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INTEGRIS
Mission, Vision and Values

MISSION
To improve the health of the people and communities we serve.

Caring for our patients is our top priority. As the largest health care system in Oklahoma, 
we feel it’s our responsibility to improve the health of the citizens of our great state. But we 
learned a long time ago that we can’t fully care for our community by staying exclusively 
within the walls of our facilities.

At INTEGRIS, the physicians, employees and volunteers take their education and skills into 
the community to make a difference in the lives of fellow Oklahomans. Their dedication, 
combined with our resources, helps accomplish a variety of things – from providing free 
clinical services, screenings and education programs to working with juvenile offenders and 
providing activities for senior citizens.

We also realize the health of a community isn’t just physical and mental – it’s economic and 
spiritual as well. That’s why we offer a myriad of programs that address all these important 
issues.

VISION
Most Trusted Name in Health Care

VALUES
Love, Learn and Lead
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Executive Summary
INTEGRIS Health Edmond has developed a CHIP (Community Health Improvement Plan) 
designed to meet the needs of the community based on the results of a CHNA (Community 
Health Needs Assessment). This health improvement plan focuses on Obesity, Heart Disease 
and Mental Health. These issues were chosen based on state and local data, surveys, identifiable 
gaps, available resources and small focus groups. In 2016, INTEGRIS collected 1,737 surveys from 
across the state of Oklahoma. This survey updated the existing Wellness Now’s CHNA. Oklahoma 
County specifically collected 845 surveys. Surveys asked the participant to prioritize the health 
needs of their community. The chart below identifies the results of how participants ranked the 
issues. 
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the highest priority  in your community?
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INTEGRIS collaborates with the Wellness Now coalition and local public health consultants 
in administration of the NACCHO (National Association of County and City Health Officials) 
community-wide strategic planning framework called MAPP* (Mobilizing for Action through 
Planning and Partnerships). MAPP assists communities in prioritizing health-related issues, 
identifying available resources to address those issues, and determining effective strategies 
that can be implemented with an ecological approach relevant to the context of that individual 
community. Through utilization of this approach, a community can create greater public health 
awareness, build and foster broad-based partnerships to advocate and work on public health 
issues, strengthen the public health infrastructure, anticipate and manage change, and experience 
measureable improvements in its health and quality of life.

The culmination of this process is a three-year CHIP. The CHIP is built on a foundational 
perspective that no single organization has the depth of resources needed to raise community 
health to an optimal level (or even maintain it at the current state), and that it is only through 
collaboration and synergy that multiple organizations working collectively on the same or similar 
goals will make the most significant impact. It is an ambitious and bold effort of community 
engagement for a common good. 

The structure of this CHIP revolves around the key strategies of prevention, education and 
collaboration. Though the plan focuses on creating positive health-related change at both the 
micro- and macro-level within the community environment, special effort is made to reach the 
underserved, marginalized and minority populations.  

Survey results and the CHNA (Community Health Needs Assessment) can be found at http://
integrisok.com/integris-health-edmond-ok

*For more information on MAPP log on to http://mapp.nacho.org
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Community Health Priority Issues
Issue One:

Obesity
Oklahoma is the sixth most obese state in the nation.* Since 1990, Oklahoma’s obesity rate has 
nearly tripled and is at an all time high. Excess weight increases the risk of developing chronic 
diseases such as heart disease, stroke and diabetes. Today’s convenience of fast food, more screen 
time and less fruit and vegetable consumption only increase a child’s risk of being overweight/ 
obese. The impact obesity can make on a child can be life long. This collectively focused effort 
utilizes prevention strategies targeting kids to make better choices and to move more. Education 
plays a significant role with adults focusing on better nutrition, portion size and increasing their 
physical activity.  

Barriers: Busy lifestyles, convenience of fast food, too much screen time, lack of access to fresh 
fruits and vegetables, cost of healthier foods, lack of sidewalks and safe places to walk, limited 
health education in schools

Community Resources: City parks, free use of school playgrounds after hours, nutritional/ 
counseling education programs, free walking and running clubs, local events promoting good 
nutrition and physical activity, area farmers markets, weight loss support groups

*Oklahoma’s adult obesity rate 
is currently 33 percent, up 
from 20.1 percent in 2000 
and from 10.3 percent 
in 1990.

*stateofobesity.org/states/ok
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Obesity Plan 2017
3 year goal:  To promote healthy lifestyles through better nutrition and more physical 

activity therefore decreasing the obesity rate in Oklahoma County from 32.1 
percent (2014) to 30 percent by June 2020.

1 year goal:  Complete 100 percent of action steps with appropriate outcome measures as 
designated below.

Quarterly goals:  At least 80 percent of participants completing the Changing Your Weighs 
program will maintain or increase the minutes they engage in physical activity 
per week. At least 80 percent of participants completing Tools for Healthy 
Living will increase their skills and knowledge of preventing/ reducing health 
problems and becoming better self-managers.

Strategy 1   Educate the community on prevention, management and available resources.

Strategy 2   Use  preventive programs and events to promote good nutrition and physical activity.

