. For example, one
researcher notes, “In socially cohesive neighborhoods, parents are
more comfortable letting their children play outdoors and walk or
cycle to nearby stores for minor food-shopping errands... whereas
parents who are concerned about heavy or fast vehicular traffic are
likely to restrict a child's movements.”50 Emerging research goes
even further, with one study indicating that imposing limitations on
drive-through restaurants should be considered because they appear
to discourage pedestrian activity. 51 Continued research about the
built environment and the link to health is sure to inform obesity

prevention efforts moving forward.

Ohio Action to Date

The built environment plays a critical role in the
efficiency and ease of moving from one place to
another. Our transportation system can
facilitate infrastructure and programmatic
components to improve safety and increase the
number of trips people can take by transit,
bicycle or foot. The State of Ohio has
demonstrated leadership in reforming the
current built environment, and can use these
efforts to further develop infrastructure efforts
that improve resident health. The Ohio
Department of Transportation convened a 21st
Century Transportation Priorities Task Force
which has recently completed a year-long
process that analyzed current and future
transportation needs. This group recognized
there is a need to look at transportation and
roads for all users. Densely populated
environments with specific, comprehensive
transportation plans are seen as an emerging
trend and priority in the development of

Transportation
planning and
development should
be focused on “one
system” — not on
the interests of a
single mode of
transportation or
the need for
individual projects.

Ohio’s 21st Century
Transportation Task
Force Report

January 2009

transportation plans for multiple modalities of transportation.
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Other notable progress in improving the built environment to
encourage walking/biking/public transportation includes the
following:

Since December 2007, through the Ohio Department of
Transportation’s Safe Routes to School program, 140
communities have or are currently working on plans for
improving the walkability to 338 schools in Ohio. Plans
include both infrastructure and non-infrastructure activities.
To date, more than $2 million has been awarded for these
projects, and data are being collected on how many more
children walk or ride bikes to school as a result of these
projects.

The Ohio Department of Natural Resources developed a Get
Fit Naturally Website link that directly links consumers to
fitness or nutrition resources.

Local communities, with support from the Ohio Department of
Natural Resources from 2002-2006, completed almost 220
miles of trails around the state with support from the Clean
Ohio Fund.

Ohio Department of Development funding has been used to
establish grocery stores in areas of the state lacking them or
turning brownfields into green places and parks.

Ohio Department of Development’s Living Cities Partnership
focuses on expanding opportunities for urban neighborhoods
by focusing attention on the spaces where families live, work
and play.

The state has also made efforts to improve local access to healthy
nutrition via changes in the built environment. These efforts include
projects such as:

The Governor’s Food Policy Council was created to promote
Ohio’s agricultural system and provide greater access to fresh
and nutritious Ohio-grown foods.

Numerous programs are underway for community gardening,
which gets people outside, provides exercise and allows
participants to participate in the sharing of produce. Several
local community garden projects are supported by ODH grant
opportunities.

Ohio Department of Agriculture is working to get local foods
into vending machines.
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Ohio Action Moving Forward

The state is in a unique position to utilize its knowledge and
resources to further improve the structures and conditions that
impact Ohioans’ health.

The built environment, and the ways in which society structures and
influences such things as access to schools, food and other daily
needs, greatly influences public health. Some groups such as The
Prevention Institute, have begun demonstration projects to identify
and improve the built environment of low-income neighborhoods.52
Promising research and practices such as these efforts can lead to
improved health outcomes in a community. Part of these efforts has
been the identification of key aspects of the built environment that
appear to be central to reducing health disparities and promoting
healthier lifestyles. These components include supporting:
e Activity-promoting environments that foster incidental and
recreational activity.
e Nutrition-promoting environments that provide and promote
safe, affordable, healthy food.
o Availability of safe, affordable housing.
o Safe, reliable, accessible and affordable transportation.
e Safe, clean water, soil, air and building materials.
e Availability of safe, health-promoting products.
o Well-maintained, appealing, clean environmentss3

Including public health allies in community planning is also critical to
impacting the ease of active transportation modalities in
communities.

One specific built environment area in which progress is potentially
great is in the development of school buildings. As schools are often
the centers of a community, greater effort can be made to determine
how to maximize this resource to encourage physical fitness and
improve nutrition for students and the community at large. Physical
activity opportunities can be increased by locating schools within
walkable distances to a community’s population, incorporating
physical activity facilities in the school’s planning stages, making
facilities available to the public when not in use by the school and
requiring sidewalks at the time of construction.

The Ohio Obesity Prevention Plan also encourages incorporation, in
the development of new communities and in the renovation of current
communities, active transportation modalities such as walking and
biking paths and the availability of high quality nutritional resources
into community design. For example, newly built communities might
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be required to have sidewalks, and zoning might ensure the
sidewalks connect to larger parts of the community, such as nearby
parks or shopping. With regard to nutrition, built environment
considerations might also involve the protection of certain lands for
growing produce, ensuring its availability in known food deserts.

Goal 1: Improve physical activity options and
opportunities.

Physical Activity Objectives

Objective B-1-a: By Dec. 31, 2009, develop and promote a statewide
trail plan, linking local and regional plans, including priorities for trail
completion, anticipated time lines and identification of
implementation funding.

Strategies:

A. Hold regional meetings regarding planning for future trails in
the state to shape priorities for future trail development and
funding needs.

B. Compile existing and planned trail information onto the Ohio
Department of Natural Resources Web site with public access
available by summer 2009.

Lead Agency: Ohio Department of Natural Resources
Other Involved Agencies: Ohio Department of Transportation

Objective B-1-b: By Dec. 31, 2009, begin and expand marketing and
promotional programs to encourage Ohioans to get physically active
using Ohio’s trails, parks and other natural resources.

Strategies:

A. Expand Explore the Outdoors campaign that encourages
children and parents to get outside and be active at state and
local parks, preserves and other areas. A focus this year will
be on the beneficial health effects of getting outside and
being active.

B. Develop Get Fit Naturally feature on ODNR Web site that
incorporates both physical and mental health benefits of
getting fit naturally. Feature will continue throughout the year
highlighting resources that can be utilized. A goal is to
collaboratively work with the Ohio Department of Mental
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Health to identify and demonstrate the mental health benefits
of doing these activities.
Lead Agency: Ohio Department of Natural Resources

Objective B-1-c: By Dec. 31, 2011, develop plans to make
communities more accessible for active transportation such as
walking and bicycling.

Strategies:

A. Consider promoting a link between funding and regulations
for active living environments that promote walking and
bicycling.54

B. Increase problem identification and infrastructure planning
for bicycle and pedestrian facilities and expand “share-the-
road” education programs to educate motorists about the
rights of bicyclists and pedestrians.

C. Develop standards and goals for bicycle and pedestrian
transportation systems that reflect the population densities of
the areas served.

D. Determine feasibility of adopting Ohio’s 21st Century Task
Force recommendation to develop pilot projects to
demonstrate the benefits of “Complete Streets” with the goal
of evaluating the costs and benefits of “Complete Streets”
design.

E. Consider incentives for communities that develop
comprehensive transportation plans that include active
transportation modalities.

Lead Agencies: Ohio Department of Transportation, Ohio Department
of Natural Resources, Ohio Department of Health

Objective B-1-d: By Dec. 31, 2012, increase the number of children
walking or bike riding to school by 5 percent in communities funded
for Safe Routes to School programs by supporting infrastructure
improvements (such as sidewalks and bike paths) and programmatic
components (such as walking school buses).

Strategies:

A. Continue funding support from the Safe Routes to School
Program for schools and communities to enable children to
walk or ride their bikes to school.

B. Examine the feasibility of developing curriculum for safety in
walking or biking to school that could be incorporated into
statewide education standards.

C. Promote success stories of children walking to school and
resources to help schools and families adopt active
transportation to school.
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D. Examine the feasibility of deploying the Safe Routes to School
travel tally on a statewide basis for identified grade levels.
Lead agency: Ohio Department of Transportation

Objective B-1-e: By Dec. 31, 2014, at least 40 Ohio counties will
have made an improvement in physical activity opportunities
available in the county.

Strategy:

A. The Ohio Department of Health Cardiovascular Health
Program will lead and support community efforts to improve
physical activity opportunities in assigned communities.
Targeted communities will receive education and resources to
improve physical activity opportunities.

Lead Agency: Ohio Department of Health

Goal 2: Improve nutrition and access to healthy food
choices and limit access to unhealthy food and

beverage choices.

Nutrition Objectives

Objective B-2-a: By Dec. 31, 2009, increase access to fresh and
healthy food for all Ohioans through support of Ohio farmers’ markets
by creating a farmers’ market management network.
Strategies:

A. Work cooperatively to establish new and enhance existing

Ohio farmers’ markets both large and small to create unity,
consistency and sustainability through collaboration,
promotion and education.

B. Partner with Ohio State University South Centers, local county
health officials and ODA’s Food Safety Division to provide
consistent education about Ohio’s safe food practices.

C. Provide a directory of rules, regulations and best practices to
aid Ohio farmers’ markets in their efforts to improve and
increase in number.

Lead Agencies: The Ohio Department of Agriculture and Ohio State
University South Centers

Objective B-2-b: By Dec. 31, 2009, identify rural and urban food
deserts in Ohio and by 2015, decrease these areas by 10 percent by
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providing access to healthy local foods. Note: The Ohio Department
of Agriculture has a six-year time frame for achieving this objective.
Strategies:

A. Provide the support of the Ohio Food Policy Council to local
governments and food policy groups to identify urban food
deserts in the state.

B. Establish a parthership between the Ohio Food Policy Council,
Healthy Food Access Task Force and The Ohio State University
to map rural food deserts in the state.

C. Identify best practice policy and program options to ensure
reasonable access to fresh, healthy and affordable foods.

D. Develop a plan to address food desert areas to improve
nutrition options.

Lead Agencies: Ohio Department of Agriculture, Ohio Food Policy
Council, Healthy Food Access Task Force

Objective B-2-¢c: By Dec. 31, 2009, promote greater coordination and
collaboration of nutrition education and promotion programs in Ohio
to promote consistent and effective information on nutrition.
Strategies:

A. Develop and administer a survey to nutrition education and
promotion agencies in Ohio to identify what programs and
services are provided and by which agency/organization.

B. Analyze the programs and services being offered and identify
opportunities for increased coordination in message and
outreach, as well as any recommended changes.

Lead Agency: Ohio Department of Agriculture (Ohio Food Policy
Council), Healthy Food Access Task Force.

Objective B-2-d: By Dec. 31, 2010, foster closer coordination among
the various nutrition assistance programs to plan and implement
nutrition education through the State Nutrition Action Plan (SNAP).
Encourage partnerships and collaborative interventions targeting
healthy eating and active lifestyles among nutrition assistance
programs and other organizations working with low-income
individuals and families.

Strategies:

A. Create partnerships with other food assistance programs by
collaborating on the design of nutrition projects and delivery
of nutrition messages to low-income and high-risk population
groups.

B. Obtain cooperation of leaders from Ohio Department of Job
and Family Services; Ohio Department of Education, Office for
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Safety, Health and Nutrition; Women, Infants, Children
program; Ohio Department of Aging and OSU Extension to
further partnerships for the promotion of nutrition education
and common messages to the target population in Ohio.

C. Develop additional coordinated messages in collaboration
with Office for Minority Health, Office of Healthy Ohio, Action
for Healthier Kids, Food Bank Associations, Ohio Department
of Natural Resources and faith-based organizations.

D. Identify specific ways agencies/programs can partner to focus
nutrition education efforts on overweight/obesity prevention
and increasing physical activity for the low-income population.

E. Develop and share training opportunities for agency
personnel on teaching strategies to increase physical activity
and assist in the prevention of overweight and obesity among
the low-income population.

F. Utilize the Education and Administrative Reporting System
(EARS) for provision of uniform data and information about
the nutrition education activities of all participating states
across the country.

Lead Agency: Ohio Department of Job and Family Services (Ohio's
Food Assistance Nutrition Education Plan).

Other Involved Agencies: Ohio Department of Education: including
National School Breakfast/Lunch/After-school Snack programs,
Summer Food Program, Child and Adult Care Food Program,
Commodity Supplemental Food Program, and Team Nutrition; Ohio
Department of Health: including Women, Infants, and Children (WIC),
Office of Family Stability, Food Assistance Section (formerly food
stamps),0Ohio Department of Aging, Ohio State University Extension,
Food Stamp Nutrition Education (Ohio Family Nutrition Program) and
Expanded Food and Nutrition Education Program (EFNEP).

Objective B-2-e: By Dec. 31, 2010, identify opportunities for
increased access to healthy, Ohio-produced foods in Ohio vending
machines.

Strategies:
A. Conduct consumer research pertaining to healthy, fresh and

local food choices in vending machines as well as the design
of a local food vending pilot project.

B. Conduct a pilot project in select vending sites around the
state identifying local items and conduct pre- and post-
identification surveys to determine public/economic support
of local vending choices.
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C. Disseminate findings to the Ohio food vending industry,
universities, school systems and state procurement to expand
the placement of Ohio products in vending machines around
the state.

Lead Agency: Ohio Department of Agriculture

Objective B-2f: By Dec. 31, 2011, increase the number of Ohio
farmers’ markets that can accept and process food stamps from 11
to 40.

Strategies:

A. Through the Ohio Department of Agriculture, provide grants to
farmers’ markets to establish the infrastructure necessary to
electronically process the Ohio Direction Card to enable
recipients to purchase fruits and vegetables at additional
farmers’ markets.

B. Provide Ohio Department of Agriculture assistance in
promoting the new opportunity to the community.

C. Create a partnership with Ohio Department of Agriculture and
the Ohio Department of Job and Family Services to make sure
the markets are appropriately certified to process this benefit.

Lead Agencies: Ohio Department of Agriculture and Ohio Department
of Job and Family Services

Objective B-2-g: By Dec. 31, 2015, increase consumer awareness
and participation in purchasing fresh local produce. Note: The Ohio
Department of Agriculture has a six-year time frame for achieving this
objective.

Strategies:

A. Notify current nonprofit farmers’ markets throughout the state
of the Farmers’ Market Cost Share Advertising Grant.

B. Provide matching advertizing funds, through a partnership
with rural development, of up to $1,500 to approve for
farmers’ market applicants.

C. Expand the Choice Food Pantries program to provide more
nutritious foods to the pantries and instructions on how to
best prepare the food.

Lead Agencies: Ohio Department of Agriculture, Ohio Rural
Development and Ohio Department of Health
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Goal 3: Improve the coordination of policy and
resources directed to the prevention and reduction of
obesity, especially among those populations most at
risk.

Coordination, Policy and Resources Objectives

Objective B-3-a: By summer 2009, create a plan to enhance physical
activity opportunities as well as encourage healthier nutrition in the
school environment through school construction and reconstruction
funded by state government.

Strategijes:

A. Examine and revise policy related to the renovation and
construction of schools to encourage and support school sites
that are reachable by walking, biking and public
transportation.

B. Through the Ohio School Facilities Commission: develop state
requirements and enhance the design manual to encourage
schools to be located in established community centers;
promote physical education during the school day; improve
healthy food options including elimination of fryers and
enable residents to utilize their physical activity infrastructure
when appropriate.

C. Begin collaboration between the Safe Routes to School
program and Ohio School Facilities Commission on school site
design decisions to better coordinate state investments.

Lead Agencies: Ohio Schools Facilities Commission, Ohio Department
of Transportation

Other Involved Agencies: Ohio Department of Education, Ohio
Department of Health

Objective B-3-b: By Dec. 31, 2011, increase the number of local,

broad-based coalitions with members representing a cross-section of

community partners and agencies to support sustainable evidence-

based activities to improve nutrition and physical activity. Coalitions

should include representatives from sectors such as transportation,

urban/rural planning, education, economic development and the

employer community.

Strategies:

A. Identify, with the Community Wellness Alliance, opportunities

to encourage its local partners to participate in community-
level nutrition and physical activity-related coalitions.
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B. Collect and post onto the Office of Healthy Ohio Web site
information on coalitions to highlight existing efforts.
C. Encourage linkage with existing chronic disease partnerships
that share concerns about impact of obesity.
Lead Agency: Ohio Department of Health/Office of Healthy Ohio
(Community Wellness Alliance)

Objective B-3-c: By Dec. 31, 2011, increase the number of
communities that apply for the Healthy Ohio Community award
annually.

Strategies:

A. Create improved promotional, marketing and media
strategies to increase awareness of the award including
identification of incentives for participation.

B. Engage local partners such as health departments,
community wellness coalitions, chambers of commerce and
mayors to encourage and promote participation in the award.

Lead Agency: Ohio Department of Health/Office of Healthy Ohio

Objective B-3-d: By Dec. 31, 2014, develop and make
recommendations to state government related to policy and funding
for communities that limit sprawl, and reward comprehensive
planning efforts that support improved built environments and
encourage pedestrian-friendly communities.

Strategies:
A. Adopt Ohio’s 21st Century Task Force recommendation that

includes development of a statewide transportation future
plan to provide state grants to integrate transportation and
land-use plans. Emphasis will be placed on increasing market
share for transit, walking and bicycling and developing
prioritization criteria for major transportation investments in
existing communities favoring existing infrastructure.

B. Determine how existing state agency programs can better
coordinate and stem public investment in sprawl and give
preference to communities that have adopted comprehensive
land use plans.

C. Develop incentives for developers to support and create
smart growth projects.

D. Develop state policy that will encourage/incentivize state and
local transportation and development authorities to develop
more physical activity-supportive communities. Ideas include
engaging in regional planning, adopting zoning and
subdivision ordinances, offering incentives for development of
mixed-use neighborhoods and conserving open space,
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promote regional cross-jurisdictional planning and public
health impact mitigation requirements or fees during the
project permitting processes.

E. Provide guidance, particularly for unincorporated areas, to aid
local implementation of smart growth policies such as pro-
active land use planning, development boundaries, transfer of
development rights, conservation of agricultural land and
open spaces and other practices to reduce sprawl and
encourage more walkable, bicycle-friendly residential and
commercial developments.

Lead Agency: Ohio Department of Transportation
Other Involved Agencies: Ohio Department of Development, Ohio
Department of Health
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Supporting Individuals and Families

Supporting Individuals and Families

Overview

In order to effectively impact obesity, individuals and families need
tools and support to establish healthy habits and end unhealthy
practices. Supporting healthy parents provides positive role models
for children. Eating and exercise habits are often established early in
life when parents have a strong role in influencing children’s
behaviors. While parents can serve as role models for healthy living,
obesity prevention strategies need to take into account economic and
time constraints that can be major stumbling blocks to individuals
and families eating healthier and being more active.

Data on physical activity and nutrition provide a snapshot of the
challenges to promoting healthy lifestyles. In Ohio, 25 percent of
adults report no physical activity as part of leisure time.55 The Ohio
Department of Health Behavioral Risk Factor Surveillance System
(2007) found as one’s age increased, the percentage of individuals
who reported engaging in physical activity decreased. Other trends
related to education level, income, gender and race were also found
including:
e Individuals with higher levels of education reported a higher
percentage of time in exercise.
e Males reported exercising in the past month slightly more
than females.
e Ahigher percentage of whites exercise (76.9 percent),
compared to black (66.2 percent) and other races (74.2
percent).56

With regard to nutrition, only 20 percent of Ohioans reported eating
the recommended number of servings of fruits and vegetables per
day.57 College-educated individuals were reported to consume at
least five or more fruits and vegetables per day more than individuals
with less than a college education, and females (25.8 percent)
reported a higher percentage of eating at least five fruits and
vegetables per day than males (15.3 percent).58 The trend of eating
away from home also plays a role in the current obesity trend. The
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Association of State and Territorial Health Officials, in their report
Food Policy and Public Health, note that in 1970, Americans spent
just 26 percent of their food dollars on restaurant meals and other
meals prepared outside their homes. Today, we spend almost half
(46 percent) of our food dollars at restaurants. 5° Further,

those who are poorer and often disproportionately affected

by obesity and chronic disease spend more than 50 percent

of their food dollars at restaurants. 60 Lower-income
neighborhoods have limited healthy food choices and

instead tend to have fast-food restaurants and other

unhealthy, inexpensive food choices. 61 Literature related to
eating out generally notes more calories are consumed in

meals outside the home, portion sizes tend to be larger, and
caloric and other nutritional information is generally not

available, all of which contribute to greater caloric intake.

Maternal, individual and family behaviors as well as
environmental factors influence a child’s risk of becoming
overweight or obese. A mother’s pre-pregnancy weight

status and whether she smokes during pregnancy influences

her child’s risk of obesity.62 Unfortunately, both overweight

and smoking are prevalent among new mothers in Ohio.63

Among women who gave birth in Ohio in 2005, 19.8 percent

were overweight and 21.0 percent were obese before

becoming pregnant.64 Twenty-two percent of these mothers
smoked during the third trimester.65 While it is widely

believed that most female smokers abstain during pregnancy, only
10.6 percent of Ohio mothers who smoked prior to pregnancy quit
while pregnant.6é

While community support is essential for supporting healthy habits,
there are a variety of practices for which individuals and families can
assume responsibility. For example, the increasing amount of leisure
time that is spent in front of a computer or television screen impacts
the hours spent in more physically active pursuits. The issue of
screen time is one that has received considerable attention related to
obesity prevention literature and the relationship of one’s time in
front of the computer or television impacts one’s physical activity. An
average of three to four hours a day is spent watching television, as
opposed to exercise among young adults.6”7 Studies show individuals
with greater television exposure were more likely to be less physically
active and have a poorer dietary profile. An American Association of
Pediatrics study found 30.8 percent of preschoolers studied
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exceeded the AAP guidelines just by watching television, not including
computer time.®8 Those children who surpassed the AAP
recommendations on TV/video viewing were more likely to be
overweight or at risk for being overweight. Reasons for obesity
observed among the children exceeding AAP recommendations
include substituting TV/video watching for physical activity; watching
television ads that encourage consumption of unhealthy, fatty foods;
and snacking while watching TV/videos.°

In the obesity prevention literature, there is also increased attention
to marketing efforts and their impact on food and consumption. One
study indicated that after exposure to 30-second commercials, a child
will more likely select a food/beverage that was advertised when
given the option.”® The Center for Science in the Public Interest
report titled How Soft Drinks are Harming Americans’ Health found
that public service campaigns that promote the consumption of fruits,
vegetables, low-fat milk and other healthful foods are surpassed by
the advertising expenditures of fast-food chains and soft-drink
companies.

Research is also underway relating food insecurity to obesity. Food
insecurity refers to “having access, at all times, to enough food for an
active, healthy life without resorting to using emergency food
supplies, begging, stealing or scavenging for food.””t Some
researchers have investigated the link between food insecurity with
Appalachian populations. Holben et al. found that participants from
food-insecure households had higher BMls, rates of obesity and self-
reported rates of diabetes than those from food-secure households.”2
Furthermore, the authors found that “periods of overeating when food
is available, including binge-like patterns of eating or fluctuations in
eating habits that promote a metabolic-adaptive response, may also
account for overweight and obesity among adults from food-insecure
households.”3

Individuals and Families Most at Risk
Data indicate certain population groups are at higher risk for obesity.
e Low-income children in Ohio are more likely to be overweight
or obese than children from other income groups.74
e Children living in Appalachian counties are more likely to be
obese than children living in non-Appalachian counties.”s
e Among low-income, preschool-age children, Hispanics have
the greatest prevalence of overweight and obesity. The
prevalence in 2006 was 33.9 percent for Hispanic children,
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25.3 percent for black children and 27.2 percent for white
children.76

e Overweight persons are at greater risk of becoming obese.
The prevalence of Ohio adults who were overweight increased
from 28 percent in 198477 to nearly to 35.4 percent in
2007.78

e Obesity prevalence is highest in Southwest Ohio (23.0
percent) and lowest in Central Ohio (17.2 percent); however,
overweight prevalence is highest in Central Ohio (38.7
percent) and lowest in Northeast Ohio (36.6 percent). 7©

e Prevalence of obesity was highest for African-American
females (28 percent) and lowest for African-American males
(18.8 percent). 8°

o About 68 percent of white men and more than 63 percent of
African-American men were overweight or obese, compared to
50.5 percent of white women and 70.2 percent of African-
American women. &

The unique language, experience, cultural styles and demographic
characteristics of populations must be considered when evaluating
approaches for obesity prevention. The Ohio Obesity Prevention Plan
will ultimately develop components that address specific efforts and
unigue approaches to meet the needs of the state’s most vulnerable
populations.

Taking Action

While living a healthy lifestyle may seem challenging, there are a
variety of steps individuals and families can take and communities
can support to encourage behavior change. One of the findings from
the Obesity Prevention Blueprint for Ohio: Request for Information
survey conducted by the Ohio Department of Health in November
2008, was that survey participants felt the primary focus of obesity
prevention initiatives should be the home/parents (59.2 percent).82

Modifying one’s lifestyle is difficult to do alone. Population-based
strategies that focus on a broad range of policy and environmental
strategies (at the local, state and federal levels) can help people
adopt healthy behaviors, such as being physically active and adopting
more nutritious diets.83 Communities can help by making changes in
the environment to support behavior change in families.
Development of social marketing campaigns can support these
efforts by promoting awareness and providing healthy living tips.
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Other cities and states, recognizing the impact eating outside the
home has had on the obesity epidemic, have moved to limit certain
ingredients in food, such as sodium and

trans fat. Communities can also improve the

availability of nutritional information so

consumers might make informed choices.

Choosing breastfeeding for infants is another

strategy that has correlations to the

prevention of obesity as well as providing

other health benefits. Not only is

breastfeeding associated with reduced odds

of pediatric overweight; it also appears the

longer duration of breastfeeding the less

chance of children being overweight.84 In

Ohio, only 59.6 percent of children born in 2004 were ever breastfed;
33.3 percent were still breastfed at 6 months; and 12.9 percent were
breastfed at 1 year.85 These rates for Ohio are below the national
rates of 73.8 percent, 41.5 percent and 20.9 percent, respectively,
and well below the Healthy People 2010 targets of 75 percent, 50
percent and 25 percent, respectively.86

Ohio Action to Date
Ohio has numerous programs and efforts designed to target

individuals, families and communities in the reduction of obesity.
Many state agencies have formally recognized the role of good
nutrition and improved physical activity in reducing obesity rates, and
some have specific initiatives targeted to local improvements. Some
examples of efforts include the following:

e Encouraging local farmers’ market development, and
supporting initiatives that allow low-income individuals to
access the market.

e Promoting and providing resources in support of
breastfeeding through the Ohio Women, Infant, and Children
(WIC) program and the Ohio Department of Health.

e Developing an obesity prevention social marketing campaign
to encourage healthier lifestyles by the Ohio Department of
Health’s Office of Healthy Ohio.

e Providing community training and nutrition education
programs and opportunities in communities by a variety of
agencies.

e Recognizing the role of vending machines improving access to
healthier, Ohio-produced products.
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e Beginning conversations regarding the role of retail food and
consumer awareness regarding food choices.

o  Working with restaurants to offer healthier menu options.

e Offering cooking demonstrations by local grocery stores.

e Developing a wellness center, open to the public, with
monthly walks and runs organized by the Ohio Department of
Natural Resources.

Ohio Action Moving Forward

Ohio requires a multi-faceted approach to impact obesity on the
individual and family level. With recognition of the current state fiscal
situation, it is important to continue to prioritize projects and
programs that specifically target efforts to improve nutrition and
provide physical activity opportunities, especially for high-risk
populations.

Goal 1: Improve physical activity options and
opportunities.

Physical Activity Objectives

Objective C-1-a: By Dec. 31, 2014, encourage and expand safe,
accessible and affordable opportunities for increased physical activity
for at-risk populations including persons with disabilities.