Strategy 3   Collaborate with others in the community to address good nutrition and increased physical 
activity.

Persons Responsible: Community wellness staff, community partners, volunteers, hospital staff and providers
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Objective Action Step Outcome Measure Completion Date

1.  Educate on nutrition 
and physical activity 
through programs/ 
events

By June 2017

By June 2017

1.a. Implement Changing 
Your Weighs six-week 
program at least 
once with at least 80 
percent of participants 
maintaining or 
increasing the minutes 
they engage in physical 
activity per week.

1.b. Implement Tools for 
Healthy Living at least 
once with at least 80 
percent of participants 
having increased skills 
and knowledge in 
preventing/ reducing 
health problems and 
becoming better 
self-managers of their 
health.



Objective Action Step Outcome Measure Completion Date

1.  Educate on nutrition 
and physical activity 
through programs/ 
events (continued)

2.  Support healthy food 
choices and increase 
physical activity within 
the community

3.  Utilize large scale media 
messages promoting 
healthy food choices 
and increasing physical 
activity

4.  Collaborate with others 
in events and programs 
relating to nutrition and 
physical activity

By June 2017

By June 2017

By June 2017

By June 2017

By June 2017

By June 2017

By June 2017

1.c. Offer at least two 
Healthy Cooking 
classes per year.

2.a. Assist businesses and 
schools to improve 
nutrition and physical 
activity policies through 
Certified Healthy 
programs. Achieve 
at least two new 
applications awarded 
certified health status.

3.a. Distribute I On Your 
Health and Health 
Essentials monthly 
promoting healthy 
nutrition and increased 
physical activity 
messaging reaching at 
least 500 people.

3.b. Distribute Third Age 
Life Center newsletter 
monthly reaching at 
least 1000 people to 
promote services and 
available community 
resources.

4.a.  Attend at least six 
Wellness Now coalition 
meetings per year. 

4.b. Partner with Oklahoma 
Christian University 
dietetic students 
to offer nutrition 
education at the HOPE 
Center at least twice 
per year.

4.c. Support breastfeeding 
through the national 
model of Baby Café 
and promote to 
community.
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Issue Two:

Heart Disease
Heart disease is the leading cause of death for men and women in Oklahoma. In 2010, Oklahoma 
had the third highest death rate for heart disease in the United States.* Death rates in 2012, were 
the highest among non-Hispanic blacks and American Indians. Males die from heart disease at 
a 50 percent higher rate then females (2012).* High blood pressure, high cholesterol, smoking, 
sedentary lifestyle, obesity, poor diet, alcohol abuse and diabetes are the leading causes of 
cardiovascular disease.* Heart disease is very costly economically with projected cost in 2010 
of $316 billion on health care services, medications, and lost productivity. This long term steady 
trend of the heart disease death rate placed this health issue as one of the top priorities.

Barriers: Cultural issues, current number of obese persons, high fast food density, high incidence 
of diabetes, lack of healthier options, sedentary lifestyles, number of people who smoke/ vape, 
lack of stricter tobacco policy and poverty

Community Resources: Free and private health screenings, preventive health education 
programs, counseling and various support groups, weight loss groups, private and reduced cost 
fitness facilities, walking/ biking trails, frequent free community events including physical activity, 
farmers markets, private providers, free community clinics, federal and county programs, county 
health department and chronic disease management programs

*Oklahoma has been given an F for heart disease since 1990. In 2012, slight 
progress has been made and the ranking increased to a D.
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Heart Disease Plan 2017
3 year goal:  To decrease the death rate of heart disease in Oklahoma County from 

210.9/100,000 persons (2014) to 200/100,000 persons by June 2020.

1 year goal:  Complete 100 percent of action steps with appropriate outcome measures as 
designated below.

Quarterly goals:  At least 75 percent of participants in the Check, Change, Control program will 
decrease their blood pressure by 5 points. At least 80 percent of participants 
who complete the DEEP (Diabetes Empowerment Education program) will 
maintain or increase their medication compliancy. 

Strategy 1   Educate the community on prevention, management and available resources.

Strategy 2   Use prevention strategies to delay the onset of heart disease.

Strategy 3   Collaborate with others in addressing heart disease and related issues.

Persons Responsible: Community wellness, hospital staff, providers, community partners and volunteers

Objective Action Step Outcome Measure Completion Date

1.  Educate the community 
on risk factors and 
prevention strategies

By June 20171.a.  Implement the 
American Heart 
Association’s Check, 
Change, Control 
program, screening 
and educating at least 
50 participants on how 
to control their blood 
pressure. At least 75 
percent of participants 
will lower their blood 
pressure by at least 5 
points. 
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Objective Action Step Outcome Measure Completion Date

1.  Educate the community 
on risk factors and 
prevention strategies 
(continued)

2.  Decrease the number of 
people who use tobacco/ 
vape.

4.  Collaborate with 
coalitions/ partners 
to promote, assess, 
evaluate the health 
needs of the community

3.  Early detection 

By June 2017

By June 2017

By June 2017

By June 2017

By June 2017

1.b. Provide the 
DEEP (Diabetes 
Empowerment 
Education program) 
to at risk populations 
at least twice reaching 
at least 35 people, 
maintaining or 
increasing medication 
compliancy to 80 
percent at completion.