Strategies:

A. Determine barriers to physical activity for most at-risk
populations and develop a plan to address those barriers.

B. Develop incentives to make facilities with fees affordable for
those with limited incomes.

C. Encourage formation of family and/or neighborhood walk
groups.

D. Develop policies to support funding for and development of
parks, playgrounds and community centers.

E. Review opportunities available through programs and
incentives at the Ohio Department of Development to
promote healthy communities and families, including those
that facilitate and encourage increased physical activity and
access to healthy food choices.

F. Review participation rates in urban/rural youth competitive
sports, intramural activities and other related sporting
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opportunities and make recommendations for improving
opportunities.

G. Encourage community needs assessments to include
identification of safe, accessible and affordable opportunities
for increased physical activity for at-risk populations.

H. ldentify or develop a specific evaluation tool to collect
information on progress toward objective.

Lead Agency: Ohio Department of Health

Other Involved Agencies: Ohio Department of Public Safety, Ohio
Department of Development, Ohio Department of Rehabilitation
Services

Goal 2: Improve nutrition and access to healthy food
choices and limit access to unhealthy food and

beverage choices.

Nutrition Objectives

Objective C-2-a: By Dec. 31, 2009, develop a plan to educate
participants in Ohio's Food Assistance Nutrition Education program to
make healthier choices within a limited budget and choose active
lifestyles consistent with the current Dietary Guidelines for Americans
and the Food Guide Pyramid.

Strategies:

A. Educate and promote behavior change by increased
knowledge of Food Guide Pyramid with an emphasis in fat-
free/low-fat milk/equivalents, fruits and vegetables and
whole grains.

B. Increase knowledge of selection and preparation of low-cost
and nutritious foods.

C. Increase knowledge of overall food safety techniques.

D. Increase awareness of how much time is spent in physical
activity each day.

Lead Agency: Ohio Department of Job and Family Services/Ohio's
Food Assistance Nutrition Education Plan

Objective C-2-b: By Dec. 31, 2014, continue current programs and
increase community events that support local and healthy food such
as celebrity chef contests or community cooking lessons for family
participation.
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Strategijes:
A. Continue “Ohio Proud” program, cooking demonstrations,
mobile kitchen projects.
B. Partner with restaurants, culinary schools and organizations
to support events.
C. Work with media to promote and/or sponsor events in
schools and communities.
Lead Agencies: Ohio Department of Agriculture, Ohio Department of
Health/Office of Healthy Ohio

Objective C-2-c: By Dec. 31, 2014, increase the number of
restaurants that offer healthier meals, appropriately sized portions
and list caloric information on menus.

Strategies:

A. Develop incentives to encourage restaurants to list caloric
information, serve appropriately portioned meals and
encourage consumption of low-calorie beverages and water.

B. Consider developing a recognition program for restaurants
that offer healthier meals and use locally grown items.

C. Educate the public through media strategy regarding eating
healthier options at restaurants.

D. Consider creation of celebrity/sports hero-endorsed healthy
meal to be promoted to children.

Lead Agency: Ohio Department of Health

Goal 3: Improve the coordination of policy and
resources directed to the prevention and reduction of
obesity, especially among those populations most at
risk.

Coordination, Policy and Resources Objectives

Objective C-3-a: By spring 2009, create and implement a statewide
obesity prevention social marketing campaign that gives families
information and tools to prevent obesity.
Strategies:

A. Continue existing Ohio Department of Health efforts to

develop and implement a social marketing campaign
including developing Web site and other tools to help Ohioans
adopt healthier lifestyles.
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B. Develop plan to promote and make available the social
marketing campaign for use with other state agencies and
communities.

C. Consider the creative use of agency buildings or other
facilities to advertise positive health messages.

D. Evaluate results and make necessary changes including
recommendations for future campaigns.

Lead Agency: Ohio Department of Health/Office of Healthy Ohio

Objective C-3-b: By Dec. 31, 2009, launch a healthy living challenge
to Ohioans that will incorporate the state’s obesity prevention social
marketing campaign.

Strategies:

A. Develop plan targeted to families with themes related to
increased physical activity and/or improved nutrition that
incorporates state leaders.

Lead Agencies: Ohio Department of Health/Office of Healthy Ohio

Objective C-3-c: By Dec. 31, 2010, expand effective education and
programming efforts to provide opportunities for parental education.
Strategies:

A. Through the Ohio Department of Health Cardiovascular Health
program, continue the Ounce of Prevention Program targeting
parents of children ages 0-6.

B. Develop, distribute and implement Ounce of Prevention
program targeting parents of children ages 6-18.

C. Increase number of providers and parents trained in Ounce of
Prevention (for ages 0-6) from 179 to 215. Conduct at least
20 Ounce of Prevention trainings annually. Measure
estimated numbers of parents impacted.

D. Utilize the Family Health Survey, where possible, to identify
the issues related to improving nutrition (including
breastfeeding) and physical activity for families.

Lead Agency: Ohio Department of Health

Objective C-3-d: By Dec. 31, 2010, create a Healthy Ohio Star award
to recognize individuals who promote consistent healthy messages
within health care organizations, business and industry, schools,
professional organizations and the community.

Strategies:

A. Develop criteria for program, determine categories for
awardees and incentives to encourage participation.
Develop a promotional campaign to inform the public.

C. Consider web-based tracking of individual activity.
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Lead Agency: Ohio Department of Health/Office of Healthy Ohio

Objective C-3-e: By Dec. 31, 2014, increase the number of family
programs offered at faith-based centers, park and recreation centers
and other community-based centers that incorporate physical activity
and healthy nutrition opportunities.

Strategies:

A. Promote or create opportunities for community grant
programs with evidence of promising practices that promote
family programs.

B. Promote curriculum or activities that include the whole family
in family fun nights.

C. Review vending machine and other food service options at
facilities to encourage healthier options during programming.

D. Ensure policies support non-food rewards.

Lead Agency: Ohio Department to Health
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Improving Health Care

Improving Health Care

Overview

The health care system can offer significant leverage to encourage
individuals to adopt healthier lifestyles. Traditionally, health care

professionals and health care insurers provide access to
services that has focused on treatment rather than
prevention. Some insurance carriers do not cover obesity-
related treatment or pay for prevention services. Often,
insurance providers require a co-existing condition such as
diabetes or hypertension in order to pay for obesity
interventions. Evidence of effective treatments for reversing
obesity in individuals for the long-term is limited, and many
treatments, such as surgical interventions, involve significant
cost or health risk, and are beyond the scope of Ohio Obesity
Prevention Plan.

With the rising economic and health costs associated with
obesity, incentives exist to more effectively prevent rather
than treat the condition and its consequences. A recent
study from the American Medical Association reports medical
costs are higher for older adults who were overweight or
obese in young and middle adulthood.8” Another study
shows that children treated for obesity are roughly three
times more expensive for the health care system than the
average insured child.88 Prevention strategies targeted at
children are critical; statistics show hospitalization rates for
children with complications of obesity have tripled.8® In
addition, children treated for obesity are far more likely to be
diagnosed with mental health disorders or bone and joint
disorders than non-obese children.°

The impact of obesity to the state’s Medicaid population is
also important to note. At least one national study found
annual health care costs are about $6,700 for children
treated for obesity covered by Medicaid and about $3,700

“Ohio is
committed to
improving the

health of its
citizens. The
staggering rise
of obesity is
contributing to
chronic
conditions such
as heart
disease and
diabetes, as
well as
unsustainable
health care
costs.”

Ohio Governor
Ted Strickland.

Governor Ted
Strickland. (2008,
September 19).
Directive to the Ohio
Department of
Health: Developing
an Ohio Obesity
Prevention Plan.
Office of the
Governor.

for obese children with private insurance.®! Children covered by
Medicaid are nearly six times more likely to be treated for a diagnosis
of obesity than children covered by private insurance.®2 The national
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cost of childhood obesity is estimated at approximately $11 billion for
children with private insurance and $3 billion for those with
Medicaid.®3

There is also emerging research on the impact of obesity on those
with mental iliness. Multiple studies have concluded that individuals
with serious mental iliness die decades earlier than the general
population. Obesity, and complications such as diabetes, are prime
factors contributing to the years of lost life. People with bipolar
disorder or depression are twice as likely to be obese as the general
population; those affected by schizophrenia are three times as likely
to be obese.®4 Factors contributing to this problem include poverty,
limited access to general health care services and certain
medications.
Efforts to prevent obesity can and
should be led by the health care
community, including health care
providers. Providers have a
responsibility to encourage and
support practices that have shown
a demonstrated relationship to
obesity prevention. Often,
demonstrated best practices can
also result in significant cost
savings for health care systems.
For example, breastfeeding has
demonstrated both improved
maternal and child health effects,
including lowering the risk of

2 obesity, as well providing cost
savings in the avoidance of other health problems, including obesity.
A correlation found in a study by Harder et al.,is the greater the
duration of breastfeeding, the lower the odds of overweight. For each
month of breastfeeding up to age nine months, the odds of
overweight decreased by 4 percent. This decline resulted in more
than a 30 percent decrease in the odds of overweight for a child
breastfed for 9 months when the comparison was with a child never
breastfed.®5

Taking Action
There has been progress in obesity prevention through the health

care system. Some insurance carriers provide comprehensive
wellness coverage, including health club benefits, incentives for

57



HEALTHY OHIO

healthy lifestyles, counseling, etc. In addition, some health care
providers are beginning to talk with their patients more about the
importance of healthier lifestyles.

Another strategy for impacting obesity is on the provider level with
individuals and families. Health care providers must have the
training and education specifically related to obesity and prevention
in order to make effective impact. Encouraging and supporting
providers to measure BMI, have conversations with patients and
provide education and information related to physical activity and
nutrition are critical. These conversations must begin early because
of the correlation between breastfeeding and the overall improved
health benefits, including lower rates of obesity.?¢ Birth facility
policies and practices that create a supportive environment for
breastfeeding begin prenatally and continue through discharge.9”
Hospitals can be designated Baby-Friendly Hospitals through
certification from the Baby-Friendly Hospital Initiative (BFHI), a global
program sponsored by the World Health Organization (WHO) and the
United Nations Children’s Fund (UNICEF) encourages and recognizes
hospitals and birthing centers that offer an optimal level of care for
lactation.

Ohio Action to Date
The Ohio Department of Health, in cooperation with its partners, has

developed the Ounce of Prevention Is Worth a Pound toolkit for
physicians for use in primary care practices to prevent childhood
obesity. The key messages are based on the 2007 Expert Committee
Recommendations on Assessment, Prevention and Treatment of
Obesity and include simple messages on nutrition (including
breastfeeding) and physical activity, anticipatory guidance for the
physician, BMI measurement tools, posters and parent handouts on
portion sizes, snacking, calcium, sweetened beverages and physical
activity.

Ohio Action Moving Forward
Ohio’s health care system can play a leadership role in improving the

health of Ohioans, and in the prevention of obesity. Specific
strategies can include:
o Offer more support to women and more targeted efforts to
increase breastfeeding.
e Consider obesity risk or condition when treating for mental
health issues.
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e Improve and expand education and training opportunities of
health care professionals related to obesity (identification,
diagnosis and treatment).

e Target health care interventions by primary care providers to
the prevention of obesity, particularly in children.

e Encourage health plans to implement steps that promote
active lifestyles.

e |Improve the nutritional options available in health care
facilities, particularly those that serve children, in order to
send consistent health messages.

e Determine best practices and approaches for obesity
prevention in high-risk populations, such as Medicaid
recipients.

e |ncrease participation in research related to obesity
prevention and treatment.

e Further define and plan a role for community health centers
in the prevention and treatment of patients.

Goal 2: Improve nutrition and access to healthy food
choices and limit access to unhealthy food and

beverage choices.

Nutrition Objectives

Objective D-2-a: By Dec. 31, 2010, increase and expand effective
education and programming efforts to provide professional and
parental nutrition education.

Strategies:

A. Through the Ohio Department of Health Cardiovascular Health
Program, continue Ounce of Prevention program targeting
pediatricians for children ages 0-6. Increase number of
providers trained in Ounce of Prevention from 179 to 215.
Measure estimated numbers of parents impacted through
this approach.

B. Develop, distribute and implement Ounce of Prevention
program targeting pediatricians and parents caring for
children ages 7-18. Increase number of providers trained in
Ounce of Prevention from zero to 100. Measure estimated
numbers of parents impacted through this approach.
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C. Expand utilization of the Ounce of Prevention toolkit to
educate parents and caregivers of children. Increase number
of caregivers (parents, teachers, nurses, etc) trained in Ounce
of Prevention from zero to 50. Measure estimated numbers
of parents impacted through this approach.

D. Expand distribution and implementation of all Ohio
Department of Health programs that serve the age 0-18
population.

E. Provide at least four professional presentations annually for
Ounce of Prevention targeting children age 0-6.

F. Provide at least four professional presentations annually for
Ounce of Prevention targeting children age 7-18.

Lead Agency: Ohio Department of Health

Objective D-2-b: By Dec. 31, 2011, more health care organizations,
in particular those serving children, such as hospitals, will adopt
policies to improve nutritional quality of food served through vending,
restaurant and cafeteria choices.

Strategies:

A. Conduct a survey to assess current conditions.

B. Encourage providers to review polices regarding fast-food
franchise outlets on site, vending machine contents, foods
prepared with trans fat, staff health promotion and availability
of fresh fruits and vegetables marketing and availability.

Lead Agency: Ohio Department of Health/Office of Healthy Ohio

Objective D-2-c: By Dec. 31, 2014, develop strategies to work with
birthing hospitals, prenatal care providers, pediatricians, other health
care providers and breastfeeding coalitions to increase initiation and
duration of breastfeeding among Ohio mothers.

Strategies:

A. Work with Ohio breastfeeding coalitions and hospital
administrators to increase the number of Ohio Baby-Friendly
Hospitals, the number of hospitals who have completed a
certificate of intent, and the percent of hospitals using
evidence-based maternity care practices known to influence
breastfeeding.

B. Develop incentives and technical assistance to hospitals to
increase the number of hospitals using evidence-based
maternity care practices known to influence breastfeeding or
being certified as Baby-Friendly Hospitals.

C. Train and encourage health care providers to promote and
support breastfeeding to pregnant and postpartum women.
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D.

Encourage Ohio Department of Health grantees to promote
and support breastfeeding among the populations they serve.

Lead Agency: Ohio Department of Health

Goal 3:

Improve the coordination of policy and

resources directed to the prevention and reduction of
obesity, especially among those populations most at

risk.

Improving Coordination, Policy and Resources
Objectives

Objective D-3-a: By Dec. 31, 2010, emphasize obesity prevention
and treatment for Ohioans with serious mental iliness.
Strategies:

A.

F

Promote improved integration of mental health and other
primary health care by the Ohio Department of Mental Health
Office of Clinical Best Practices, Coordinating Centers and
Foundation Partners to emphasize the strategic importance of
efficient and effective obesity prevention and treatment as a
core theme of ODMH initiatives.

Collaborate with Ohio Department of Health, other state-level
departments, commissions, the Multicultural Advocates for
Cultural Competence and other stakeholders to identify and
develop culturally competent policies and strategies to
address obesity for Ohioans with serious mental ilinesses.
Explore feasibility of partnering at local, state and national
levels to develop systematic capabilities of health indicators
to measure the overall health status across the life cycle of
individuals in Ohio with serious mental iliness.

Promote "lean health, including a healthy weight" as a core
recovery goal among people affected by serious mental
illnesses through the work of Ohio’s coordinating centers
promoting psychosocial approaches.

Improve services by promoting training and technical
assistance to mental health stakeholders focusing on obesity
prevention and efficient treatment across the life cycle.
Measure the impact of objectives.

Lead Agency: Ohio Department of Mental Health
Other Involved Agencies: Ohio Department of Mental Health Office of
Clinical Best Practices, Ohio Coordinating Centers of Excellence,
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federally qualified health centers, Ohio Department of Health, Ohio
Department of Job and Family Services, Ohio Department of
Agriculture, Ohio Department of Administrative Services, Interagency
Executive Committee on Health Investment Strategies

Objective D-3-b: By Dec. 31, 2011, develop a plan to have more
primary care providers and related health care professionals focus on
early intervention for children by routinely measuring and tracking
evidence-based obesity measures for children and adults and by
providing counseling and/or referral to qualified providers for
patients.

Strategies:

A. Promote and further distribute the Ohio Department of Health
Ounce of Prevention Tool Kit that includes resources for
obesity screening, education on prevention, assessment,
treatment and referral-based on best practice guidelines for
children ages birth to age six. Provide at least four formal
presentations to health professionals per year.

B. Complete development of Ounce of Prevention Toolkit for
children ages seven to eighteen. Provide at least four formal
presentations to health professionals per year.

C. Work with insurance providers to support physicians with
information on screening, patient counseling and behavior
change techniques.

D. Encourage and disseminate promising practices in
prevention, treatment, education and engagement.

E. Develop a marketing campaign to provide information and
resources on the importance of obesity prevention and
referrals for health care professionals.

F. Conduct research with health care providers on major
obstacles to measuring BMI and obesity prevention
treatment.

Lead Agency: Ohio Department of Health
Other Involved Agency: Ohio Department of Insurance

Objective D-3-c: By Dec. 31, 2011, increase trainings, education and
resource opportunities for primary care providers and other health
care professionals to promote obesity prevention.
Strategies:
A. Add nutrition, physical activity and obesity prevention related
coursework to medical school curriculum.
B. Work with training programs and certifying entities such as
medical and nursing licensing boards, to develop a plan for
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continuing educational requirements for physicians and
nurses in obesity prevention when renewing credentials.

C. Provide education about importance of nutrition during pre-
pregnancy year and post-partum/lactation period.

D. Train physicians to use expert recommendations for
prevention and treatment of obesity including the Ounce of
Prevention Toolkit. Increase number of physicians and health
providers trained in toolkit for children ages O to 6 from 179
to 215 by Dec. 31, 2010. Increase number of providers
trained in Ounce of Prevention Toolkit for children ages 7-18
from O to 150 by Dec. 31, 2010.

Lead Agency: Ohio Department of Health/Office of Healthy Ohio

Objective D-3-d: By Dec. 31, 2011, develop/expand specific program
approaches for the state Medicaid program including the Early
Periodic Screening, Diagnosis and Treatment Program (EPSDT) and
the State Children’s Health Insurance Program (SCHIP) to prevent
obesity in the Medicaid population and improve obesity-related
pediatric practice in the state.

Strategies:

A. Analyze results from ongoing Medicaid Technical Assistance
and Policy Program (MEDTAPP) research projects designed to
improve prevention and treatment of obesity in the Medicaid
population by incorporating best practices for addressing
obesity into the Medicaid program.

B. Participate in the review of existing expert recommendations
and develop guidelines for the prevention, assessment and
management of overweight and obesity for children,
adolescents and adults.

C. Explore the potential for policy incentives, improvement
initiatives and/or performance measures in managed care
contracts to cover weight management and prevention
services for children and adults and to evaluate progress.

D. Review Medicaid provider regulations to determine options for
coverage of obesity prevention services.

Lead Agency: Ohio Department of Job and Family Services
Other Involved Agency: Ohio Department of Health

Objective D-3-e: By Dec. 31, 2014, increase the number of insurance
providers and health care providers who conduct or participate in
research on obesity prevention, with a focus on at-risk populations,
and disseminate promising practices for the prevention of obesity.
Strategies:
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Work with universities and associations to support and
incentivize research efforts and encourage further
development of evidence-based recommendations and
guidelines to prevent obesity.

Work with research partners to encourage promising
practices in preventing obesity to be featured in professional
journals.

Encourage collaborations among academic institutions and
groups implementing obesity prevention activities to further
the understanding of effective obesity prevention programs
and policies.

Include additional obesity related analysis in existing
surveillance or evaluation activities (e.g. the Ohio Family
Health Survey).

Conduct statewide survey of families to understand the
largest barriers they face in supporting good nutrition and
physical activity in their family.

Lead Agency: Ohio Department of Health/Office of Healthy Ohio
(Community Wellness Alliance), Ohio Department of Health

Objective D-3-f: By Dec. 31, 2014, coordinate with insurers and
payers to offer health plans that encourage members to achieve a
healthy weight and lifestyle.

Strategies:

A.

D.

Determine the status of each insurance carrier in Ohio by
June 2010, with regard to coverage of prevention of
overweight/obesity benefits, treatments and procedures.
Develop evidence-based guidelines for health plans so they
can improve benefits available. Provide coverage, incentives
and programs for nutrition counseling, physician visits and
follow-up support to prevent obesity and address the unique
needs of special populations such as the disabled and older
adults.

Encourage the adoption of prevention services that
demonstrate the positive link between improved nutrition and
physical activity and productivity for at-risk employees;
provide incentives for employers who institute work site
wellness initiatives and healthy lifestyle programs for
employees.

Consider use of a rating/incentive system (e.g. gold star) for
those plans that include comprehensive benefits.

Lead Agencies: Ohio Department of Insurance and Ohio Department
of Health
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Objective D-3-g: By Dec. 31, 2014, develop strategies for community
health centers to increase obesity prevention activities.
Strategies:

A. Review existing services and community governance structure
to identify existing opportunities and barriers in promoting
obesity prevention.

B. Develop strategies based on findings to offer services to
improve nutrition and physical activity.

Lead Agencies: Ohio Department of Health, Ohio Department of Job
and Family Services
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Improving Worksite Environments

Improving Worksite Environments

Overview

The worksite is a prime area for providing supports to encourage
healthier lifestyles for employees and their families. Healthy workers
lead to a more productive workforce and reduce health care costs.
Because the current health care system is largely dependent on
employer-paid/subsidized health insurance, the incentives are well-
aligned for health improvement led by the employer.

Obesity in the workplace increases medical expenditures and
absenteeism.?8 Obesity is estimated to cost employers $13 billion
per year nationally.99 Per capita, obesity costs Ohioans $289 in
health care costs on an annual basis, the 11t-highest rate in
the country.100  Employees who are obese also have a higher
absenteeism rate than non-obese employees, and tend to be
less productive.101.102 Health, life and disability insurance
premiums are also higher for individuals who are obese.103 A
Duke University Medical Center study discovered that,
compared to non-obese employees, obese employees filed
double the amount of workers’ compensation claims, their
medical costs were seven times higher and were absent 13
times more often from work due to illness or work injuries.104
The state also has an interest in promoting healthier lifestyles
within its own employee population. Employee health benefits
are the second-largest state health expenditure behind
Medicaid. As of 2008, Ohio has approximately 180,000 state
employees; 19 percent of health plan participants generate 82
percent of the total state employee health care costs.105

Taking Action

Encouraging healthful habits presents an opportunity to

improve employees’ well-being, reduce the need for health

care services and help control costs. Employers generally see

a $3 return on every $1 invested in work site health care costs

in addition to $5 for every dollar resulting from lower

absenteeism within 5 years of initiation of worksite wellness
programs.19¢ Programs and policies focusing on improving physical
activity and nutrition are a critical way for employers to participate in
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wellness efforts. Workplaces can offer supportive environments by
offering such things as exercise facilities, nutritional information on
food items for purchase, discounts on healthy food purchases and
walking groups. Innovative approaches such as supporting local
farmers’ markets, and providing secure bicycle storage, an on-site
bicycle fleet for employee use, activity breaks, shower facilities and
free consultations with paid registered dietitians may also facilitate
promotion of physical activity and nutrition in the workplace. 107,108
Additionally, employers should consider policy changes that promote
healthy living including consideration of work time utilization and
flexible schedules that can promote improved nutrition or physical
activity.

Policies that support breastfeeding are another example of ensuring
employees and their families have improved health and contribute to
preventing obesity. Among employed women with children under age
three, approximately 70 percent work full time.19° One-third of
mothers return to work within three months after giving birth, and
two-thirds return within six months.110.111 Breastfeeding offers proven
health benefits, including reduced rates of obesity, for babies and
mothers, but women often find it difficult to continue breastfeeding
once they return to the workplace. Challenges include lack of break
time and inadequate facilities for pumping and storing human
milk.112 Worksites can offer support to nursing women through policy,
culture and appropriate accommodations. Providing
accommodations for breastfeeding offers tremendous rewards for the
employer in cost savings for health care, reduced absenteeism,
improved employee morale and employee retention.113 The United
States Breastfeeding committee reports that companies that have
adopted breastfeeding support programs have noted the following
benefitsil4;

e Cost savings of $3 per $1 invested in breastfeeding support.

o Less illness among the breastfed children of employees.

e Reduced absenteeism to care for ill children.

e Lower health care costs (an average of $400 per baby over

the first year).

e Improved employee productivity.

e Higher morale and greater loyalty.

e |Improved ability to attract and retain valuable employees.

e Family-friendly image in the community.115

Data is not yet available regarding the cost savings employers
achieve through breastfeeding support as an obesity prevention
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measure. However, the Centers for Disease Control estimates that
15-20% of obesity could be prevented through breastfeeding.116 It is
clear that in addition to cost savings achieved through the overall
health benefits of breastfeeding, additional savings would be realized
through the prevention of obesity and its related ilinesses.

Ohio Action to Date
Ohio has made progress in the worksite in recent years to improve
the health of employees. Examples of action to date include:

e All state agencies have an employee wellness committee that
is responsible for plan creation and program implementation
to improve staff health.

e The Healthy Ohio Business Council shares best practices for a
healthy workforce and a healthy economy.

e The Healthy Ohio Worksite awards recognize Ohio employers
that have implemented practices, policies and activities to
improve employee health.

e The State of Ohio’s employee benefits program is addressing
rising health care costs and declining employee wellness
levels through a new program called Take Charge! Live Well!
The program employs a continuum of strategies involving
preventive care, lifestyle behavior improvement and self-care.

e Various Ohio Department of Health programs including the
Women, Infants and Children program, are increasing
awareness of breastfeeding and its relationship to maternal
and child health, and the need for worksite support to
encourage breastfeeding.

e The Ohio Department of Mental Health has begun walking
programs, biggest loser competitions and healthier snack
options at their hospitals

e The Ohio Department of Natural Resources has a staff
wellness plan and walking trails around its main office.

e The Ohio Department of Health has regular messages on the
staff bulletin board, a fitness center funded completely
through membership fees, a city walking route book, in
addition to regular programming and activities directed to
staff.

e The Ohio Department of Development is allowing employees
to merge their two daily, 15- minute breaks with their lunch
hour, giving them a one and a half hour lunch. This
encourages employees to exercise by allowing them to eat,
work out, get showered and back on the job within their
allotted time.
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e The Ohio Department of Transportation offers education and
outreach efforts to improve physical activity, nutrition and
overall health. Examples include sessions for employees to
lose weight, exercise, stop smoking and make healthy food
choices, an annual health fair and a walking path for
employees, in addition to 10-week incremental walking clubs.

One innovative Ohio project involves 10 Ohio hospitals working to
create model healthy workforces as grant recipients of Hospitals as
the Healthiest Workplaces in Ohio from the Foundation for Healthy
Communities.117 Findings noted to date include:

e The most prevalent activities for hospitals to offer employees
are a health risk assessment, classes for behavior change or
wellness education and a regular information source such as
a newsletter or Web site.118

e The most popular incentives to encourage participation in
wellness programs include free health screenings and prizes
including gift cards and T-shirts.11°

e Health insurance discounts and medications, such as
smoking cessation patches, are offered by about half of the
10 programs.120

e Early results show many employees

engaged in their hospitals’ wellness \ \ N -
programs have lost weight, quit smoking ,
and begun exercising regularly as a result s

of the programs.’*

Ohio Action Moving Forward
With more than 5.4 million Ohioans employed,122

there is great potential for worksites to provide
significant leadership in the prevention and
reduction of obesity while investing in health and
productivity of employees. Given that individuals
spend a significant portion of their day at the
worksite, employers can maximize their impact
with targeted efforts.

Improving health at the worksite does not necessarily require
significant resources. Simple changes in policy and practice can have
considerable impact. Encouraging breastfeeding, using stairs and
encouraging other efforts to improve nutrition and physical activity
are low-cost, simple efforts that can be adopted easily. These types
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of changes can promote healthier worksite cultures and reduce
health care costs.

Goal 1: Improve physical activity options and
opportunities.

Physical Activity Objectives

Objective E-1-a: By Dec. 31, 2011, identify best practices and
develop resources for employers to improve physical activity at
worksites, including worksite facilities (i.e. showers on site), work day
flexibility and incentives for physical activity, policies and activities.
Strategies:

A. By December 2009, complete research regarding best
practices in the/sponsored by worksites to increase physical
activity.

B. ByJune 2010, identify worksites that have developed or
included activities, programs and policies that encourage
physical activity to/from and in the worksite.

C. By December 2011, complete and distribute resource list to
expand best practices to additional worksites, including state
agencies.

Lead Agency: Ohio Department of Health/Office of Healthy Ohio, Ohio
Department of Health/ Healthy Ohio Business Council

Goal 2: Improve nutrition and access to healthy food
choices and limit access to unhealthy food and

beverage choices.

Nutrition Objectives

Proposed Objective E -2-a: By Dec. 31, 2011, identify best practices
for improving food options in the workplace and develop resources for
nutrition improvements at worksites.
Strategies:
A. By December 2009, complete research regarding best
practices in the/sponsored by worksites.
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B. By June 2010, identify worksites that have developed or
included activities, programs and policies that encourage
improved nutrition in the worksite.

C. By December 2011, complete a resource list to expand best
practices to additional worksites, including state agencies.

Lead Agency: Ohio Department of Health/ Office of Healthy Ohio,
Ohio Department of Health/Healthy Ohio Business Council, Ohio
Department of Health

Objective E-2-b: By Dec. 31, 2011, more employers will support
breastfeeding-friendly policies.
Strategies:

A. Develop a plan to educate employers and employees on the
health and financial benefits of breastfeeding, including
approaches that reach small employers and low-wage
workers.

B. Collaborate with the Healthy Ohio Business Council to
encourage businesses to adopt worksite lactation programs,
using such tools as the Health Resource Services
Administration, Maternal and Child Health Bureau’s
Breastfeeding in the Workplace: A Federal Resource Kit for
guidance.

C. Encourage grantees of Ohio Department of Health to work
with local employers to adopt worksite lactation programs
and/or breastfeeding-friendly employment practices.

D. Recognize businesses with breastfeeding-friendly policies
through the Healthy Ohio Worksite Award or separate
mechanism.

E. Encourage and support, through information sharing and
communication strategies, lactation support at worksites,
including state agencies.

Lead Agencies: Ohio Department of Health/Office of Healthy Ohio,
and Ohio Department of Health/Healthy Ohio Business Council, Ohio
Department of Administrative Services

Goal 3: Improve the coordination of policy and
resources directed to the prevention and reduction of
obesity, especially among those populations most at
risk.
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Coordination, Policy and Resources Objectives

Objective E-3-a: By Dec. 31, 2009, increase participation in Take
Charge! Live Welll, the program to improve the health of state
employees and their dependents enrolled in a state health plan.
Strategies:

A. Promote participation in health assessments, health
coaching, online lifestyle change programs, chronic condition
management and worksite biometric screenings.

B. Enhance communication regarding Take Charge! Live Well! by
launching an enhanced web site and developing videos to
promote the program to state employees.

C. Work with the wellness coordinators in each state agency to
offer quarterly worksite events that will promote health,
including increased physical activity and healthy weight.

Lead Agencies: Ohio Department of Administrative Services

Objective E-3-b: By Dec. 31, 2009, develop materials to encourage
employee wellness programs to focus on the whole family.

Strategies:
A. Create a plan to help employers promote wellness programs

for the entire family and identify examples of the benefits for
employees with healthy families or families that participate in
employer programs.

B. Develop information and recommendations for employers
encouraging the selection of health plans that incorporate
effective healthy weight and weight reduction programs for
children and families.

C. Enhance or add to the Healthy Ohio Healthy Worksite award a
component that includes efforts to reduce childhood obesity
by encouraging healthy behaviors in employees and families
in worksite wellness programs.

D. Establish or promote worksite environments that are
breastfeeding friendly.

Lead Agency: Ohio Department of Health/Office of Healthy Ohio, Ohio
Department of Health/Healthy Ohio Business Council

Objective E-3-c: By Dec. 31, 2009, continue and strengthen efforts to
improve the health of state employees through agency wellness
committees.

Strategies:
A. Continue established staff wellness committee at each state
agency site.
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B. Support participation in and efforts of staff wellness
committee.

C. Continue quarterly meetings of interagency staff wellness
work group to share best practices, innovation and to further
coordinate efforts where possible.

D. Recognize the submission of wellness plans annually from all
cabinet-level state agencies.

Lead Agency: Ohio Department of Administrative Services, Ohio
Department of Health
Other Involved Agencies: All state agencies.

Objective E-3-d: By Dec. 31, 2010, an additional 10 percent of
employers in the State of Ohio will apply for the Healthy Ohio Worksite
award.

Strategy:

A. The Healthy Ohio Business Council will expand solicitation of
nominations for the Healthy Ohio Worksite Award to include
more small businesses, employers of low-income workers and
businesses utilizing emerging trend and best practice data for
health program development and practices that support a
healthy lifestyle.

Lead Agency: Ohio Department of Health/Healthy Ohio Business
Council

Objective E-3-e: By Dec. 31, 2010, develop and implement a
comprehensive obesity prevention program for state employees and
their dependents.

Strategies:

A. Select a population health management vendor whose
responsibilities will include the development of a worksite
obesity prevention health action program.

B. Develop the program and coordinate with other state
agencies to implement the program.

C. Explore the feasibility of changes with vendor contracts to
improve food choices available on worksite grounds of state
agencies. Review existing smart choice employer-based
vending and cafeteria programs and collaborate with National
Governor’s Association (NGA) on resource development and
funding opportunities.

Lead Agencies: Department of Administrative Services, Ohio
Department of Health/Office of Healthy Ohio
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Other Involved Agencies: Rehabilitative Services Commission, Ohio
Department of Health/Office of Healthy Ohio (Community Wellness
Alliance)

Objective E-3-f: By Dec. 31, 2010, the Healthy Ohio Business Council
award criteria will be reviewed and expanded to include additional
components related to improving physical activity and nutrition,
including breastfeeding support.

Strategy:

A. The Healthy Ohio Business Council will review the Ohio
Obesity Prevention Plan and other research and determine
additional components for inclusion in the Healthy Ohio
Business Council Award application.

Lead Agency: Ohio Department of Health/Healthy Ohio Business
Council

Objective E-3-g: By Dec. 31, 2011, increase the number of employers
providing environments that support wellness, healthy food choices
and physical activity.

Strategies:

A. Further develop and promote the business case for
supporting worksite programs that support healthier eating
and increased physical activity in collaboration with
representatives of the employer community and the Healthy
Ohio Business Council.

B. Encourage participation in regional Healthy Ohio Business
Councils, which provide informational resources and
networking to improve employer supported wellness
programs.

C. Develop a list of resources and/or toolkits for worksites to be
promoted and posted on the Healthy Ohio Business Council
Web site.

D. Encourage employers to adopt policies such as: providing
healthier food and beverage options with value pricing in both
cafeterias and vending machines to make them more
desirable; establish wellness committees; establish access to
farmers’ markets or farm stand programs at the workplace;
encourage and provide time for physical activity breaks;
implement stair promotion programs; support incentivized
employee wellness programs; alternative work schedules to
allow for exercise; provide healthy foods for staff meetings
and conferences; and establish fithess centers or make
equipment available.
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E. ldentify and/or develop specific tools to collect baseline data
to evaluate progress.
Lead Agencies: Ohio Department of Health, Ohio Department of
Health/Healthy Ohio Business Council
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Improving Government Agency
Response and Coordination

Improving Government Agency Response and
Coordination

Overview
Perhaps more than any other single entity, government has the

potential to improve the health of its residents through policy and
systems changes and through public awareness of obesity. The
obesity epidemic’s humerous consequences are seen not only in poor
health outcomes but in a threat to the sustainability of the health
care system, fiscal health and overall quality of life of Ohioans.
Preventing obesity will require a broad-based approach with strong
leadership and commitment from various partners for progress to
occur.

Gov. Ted Strickland’s Healthy Ohio initiative is an important step in
linking the role health plays in the economy and quality of life. The
initiative has increased coordination among Ohio’s government
agencies and created new partnerships to achieve the common goals
of improving the health of Ohioans, reducing the prevalence of
obesity and preventing chronic disease. Improving coordination and
communication across state agencies will advance the prevention
and reduction of obesity by establishing priorities, targeting efforts
and sharing resources. Through collaboration and a common
message, the impact of each agency and its programs can be
maximized and enhanced at the state, regional and local levels
creating a tipping point toward increased physical activity and
improved nutrition leading to a culture of healthier living.

Taking Action
State and local governments can provide leadership through fostering

and supporting initiatives that improve health. The Institute of
Medicine’s report, What Government Can Do to Respond to
Childhood Obesity notes several specific components of an effective
government response, including providing leadership and sustained
commitment, evaluating policies and programs, monitoring progress
and conducting research and disseminating promising practices.123
Another Institute of Medicine report, Focus on Childhood Obesity,
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noted that state government can expand and promote opportunities
for physical activity through changes to ordinances, capital
improvement and other planning processes; work with communities
and support partnerships that expand availability of and access to
healthful foods; and increase resources and strengthen policies that
promote opportunities for physical activity and healthful eating in
communities, neighborhoods and schools. 124

When it comes to obesity prevention, state government can yield
significant influence by improving state policy related to health.
Specifically, policy actions and decisions should be viewed through
the lens of improving the health of residents. Particular attention
should be paid to policies that impact nutrition and physical activity
opportunities. State government can also provide leadership to local
governments as they consider policy and action. Examples of policy
areas for potential impact include improvements in the quality of
foods available at agencies and schools and enhancements to the
infrastructure of the built environment to promote more active living.
Other states’ efforts to impact obesity have included the following
policies:

e Restricting and limiting the types of food sold at certain
locations (i.e. schools).

e Restricting specific ingredient types in foods, such as
eliminating trans fat.

e Establishing requirements for school districts related to
physical activity, physical education and nutrition.

e Requiring caloric information on restaurant menus.

e Focusing and supporting breastfeeding initiatives, as
breastfeeding has been demonstrated to prevent obesity.

e Changing urban planning efforts to improve physical activity
and quality nutrition opportunities.

e Concentrating efforts to improve worksite wellness.

e Developing social marketing and other messaging campaigns.

e Providing publically funded food programs offering access to
high quality, nutrient-rich foods (e.g. WIC, senior meal
programs).

e Creating food pricing strategies that encourage consumption
and purchase of healthy foods.

e Ensuring coordination between transportation and
opportunities for physical activity and quality nutrition (i.e.
recreational facilities and farmers’ markets).

e Encouraging design features of new construction that
encourages physical activity.
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e Supporting integration and connection of foot and bicycle
pathways to roadways.
e Providing incentives for employers to encourage worksite
wellness.
Successful efforts include strong partnerships linking natural allies in
obesity prevention to improve the use of resources and maximize
results.

Ohio Action to Date

Ohio has taken some noteworthy steps
to tackle the obesity epidemic.
Numerous state agencies have
addressed the need to improve nutrition
and physical activity in their policies,
procedures and programs. The
development of the Ohio Obesity
Prevention Plan is an essential next
step in coordinating efforts to maximize
resources and avoid duplication of
effort. Other Ohio efforts to improve
government response to obesity have
included:

e Creation of Healthy Ohio
Advisory Council to work collaboratively with public and
private partners on health promotion, disease prevention and
health equity.

o Development of policy requirements related to physical
education in schools to ensure students meet minimum
standards.

e Establishment of numerous local level efforts by health
departments, employers, schools and communities to
improve the health of local populations.

e Implementation of screening and counseling on obesity by the
Women, Infants, and Children program (WIC) for
parents/guardians on obesity in children ages 2-5 years.
Targeted counseling is provided based on an individual’s
nutritional/medical risk condition which may include
overweight or at risk of becoming overweight. Appropriate
referrals are made.

e Distribution of new WIC food packages (effective Oct. 1,
2009,) will offer fruits and vegetables and whole grains in
order to increase dietary fiber and decrease caloric intake.
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Food packages for exclusively breastfeeding mothers have
been also been enhanced.

e Participation of the Women, Infants and Children program, the
Ohio Department of Health’s Cardiovascular Health program
(with CVH and Ounce of Prevention partner) on federal block
grant performance measures addressing childhood obesity,
including data collection efforts.

e Creation of the Healthy Heroes Activity Box pilot project, a box
containing a physical activity book, a DVD with four short
segments on healthy eating and being active, an activity toy
and WIC coloring book. The intervention involves pre and
post surveys, two face-to-face visits with a health professional
that includes weight checks and BMI status and completion of
some simple activities involving reading, viewing the DVD,
being active and healthy eating. This pilot continues through
the end of 2009. Results of pilot will be available in 2010.

Ohio Action Moving Forward
The Ohio Obesity Prevention Plan represents a focused effort to

coordinate and respond to the obesity epidemic in Ohio. One of the
major tenants of the plan is that a greater public health impact can
be made through coordinating efforts, improving the use of resources
and including health consequences of decision-making at every level.
The Ohio Obesity Prevention Plan encourages Ohio to consider more
aggressive action in obesity and its consequences. Specific items for
consideration will include:
e Consideration of policy related to foods available to children.
e Consideration of policy to ensure more physical activity
opportunities for children.
e Improvement of the built environment to expand and/or
improve physical activity opportunities.
e Development, expansion and distribution of Ohio’s rich
agricultural resources to all communities.
e Consideration of health consequences in policy and budget
decision-making, including areas not traditionally considered
as health expenditures.

A comprehensive statewide effort will lead to prevention and
reduction of obesity. To the extent that this is achieved, the state will
improve Ohioan’s health and its fiscal health through improved
productivity, improved academic outcomes and reduced medical
expenditures. Further, at this time in our state’s history, there is a
high level of public interest in this issue at the individual and
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organizational level. There is significant national attention and
resources paid to the issue that can further inform and impact Ohio’s
effectiveness to reduce obesity.

Goal 3: Improve the coordination of policy and
resources directed to the prevention and reduction of
obesity, especially among those populations most at
risk.

Coordination, Policy and Resources Objectives

Objective F-3-a: By spring 2009, create a plan for launching and
distributing the Ohio Obesity Prevention Plan in conjunction with the
obesity prevention social marketing campaign.
Strategies:
A. Prepare plan for web site and electronic distribution.
B. Determine appropriate public affairs role for governmental
leadership in the release and implementation of the plan.
C. Work with public information offices to ensure coordinated
release of plan.
D. Prepare and publish hard copy of report.
E. Coordinate report release with other state wide events as
appropriate (i.e. Obesity Prevention month).
Lead Agency: Ohio Department of Health/Office of Healthy Ohio

Objective F-3-b: By July 31, 2009, form the Ohio Community Wellness
Alliance as part of the Healthy Ohio Advisory Council. This public-
private partnership will establish a framework to implement and
evaluate progress toward the goals of the plan, including integrating
efforts directed at obesity prevention.

Strategies:

A. Develop strategic public/private partnerships at national,
state and local levels to: implement and update the state
plan; to convene and coordinate existing related obesity
prevention efforts; to better leverage funding (public and
private); and decrease duplication and increase efficiency
among statewide efforts to prevent obesity.

B. Create a process, including forming subcommittees, to
monitor progress and ensure state plan strategies are being
implemented.
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Develop recommendations based on the plan for priority
areas for biennial funding decisions.

Develop and promote common criteria for use by public and
private organizations in identifying obesity prevention grant
opportunities and in awarding obesity prevention grants to
align programs, resources and evaluation.

Coordinate regional meetings and campaigns to promote the
state action plan with others engaged in obesity prevention.
Develop and disseminate regular reports, at least annually, to
stakeholders and to the governor regarding plan
implementation.

Lead Agency: Healthy Ohio Advisory Council
Other Involved Agency: Ohio Department of Health/Office of Healthy
Ohio (Community Wellness Alliance)

Objective F-3-c: By Dec. 31, 2009, develop a plan for comprehensive,
continuous and reliable surveillance and evaluation systems to
facilitate data-driven decisions and monitor overweight, obesity,
related risk factors and progress toward achieving the goals outlined
in the Ohio Obesity Prevention Plan.

Strategies:

A.

o

Continue and expand (if funding is available) the monitoring
of overweight, obesity and TV viewing habits among third
grade and seventh grade students

Utilize existing data sources to monitor and provide timely
reports on overweight and obesity and their risk factors
among various populations (e.g., Pediatric Nutrition
Surveillance System, Pregnancy Risk Assessment Monitoring
System, Youth Risk Behavior Survey and National Survey of
Children’s Health).

Identify surveillance gaps and plan to remedy the gaps.
Engage in continuous quality improvement of data systems
including routine evaluation of systems.

Seek sustainable funding for the continuation of surveillance
of childhood overweight and obesity and related risk factors
Provide local-level data to communities whenever possible.
Identify measurable process indicators and performance
outcomes.

Ensure data sources for all indicators and outcomes.
Analyze data, prepare reports and use findings to improve
programs and identify promising practices.

Communicate findings to stakeholders.
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Lead Agencies: Ohio Department of Health/Office of Healthy Ohio
(Community Wellness Alliance) and Ohio Department of Health

Objective F-3-d: By Dec. 31, 2009, identify additional interagency
partnerships for opportunities to promote progress toward the plan.
Strategies:

A. Inventory existing state agency programs that currently fund
nutrition or physical activity opportunities and assess current
and potential effectiveness in reaching plan goals.

B. Identify opportunities for collaboration to increase efficiency
and ensure progress toward goals.

C. Develop partnerships with other agencies and nonprofits, for
example, Ohio State Cooperative Extension Program, to
advance the vision of the Ohio Obesity Plan.

Lead Agency: Ohio Department of Health/Office of Healthy Ohio
(Community Wellness Alliance)

Objective F-3-e: By Dec. 31, 2009, create a centralized database for
the Healthy Ohio Web site of existing obesity prevention activities
occurring across the state and of referral listings for obesity
prevention services.

Strategies:

A. Continue and expand efforts to collect information on current
obesity prevention programs, including developing a template
and incentive process for collecting updates and identifying
programs using evidence-based or promising practices.

B. Develop and implement a plan for maintenance of the
database.

C. Collect and post contact information for referrals to obesity
prevention services.

Lead Agency: Ohio Department of Health/Office of Healthy Ohio

Objective F-3-f: By Dec. 31, 2009, review opportunities available
through programs and incentives at the Ohio Department of
Development to promote healthy communities and families including,
among others, those that tend to facilitate and encourage increased
physical activity and access to healthy food choices.

Strategy:
A. Review existing programs and identify strategies that could
facilitate healthier lifestyles.
Lead Agency: Ohio Department of Development
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Objective F-3-g: By Dec. 31, 2011, develop a plan to align social

marketing and other public messaging used among state agencies as
it relates to obesity.

Strategies:
A. Determine areas of possible alignment related to obesity
prevention.

B. Determine possibility of consistent message for state agencies
regarding obesity prevention.

C. Ensure messages are appropriate for all population groups in
Ohio.

Lead Agency: Ohio Department of Health/Office of Healthy Ohio

Objective F-3-h: By Dec. 31, 2011, encourage or require the use of
evidence-based and/or promising practices in all Ohio Department of
Health programs funding nutrition, physical activity or other obesity
prevention related activities. Programs will review, and revise if
necessary, existing relevant program and grant-making criteria to
promote evidence-based and promising practices to prevent obesity.
Strategies:

A. Make readily available and promote a listing of evidence-
based and promising intervention practices to prevent obesity
gathered by The Office of Healthy Ohio, in coordination with
other department programs.

B. Review and revise, if necessary, existing relevant program
and grant-making criteria to promote evidence-based and
promising practices to prevent obesity.

C. Encourage and support local health departments in
responding to local obesity trends through existing Ohio
Department of Health programs and opportunities.

Lead Agency: Ohio Department of Health

Objective F-3-i: By Dec. 31, 2011, research policy issues, consider
specific policy changes and incentives and make recommendations
related to the availability of improved nutrition (including
breastfeeding support).

Strategies:

A. Develop resources or progress reports of issues related to
plan implementation that could be useful for informing public
policy.

B. Develop an understanding of effective policies nationally,
where implementation has been effective in changing the
health of individuals and communities.
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C. Develop approaches to increase awareness of the Ohio
Breastfeeding in Public law (Sec. 3781.55).
Lead Agency: Ohio Department of Health/Office of Healthy Ohio
(Community Wellness Alliance)

Objective F-3-j: By Dec. 31, 2011, develop a health impact
assessment tool for use by state agencies and other entities to
objectively evaluate the potential health effects of a project or policy
before it is implemented or built.

Strategies:

A. Review existing tools to determine a tool which could be
adopted for various programs to use to encourage
consideration of health impact during decision-making
process.

B. Make recommendations for incentives to promote the use of
the health impact assessment tool by agencies outside the
traditional public health arena.

Lead agencies: Ohio Department of Health/Office of Healthy Ohio
Other Involved Agencies: Ohio Department of Health/Office of Healthy
Ohio (Community Wellness Alliance), Ohio Department of
Transportation

Objective F-3-k: By Dec. 31, 2011, align nutrition and physical activity
programs with the goals and priorities of the state’s obesity
prevention plan.

Strategies:

A. Evaluate success of existing grant programs to local
communities for obesity prevention-related efforts and modify
or continue local assistance projects to implement multi-
sectoral system, policy and environmental changes for obesity
prevention efforts.

B. Review existing Ohio Department of Health programs and
incorporate the Ohio Obesity Prevention Plan goals and
priorities into relevant programs and initiatives.

C. Partner with local health departments and community-based
organizations to develop training materials and protocol to
create and implement systems, policy and environmental
changes at the local level.

Lead Agency: Ohio Department of Health

Objective F-3-I: By Dec. 2014, explore, consider, and develop a plan
for incentivizing policies and practices that encourage and support

availability and purchase of healthy foods.
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Strategijes:

A. Become familiar with pending tax incentive proposals that support
healthy foods in known food deserts.

B. Consider differential fee structure for vendors to encourage
healthy food choices.

C. Encourage efforts for community garden development and
maintenance.

Lead Agencies: Ohio Department of Health/Office of Healthy Ohio,
Ohio Department of Development, Ohio Department of Agriculture.
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Conclusion

Ohio and the nation are experiencing obesity epidemics that are
threatening the health of our children, the productivity of our workers,
the vitality of our communities, the affordability of our health care
system and our overall quality of life. Overweight and obesity are
imminent public health and financial threats that require coordinated
strategies to improve the health of our state. The Ohio Obesity
Prevention Plan is evidence of a coordinated planning process and
will require diligence and measurement efforts to ensure that state
agencies and local communities are achieving the goals of improved
physical activity opportunities; improved nutrition and access to
healthy food choices and limited access to unhealthy food and
beverage choices; and improved coordination of policy and resources
directed to the prevention and reduction of obesity, especially among
those populations most at risk.
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Definitions

Active Community Environment (ACE): As defined by the CDC, ACEs
are places where people of all ages and abilities can easily enjoy
walking, bicycling and other forms of recreation. ACEs support and
promote physical activity; have sidewalks, on-street bicycle facilities,
multi-use paths and trails, parks, open space and recreational
facilities; promote mixed-use development and a connected grid of
streets, allowing homes, work, schools and stores to be close
together and accessible by walking and bicycling. The availability of
these characteristics can play a significant role in promoting or
discouraging physical activity.125

Active Transportation: Active transportation includes any method of
travel that is human powered, but most commonly refers to walking
and bicycling.126

Appalachia: The Appalachian Regijon, as defined in the legislation
from which the Appalachian Regional Commission derives its
authority, is a 200,000-square-mile region that follows the spine of
the Appalachian Mountains from southern New York to northern
Mississippi. It includes all of West Virginia and parts of 12 other
states: Alabama, Georgia, Kentucky, Maryland, Mississippi, New York,
North Carolina, Ohio, Pennsylvania, South Carolina, Tennessee and
Virginia. In Ohio, the Appalachian region is located in the
Southeastern area of the state and the communities within the region
have high poverty rates and low economic opportunities.127

Body Mass Index: Body mass index (BMI) is a number calculated
from a person's weight and height. BMI provides a reliable indicator of
body fat ratio for most people and is used to screen for weight
categories that may lead to health problems.128

Breastfeeding Support: Educational efforts provided to women
prenatally as well as breastfeeding education, breast pumps and
accessories, peer helpers and referrals that are provided postpartum
in an effort to encourage and sustain breastfeeding infants as the
primary mode of nutrition.
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Brownfields: Abandoned, idled or under-used real property where
expansion or redevelopment is complicated by the presence or
potential presence of environmental contamination.12®

Built Environment: References the man-made surroundings that
provide the setting for human activity, from the largest-scale civic
surroundings to the smallest personal place.

Choice Food Pantry: The client choice model allows clients to
participate in choosing for themselves which foods they will take
home. Well-operated choice pantries are conceptually similar to a
grocery store: a full array of available goods is displayed and clients
are permitted to browse and “shop” for what they want and need. In
pantries with limited physical space, clients may be provided with a
list of available food and they choose what items they want; pantry
staff members or volunteers then assemble the clients’ food bags or
boxes based on client selections.130

Community Coalition: Local groups that maintain a coalition that
includes representation from all local health departments and from
all settings; members from populations and communities identified
as high need as well as appropriate agencies, organizations and
providers.

Complete Streets: Complete streets are designed and operated to
enable safe access for all users. Pedestrians, bicyclists, motorists and
transit riders of all ages and abilities must be able to safely move
along and across a complete street. Instituting a complete streets
policy ensures transportation agencies routinely design and operate
the entire right of way to enable safe access for all users. Places with
complete streets policies are making sure their streets and roads
work for drivers, transit users, pedestrians and bicyclists, as well as
for older people, children and people with disabilities. A multimodal
development of streets is one that includes built-in bike paths,
pedestrian access, good lighting and multi-use sidewalks that are
wider and paved instead of concrete.131

Comprehensive Plan: A written plan compiled by a diverse group of
participants that contains strategies to address obesity related health

concerns for a community.

Environmental Change: Refers to changes in both the social, cultural
and political environment, as well as the physical environment, at the
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community level; a change in organizational practice or policy. For
example, marked walking routes added in communities or at
worksites.

Evidence-based Practice: Applying the best available research results
(evidence) when making decisions about health care. Health care
professionals who perform evidence-based practice use research
evidence along with clinical expertise and patient preferences.132

Federal Qualified Health Center (FQHC): is a benefit under Medicare
that went into effect Oct. 1, 1991, when Section 1861 (aa) of the
Social Security Act (the Act) was amended by Section 4161 of the
Omnibus Budget Reconciliation Act of 1990. FQHCs are “safety net”
providers such as community health centers, public housing centers,
outpatient health programs funded by the Indian Health Service, and
programs serving migrants and the homeless. The main purpose of
the FQHC program is to enhance the provision of primary care
services in underserved urban and rural communities.133

Food Deserts: A geographic region that lacks the financial means or
has no close access to healthy foods; generally the area is large and
isolated.

Healthy Weight: Body mass index for a child that is greater than or
equal to the 5th percentile, but less than the 85th percentile, for
children of the same age and sex, or a child with a greater or lesser
BMI percentile who has been screened by a physician and found to
be at low risk.134 Adults who have a body mass index (BMI) between
18.5-24.9. A male who is 5’9" (average height) the approximate
range for a healthy weight in pounds would be 121-163. A woman
who is 5’4" (average height) and weighs around 108-144 pounds
would be considered at a healthy weight.135

Lead Agency: State government agency that will coordinate efforts of
the Ohio obesity prevention plan’s implementation. Accountability of
accomplishing the goals and objectives will be directed by the lead
agency to other involved agencies. Other involved agencies may be
characterized as stakeholders and include Ohio-based businesses,
industries, nonprofits, schools, hospitals, etc.

Medical Nutrition Therapy: “Nutritional diagnostic, therapy, and
counseling services for the purpose of disease management which

are furnished by a registered dietitian or nutrition specialist”.136
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Meta-analysis: A way of combining data from many different research
studies. A meta-analysis is a statistical process that combines the
findings from individual studies.137

Obese: Body mass index for a child that is greater than or equal to the
95th percentile for children of the same age and sex.138 Adults with a
body mass index (BMI) of 30 and above. A male who is 5’9" (average
height) and weighs above 196 pounds would be considered obese. A
woman who is 5'4” (average height) and weighs above 174 pounds
would be considered obese.13°

Objectives: Specific, measurable, attainable and limited to a single
result obtained through completion of planned activities. An objective
must identify who or what will change, by what time line (date) the
change will occur and how much it will change. The indicator in the
objective must reflect a measurable outcome for which data are
available. Measurable objectives have a completion date; i.e., a
specific point in time when the objective is to be completed for
evaluation.

Other Involved Agencies: Any interested stakeholders/organization(s)
that have an interest in taking a role in conjunction with the lead
agency to accomplish the goals and objectives set forth in the Ohio
obesity prevention plan.

Overweight: Body mass index for a child that is greater than or equal
to the 85th percentile, but less than the 95th percentile, for children
of the same age and sex.140 Adults that have a body mass index
(BMI) range of 25.0-29.9. A male who is 5’9" (average height) the
approximate range for overweight in pounds would be 164-195. A
woman who is 5’4" (average height) and weighs around 145-173
pounds would be considered overweight.141

Physical Activity: “Any bodily movement produced by skeletal
muscles that result in energy expenditure.”142

Policy Change: A shift in the formal operations of organizations
and/or governmental institutions that allows new or different
activities to occur and thrive. These shifts may arise from information
sharing, community participation, professional input, compromise
and consensus-building and are usually the result of effective
advocacy.
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Population-based: Population-based practice reflects the priorities of
the community. Community priorities are determined through an
assessment of the population’s health status and a prioritization
process.143

Risk: A way of expressing the chance that something will happen. It is
a measure of the association between exposure to something and
what happens (the outcome). Risk is the same as probability, but it
usually is used to describe the probability of an adverse event.144

Rural: According to official U.S. Census Bureau definitions, rural areas
comprise open country and settlements with fewer than 2,500
residents.145

Screening: Using tests or other methods of diagnosis to find out
whether a person has a specific disease or condition before it causes
any symptoms. For many diseases (for example, cancers), starting
treatment earlier leads to better results. The purpose of screening is
to find the disease so treatment can be started as early as
possible.146

Smart Growth: Zoning for new developments and revitalizing
communities, including compact and mixed-use zoning, affordable
housing, thriving retail, transit-oriented development, urban infill,
walkable and bikable street design and green building practices.

Stakeholder: Person, group or organization that has direct or indirect
stake in an organization because it can affect or be affected by the
organization's actions, objectives, and policies.147

Suburbs: Closely settled residential areas on the outskirts of a city.148
Sustainability: Ensuring that an effort or change lasts.

Systems Change: A permanent change to the policies, practices and
decisions of related organizations or institutions in the public and/or
private sector.

Systematic Review: A summary of the clinical literature. A systematic
review is a critical assessment and evaluation of all research studies
that address a particular clinical issue. The researchers use an
organized method of locating, assembling and evaluating a body of
literature on a particular topic using a set of specific criteria. A
systematic review typically includes a description of the findings of
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the collection of research studies. The systematic review may also
include a quantitative pooling of data, called a meta-analysis.149

Urban: The Census Bureau defines an urbanized area wherever it
finds an urban nucleus of 50,000 or more people. They may or may
not contain any individual cities of 50,000 or more. In general, they
must have a core with a population density of 1,000 persons per
square mile and may contain adjoining territory with at least 500
persons per square mile.150

Walking School Bus: A group of children walking to school with one or
more adults.151
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Governor’s Directive

TED STRICKLAND

GOVERNOR
STATE OF OHIO

Directive to the Ohio Department of Health
September 19, 2008

Developing an Ohio Obesity Prevention Plan

1. Ohio is Committed to Improving the Health of Its Citizens. The
staggering rise of obesity is contributing to chronic conditions such as
heart disease and diabetes, as well as an unsustainable growth in health
care costs. Ohio recognizes that educating Ohioans about the effects of
obesity will create a better quality of life, assure a more productive
workforce, and contribute to a more efficient and cost-effective use of
medical services.

2. Collaborative Efforts Across State Government Will Help Address the
Complex Barriers Contributing to Obesity. Poor nutrition and lack of
physical activity are the major causes of obesity and resulting chronic
conditions. These preventable chronic conditions, caused by obesity and
other contributing factors, account for at least 75% of health care
expenditures and are a leading cause of death for Ohioans. The State is
committed to developing policies that address obesity through
encouraging and enabling increased physical activity and promoting
healthier food choices in local communities, places of employment and
schools.

3. Development of an Ohio Obesity Prevention Plan. In order to ensure that
state agencies, boards and commissions (“state agencies”) are
incorporating obesity prevention strategies into their programs and
initiatives, I hereby direct the Ohio Department of Health's Office of
Healthy Ohio (the “Office” to develop a comprehensive, multi-faceted
obesity prevention plan (“the plan®) and to present it to me by March 31,
2009. In developing the plan, the Office shall review and evaluate
existing information and plans on obesity prevention. The plan should:

(Page 1 0f 3)
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. Develop goals and recommendations to support and enhance specific

actionable obesity prevention measures for the residents of this State,
with particular attention to children and adolescents;

. Address specific areas including, but not limited to, creating school and

employer strategies to improve student and employee health by
reducing obesity, supporting communities that encourage more active
lifestyles, improving the availability and consumption of healthy foods,
increasing physical activity levels of Ohioans, and partnering with the
medical community in the early identification and prevention of
obesity;

Formulate strategies and goals on policy and system changes that will
encourage long-term sustainability and address high-risk populations;

. Develop policy or administrative recommendations that can be

implemented by the State and local communities to prevent and reduce
obesity;

. Create a five (5) year timeline for measuring specific and realistic goals

and objectives regarding the State’s progress in achieving the goals of
the Council in reducing obesity among Ohioans and creating healthier
lifestyle choices;

Identify individual and organizational responsibility for implementing
specific action steps that are included in the plan.

. Btakeholder Participation in Obesity-Prevention Plan Development. In
developing the plan, the Office shall consult with and obtain assistance
from:

a.

The Directors, or their designees, at the following state agencies:
Administrative Services, Development, Drug and Alcohol Addiction
Services, Education, Health, Insurance, Job and Family Services,
Mental Health, Natural Resources, Public Safety, Public Works,
Transportation and any other appropriate state agency;

. Representatives of public or private sector entities that:

i focus on nutrition, physical activity and physical education;

il promote the health and well-being of ethmcally diverse and
economically disadvantaged Ohioans;

(Page 2 of 3)
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Ohio Obesity Prevention Plan

Summary Objective List, Sorted by Goal and Timeline

Reference
Number in
Timeline Setting Objective Lead Agency Plan
By Dec. 31, 2009, develop and
promote a statewide trail plan,
Immediate linking local and regional plans,
(to be including priorities for trail
completed Communities and | completion, anticipated time lines
by Dec. 31, the Built and identification of implementation | Ohio Department of
2009) Environment funding. Natural Resources B-1-a
By Dec. 31, 2009, begin and
Immediate expand marketing and promotional
(to be programs to encourage Ohioans to
completed Communities and | get physically active using Ohio’s
by Dec. 31, the Built trails, parks and other natural Ohio Department of
2009) Environment resources. Natural Resources B-1-b
Short term
(to be By Dec. 31, 2011, develop plans to Ohio Departments of
completed Communities and | make communities more accessible | Transportation,
by Dec. 31, the Built for active transportation such as Natural Resources
2011) Environment walking and bicycling. and Health B-1-c
By Dec. 31, 2011, identify best
practices and develop resources for
employers to improve physical Ohio Department of
Short term activity at worksites, including Health/Office of
(to be worksite facilities (i.e. showers on Healthy Ohio, Ohio
completed site), work day flexibility and Department of
by Dec. 31, incentives for physical activity, Health/Healthy Ohio
2011) Worksite policies and activities. Business Council E-1-a
By Dec. 31, 2012, increase the
number of children walking or bike
riding to school by 5 percent in
communities funded for Safe
Routes to School programs by
Long term supporting infrastructure
(to be improvements (such as sidewalks
completed Communities and | and bike paths) and programmatic
by Dec. 31, the Built components (such as walking Ohio Department of
2014) Environment school buses). Transportation B-1-d
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Long term
(to be completed

Communities
and the Built

By Dec. 31, 2014, at least 40 Ohio
counties will have made an
improvement in physical activity

Ohio Department of

by Dec. 31, 2014) | Environment opportunities available in the county. | Health B-1-e:
By Dec. 31, 2014, encourage and
expand safe, accessible and
affordable opportunities for

Long term increased physical activity for at-risk

(to be completed Individuals and | populations including persons with Ohio Department of

by Dec. 31, 2014) | Families disabilities. Health C-1-a
By Dec. 31, 2014, increase the

Long term proportion of schools that increase Ohio Departments of

(to be completed Schools and physical activity throughout and after | Education and

by Dec. 31, 2014) | Child Care the school day. Health A-l-a
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Reference
Number in
Timeline Setting Objective Lead Agency Plan
By Dec. 31, 2009, leadership of the
Ohio Department of Education will
identify and communicate with
federal partners regarding increasing
United States Department of
Immediate Agriculture (USDA) meal
(to be reimbursements to support the Ohio Departments of
completed by Schools and provision of high quality nutritious Education and
Dec. 31, 2009) Child Care meals in schools. Health A-2-a
By Dec. 31, 2009, increase access to
fresh and healthy food for all
Immediate Ohioans through support of Ohio Ohio Department of
(to be Communities farmers’ markets by creating a Agriculture and Ohio
completed by and the Built farmers’ market management State University
Dec. 31, 2009) Environment network. South Centers B-2-a
By Dec. 31, 2009, identify rural and
urban food deserts in Ohio and by
2015, decrease these areas by 10
percent by providing access to Ohio Department of
Immediate healthy local foods. Note: The Ohio Agriculture, Ohio
(to be Communities Department of Agriculture has a six- Food Policy Council,
completed by and the Built year time frame for achieving this Healthy Food Access
Dec. 31, 2009) Environment objective. Task Force B-2-b
By Dec. 31, 2009, promote greater
coordination and collaboration of Ohio Department of
Immediate nutrition education and promotion Agriculture (Ohio
(to be Communities programs in Ohio to promote Food Policy Council),
completed by and the Built consistent and effective information | Healthy Food Access
Dec. 31, 2009) Environment on nutrition. Task [Force] B-2-c
By Dec. 31, 2009, develop a plan to
educate participants in Ohio's Food
Assistance Nutrition Education
program to make healthier choices Ohio Department of
within a limited budget and choose Job and Family
Immediate active lifestyles consistent with the Services/Ohio's
(to be current Dietary Guidelines for Food Assistance
completed by Individuals and Americans and the Food Guide Nutrition Education
Dec. 31, 2009) Families Pyramid. Plan C-2-a
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Short term
(to be
completed by

Communities
and the Built

By Dec. 31, 2010, foster closer
coordination among the various
nutrition assistance programs to plan
and implement nutrition education
through the State Nutrition Action
Plan (SNAP). Encourage
partnerships and collaborative
interventions targeting healthy eating
and active lifestyles among nutrition
assistance programs and other
organizations working with low-

Ohio Department of
Job and Family
Services (Ohio's
Food Assistance
Nutrition Education

Dec. 31, 2011) Environment income individuals and families. Plan) B-2-d
Short term By Dec. 31, 2010, identify
(to be Communities opportunities for increased access to
completed by and the Built healthy, Ohio-produced foods in Ohio | Ohio Department of
Dec. 31, 2011) Environment vending machines. Agriculture B-2-e
By Dec. 31, 2010, increase and
Short term expand effective education and
(to be programming efforts to provide
completed by professional and parental nutrition Ohio Department of
Dec. 31, 2011) Health Care education. Health D-2-a
Short term By Dec. 31, 2011, increase the
(to be Communities number of Ohio farmers’ markets Ohio Departments of
completed by and the Built that can accept and process food Agriculture and Job
Dec. 31, 2011) Environment stamps from 11 to 40. and Family Services B-2-f
By Dec. 31, 2011, more health care
organizations, in particular those
serving children, such as hospitals,
Short term will adopt policies to improve
(to be nutritional quality of food served Ohio Department of
completed by through vending, restaurant and Health/Office of
Dec. 31, 2011) Health Care cafeteria choices. Healthy Ohio D-2b
Ohio Department of
Health/ Office of
Healthy Ohio, Ohio
By Dec. 31, 2011, identify best Department of
Short term practices for improving food options Health/Healthy Ohio
(to be in the workplace and develop Business Council,
completed by resources for nutrition improvements | Ohio Department of
Dec. 31, 2011) Worksite at worksites. Health E-2-a
Ohio Department of
Health/Office of
Healthy Ohio, and
Ohio Department of
Health/Healthy Ohio
Short term Business Council,
(to be By Dec. 31, 2011, more employers Ohio Department of
completed by will support breastfeeding-friendly Administrative
Dec. 31, 2011) Worksite policies. Services E-2-b
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Long term
(to be

By Dec. 31, 2014, increase the
number of facilities/environments
that adopt policies, practices and
incentives to promote healthy eating

Ohio Departments of

completed by Schools and where children and adolescents Education and

Dec. 31, 2014) Child Care learn and play. Health A-2-b
By Dec. 31, 2014, increase
awareness and knowledge about
healthy eating and the proportion of
children and adolescents whose

Long term intake of meals and snacks in child

(to be care centers, schools and after- Ohio Departments of

completed by Schools and school programs that contribute to Education and

Dec. 31, 2014) Child Care good overall dietary quality. Health A-2-c
By Dec. 31, 2014, continue current
programs and increase community Ohio Department of

Long term events that support local and healthy | Agriculture, Ohio

(to be food such as celebrity chef contests Department of

completed by Individuals and or community cooking lessons for Health/Office of

Dec. 31, 2014) Families family participation. Healthy Ohio C-2-b
By Dec. 31, 2014, increase the

Long term number of restaurants that offer

(to be healthier meals, appropriately sized

completed by Individuals and portions and list caloric information Ohio Department of

Dec. 31, 2014) Families on menus. Health C-2-c
By Dec. 31, 2014, develop strategies
to work with birthing hospitals,
prenatal care providers,
pediatricians, other health care

Long term providers and breastfeeding

(to be coalitions to increase initiation and

completed by duration of breastfeeding among Ohio Department of

Dec. 31, 2014) Health Care Ohio mothers. Health D-2-c
By Dec. 31, 2015, increase the
number of schools using the national
Farm-to-School program by a

Long term minimum of 50 schools. Note: The

(to be Ohio Department of Agriculture has a

completed by Schools and six-year time frame for achieving this | Ohio Department of

Dec. 31, 2014) Child Care objective. Agriculture A-2d
By Dec. 31, 2015, increase
consumer awareness and
participation in purchasing fresh

Long term local produce. Note: The Ohio Ohio Departments of

(to be Communities Department of Agriculture has a six- Agriculture and

completed by and the Built year time frame for achieving this Health, Ohio Rural

Dec. 31, 2014) Environment objective. Development B-2-g
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Reference

Number in
Timeline Setting Objective Lead Agency Plan
By spring 2009, create a plan for
Immediate launching and distributing the Ohio
(to be Obesity Prevention Plan in
completed by conjunction with the obesity Ohio Department of
Dec. 31, prevention social marketing Health/Office of
2009) Government campaign. Healthy Ohio F-3-a
Immediate By spring 2009, create and
(to be implement a statewide social
completed by marketing campaign that gives Ohio Department of
Dec. 31, Individuals and families information and tools to Health/Office of
2009) Families prevent obesity. Healthy Ohio C-3-a
By summer 2009, create a plan to
enhance physical activity
Immediate opportunities as well as encourage Ohio Schools
(to be healthier nutrition in the school Facilities
completed by Communities environment through school Commission, Ohio
Dec. 31, and the Built construction and reconstruction Department of
2009) Environment funded by state government. Transportation B-3-a
By July 31, 2009, form the Ohio
Community Wellness Alliance as part
of the Healthy Ohio Advisory Council.
This public-private partnership will
Immediate establish a framework to implement Ohio Department of
(to be and evaluate progress toward the Health/ Office of
completed by goals of the plan, including Healthy Ohio
Dec. 31, integrating efforts directed at obesity | (Healthy Ohio
2009) Government prevention. Advisory Council) F-3-b
Immediate By Dec. 31, 2009, launch a healthy
(to be living challenge to Ohioans that will
completed by incorporate the state’s newly Ohio Department of
Dec. 31, Individuals and developed obesity prevention social Health/Office of
2009) Families marketing campaign. Healthy Ohio C-3-b
By Dec. 31, 2009, increase
Immediate participation in Take Charge! Live
(to be Well!, the program to improve the
completed by health of state employees and their Ohio Department of
Dec. 31, dependents enrolled in a state Administrative
2009) Worksite health plan. Services E-3-a
Ohio Department of
Immediate Health/Office of
(to be By Dec. 31, 2009, develop materials | Healthy Ohio, Ohio
completed by to encourage employee wellness Department of
Dec. 31, programs to focus on the whole Health/Healthy Ohio
2009) Worksite family. Business Council E-3-b
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By Dec. 31, 2009, develop a plan for
comprehensive, continuous and

Ohio Department of

reliable surveillance and evaluation Health/Office of
systems to facilitate data-driven Healthy Ohio
Immediate decisions and monitor overweight, (Community
(to be obesity, related risk factors and Wellness Alliance)
completed by progress toward achieving the goals and Ohio
Dec. 31, outlined in the Ohio Obesity Department of
2009) Government Prevention Plan. Health F-3-c
Immediate
(to be By Dec. 31, 2009, continue and
completed by strengthen efforts to improve the Ohio Departments of
Dec. 31, health of state employees through Administrative
2009) Worksite agency wellness committees. Services and Health E-3-c
Immediate Ohio Department of
(to be By Dec. 31, 2009, identify additional Health/Office of
completed by interagency partnerships for Healthy Ohio
Dec. 31, opportunities to promote progress (Community
2009) Government toward the plan. Wellness Alliance) F-3-d
By Dec. 31, 2009, create a
Immediate centralized database for the Healthy
(to be Ohio Web site of existing obesity
completed by prevention activities occurring across | Ohio Department of
Dec. 31, the state and of referral listings for Health/Office of
2009) Government obesity prevention services. Healthy Ohio F-3-e
By Dec. 31, 2009, review
opportunities available through
programs and incentives at the Ohio
Department of Development to
Immediate promote healthy communities and
(to be families including, among others,
completed by those that tend to facilitate and
Dec. 31, encourage increased physical activity | Ohio Department of
2009) Government and access to healthy food choices. Development F-3-f
Ohio Departments of
Short term By Dec. 31, 2010, increase Education and
(to be participation in recognition programs | Health, Ohio
completed by to highlight school wellness-based Department of
Dec. 31, Schools and initiatives such as the Buckeye Best Health/Office of
2011) Child Care Healthy Schools awards program. Healthy Ohio A-3-a
Short term
(to be By Dec. 31, 2010, an additional 10
completed by percent of employers in the State of Ohio Department of
Dec. 31, Ohio will apply for the Healthy Ohio Health/Healthy Ohio
2011) Worksite Worksite award. Business Council E-3-d
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Short term

(to be By Dec. 31, 2010, expand effective

completed by education and programming efforts

Dec. 31, Individuals and to provide opportunities for parental Ohio Department of

2011) Families education. Health C-3-c
By Dec. 31, 2010, create a Healthy
Ohio Star award to recognize

Short term individuals who promote consistent

(to be healthy messages within health care

completed by organizations, business and industry, | Ohio Department of

Dec. 31, Individuals and schools, professional organizations Health/Office of

2011) Families and the community. Healthy Ohio C-3-d

Short term

(to be

completed by By Dec. 31, 2010, emphasize obesity

Dec. 31, prevention and treatment for Ohio Department of

2011) Health Care Ohioans with serious mental illness. Mental Health D-3-a
By Dec. 31, 2010, the Healthy Ohio
Business Council award criteria will

Short term be reviewed and expanded to include

(to be additional components related to

completed by improving physical activity and Ohio Department of

Dec. 31, nutrition, including breastfeeding Health/Healthy Ohio

2011) Worksite support. Business Council E-3-f

Short term

(to be By Dec. 31, 2010, develop and

completed by implement a comprehensive obesity Ohio Department of

Dec. 31, prevention program for state Administrative

2011) Worksite employees and their dependents. Services E-3-e
By Dec. 31, 2011, expand the

Short term Buckeye Best Healthy Schools

(to be awards to include recognition for

completed by child care settings that implement

Dec. 31, Schools and model nutrition and physical activity Ohio Department of

2011) Child Care policies. Health A-3-d
By Dec. 31, 2011, increase trainings,

Short term education and resource

(to be opportunities for primary care

completed by providers and other health care Ohio Department of

Dec. 31, professionals to promote obesity Health/Office of

2011) Health Care prevention. Healthy Ohio D-3-c
By Dec. 31, 2011, increase the
number of local, broad-based
coalitions with members
representing a cross-section of
community partners and agencies to
support sustainable evidence-based
activities to improve nutrition and
physical activity. Coalitions should

Short term include representatives from sectors | Ohio Department of

(to be such as transportation, urban/rural Health/Office of

completed by Communities planning, education, economic Healthy Ohio

Dec. 31, and the Built development and the employer (Community

2011) Environment community. Wellness Alliance) B-3-b
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Short term
(to be By Dec. 31, 2011, develop a plan to
completed by involve students in an advisory role Ohio Department of
Dec. 31, Schools and for implementing the Ohio Obesity Health/Office of
2011) Child Care Prevention Plan. Healthy Ohio A-3-b
By Dec. 31, 2011, develop a plan
Short term and evaluation measures to assess
(to be and make recommendations to Ohio Departments of
completed by improve nutrition and physical Health, Job and
Dec. 31, Schools and activity policies within all Ohio child Family Services, and
2011) Child Care care settings. Education A-3-c
By Dec. 31, 2011, develop/expand
specific program approaches for the
state Medicaid program including the
Early Periodic Screening, Diagnosis
and Treatment Program (EPSDT) and
Short term the State Children’s Health Insurance
(to be Program (SCHIP) to prevent obesity
completed by in the Medicaid population and Ohio Department of
Dec. 31, improve obesity-related pediatric Job and Family
2011) Health Care practice in the state. Services D-3-d
Short term
(to be By Dec. 31, 2011, increase the
completed by Communities number of communities that apply Ohio Department of
Dec. 31, and the Built for the Healthy Ohio Community Health/Office of
2011) Environment award annually. Healthy Ohio B-3-c
By Dec. 31, 2011, develop a plan to
have more primary care
providers and related health care
professionals focus on early
intervention by routinely measuring
Short term and tracking evidence-based obesity
(to be measures for children and adults
completed by and by providing counseling and/or
Dec. 31, referral to qualified providers for Ohio Department of
2011) Health Care patients. Health D-3-b
Short term By Dec. 31, 2011, increase the Ohio Department of
(to be number of employers providing Health and Ohio
completed by environments that support wellness, Department of
Dec. 31, healthy food choices and physical Health/Healthy Ohio
2011) Worksite activity. Business Council E-3-g
Short term
(to be By Dec. 31, 2011, develop a plan to
completed by align social marketing and other Ohio Department of
Dec. 31, public messaging used among state Health/Office of
2011) Government agencies as it relates to obesity. Healthy Ohio F-3-g
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By Dec. 31, 2011, encourage or
require the use of evidence-based
and/or promising practices in all
Ohio Department of Health programs
funding nutrition, physical activity or
other obesity prevention-related
activities. Programs will review, and

Short term revise if necessary, existing relevant

(to be program and grant-making criteria to

completed by promote evidence-based and

Dec. 31, promising practices to prevent Ohio Department of

2011) Government obesity. Health F-3-h
By Dec. 31, 2011, research policy

Short term issues, consider specific policy Ohio Department of

(to be changes and incentives and make Health/Office of

completed by recommendations related to the Healthy Ohio

Dec. 31, availability of improved nutrition (Community

2011) Government (including breastfeeding support). Wellness Alliance) F-3-i
By Dec. 31, 2011, develop a health

Short term impact assessment tool for use by Ohio Department of

(to be state agencies and other entities to Health/Office of

completed by objectively evaluate the potential Healthy Ohio

Dec. 31, health effects of a project or policy (Community

2011) Government before it is implemented or built. Wellness Alliance) F-3-

Short term

(to be By Dec. 31, 2011, align nutrition and

completed by physical activity programs with the

Dec. 31, goals and priorities of the state’s Ohio Department of

2011) Government obesity prevention plan. Health F-3-k
By Dec. 31, 2014, increase the
number of insurance providers and Ohio Department of
health care providers who conduct or | Health/Office of

Long term participate in research on obesity Healthy Ohio

(to be prevention, with a focus on at-risk (Community

completed by populations, and disseminate Wellness Alliance),

Dec. 31, promising practices for the Ohio Department of

2014) Health Care prevention of obesity. Health D-3-e
By Dec. 31, 2014, develop and make
recommendations to state
government related to policy and
funding for communities that limit

Long term sprawl and reward comprehensive

(to be planning efforts that support

completed by Communities improved built environments and

Dec. 31, and the Built encourage pedestrian-friendly Ohio Department of

2014) Environment communities. Transportation B-3-d
By Dec. 31, 2014, increase the
number of family programs offered at

Long term faith-based centers, park and

(to be recreation centers and other

completed by community-based centers that

Dec. 31, Individuals and incorporate physical activity and Ohio Department to

2014) Families healthy nutrition opportunities. Health C-3-e
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Long term By Dec. 31, 2014, coordinate with

(to be insurers and payers to offer health

completed by plans that encourage patients to Ohio Departments of

Dec. 31, achieve a healthy weight and Insurance and

2014) Health Care lifestyle. Health D-3-f

Long term

(to be By Dec. 31, 2014, develop strategies

completed by for community health centers to Ohio Departments of

Dec. 31, increase obesity prevention Health and Job and

2014) Health Care activities. Family Services D-3-g
Ohio Department of

Long term By Dec.31, 2014, explore, consider, Health/Office of

(to be and develop a plan for incentivizing Healthy Ohio, Ohio

completed by policies and practices that encourage | Departments of

Dec. 31, and support availability and Development and

2014) Government purchase of healthy foods. Agriculture F-3-1
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Objective Coding Key

Schools and Child Care

Communities and the Built Environment

Individuals and Families

Health Care

Worksite

M| m| O O W >

Government

Improve physical activity options and
opportunities.

2 Improve nutrition and access to healthy food
choices and limit access to unhealthy food and
beverage choices.

3 Improve the coordination of policy and resources
directed to the prevention and reduction of
obesity, especially among those populations most
at risk.
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