2.a. Refer tobacco users to 
the Oklahoma Quitline 
through fax referrals.

1.c. Hold at least two 
presentations on risk 
factors for stroke.

3.a. Partner with Total 
Wellness.

3.a. Screen at least 100 
people for abnormal 
blood pressure and 
cholesterols and refer 
accordingly.



Issue Three:

Mental Health
In 2012, Oklahoma adults ranked 42nd in the nation for the average number of poor mental health 
days each month.* Mental illness includes one’s emotional, psychological and social well-being, 
and can affect individuals of all ages, races, religions and socioeconomic status. Those living with 
serious mental illness experience an increased risk of chronic medical conditions and co-occurring 
addiction disorders. The life expectancy of adults with serious mental illness is on average 25 years 
less than that of other Americans, due in large part to treatable medical conditions. Community 
input from surveys, focus groups and listening sessions identified the clear need for mental health 
services as a priority issue. Inadequate services and treatment exist for the non- and underinsured. 
By addressing issues such as improving quality of life and stress, we can make a larger impact 
on suicide, domestic violence, substance abuse, depression, anxiety and other issues related to 
mental health.

Barriers: Stigma, language, cultural, limited treatment for under or noninsured, self medicating 
with substances such as alcohol and drugs, lack of a support system, transportation, expense of 
psychotropic medications and poverty

Community Resources: Federal programs, nonprofit health clinics, free/ reduced cost 
prescription drug programs, state supported mental health system, private providers, county 
health department, hospitals, free community clinics, grant and state funded counseling at free 
and/or reduced cost for children and families, suicide prevention hotline, federally qualified health 
centers, community advocacy and support groups

*The bigger picture ...

• Individuals with serious mental illness face an                                         
increased risk of chronic medical conditions.

• Good mental health is essential to good overall                                             
health and wellness.

• In Oklahoma in 2012, 26.8 per 100,000 people                                           
ages 35-44 years died by suicide.

*2014 State of the State’s Health Report
*http://www2.nami.org/facts/mentalillness factsheets.pdf
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Mental Health Plan 2017
3 year goal:  To improve the number of poor mental health days in Oklahoma County from 

25.0 percent (2014) to 24.0 percent by June 2020.

1 year goal:  Complete 100 percent of action steps with appropriate outcome measures as 
designated below.

Quarterly goals:  At least 75 percent of participants strongly agree they can assist a person 
dealing with a mental health problem.

Strategy 1   Use  preventive programs/ events to improve the community’s outlook on life.

Strategy 2   Educate the community on prevention, management and available services.

Strategy 3   Collaborate with others in the community to address mental health issues.

Persons Responsible: Community wellness staff, community partners, volunteers, hospital staff and 
providers

Objective Action Step Outcome Measure Completion Date

1.  Promote healthy forms 
of stress reduction

By June 2017

By June 2017

By June 2017

1.a. At least 75 percent of 
participants strongly 
agree they can assist a 
person dealing with a 
mental health problem.

1.b. Implement Yoga 
for Kids for at least 
one school per year 
targeting 200 kids to 
teach kids healthy ways 
to relax and reduce 
stress.

1.c. Promote the mental 
health podcasts and 
videos by INTEGRIS 
Mental Health.
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Objective Action Step Outcome Measure Completion Date

2.  Promote wide scale 
media messages

3.  Collaborate with 
agencies who have 
mutual strategic goals 
of improving the mental 
health of the community

By June 2017

By June 2017

By June 2017

By June 2017

2.a.  Promote the free, 
online mental health 
screening tool and 
services offered by 
INTEGRIS Mental 
Health. 

3.b. Implement Question, 
Persuade, Refer 
(QPR) trainings in the 
community at least 
once.

2.b. Publish articles on 
coping with anxiety 
and depression in 
Health Essentials and 
local media at least 
three times per year.

3.a. Partner with Central 
Oklahoma Suicide 
Prevention Task Force 
by attending meetings 
and supporting 
national suicide 
prevention events.
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The Path Ahead
By definition, the CHIP (community health improvement plan) process is a cyclical progression 
toward community health improvement. With the completion of the CHIP, participants will move 
into the Action Phase of the process. This part of the cycle consists of Planning, Implementing and 
Evaluating initiatives and interventions to reach measurable objectives. 

Coalition members have formed task forces that will focus on each of the priority issues. Each task 
force will align their strategic plan with the county health improvement plan. The task forces will 
meet regularly to assess the community’s changing needs and discuss progression. Likewise, the 
task force will explore and implement new and innovative programs for the community. 

Promising practices and evidence based programs will continue to be an important foundation in 
reaching the plan’s objectives. Evaluation will remain foremost so that progress toward goals can be 
quantified. 

Sources
Center for Disease Control. http://www/cdc.gov/heart disease

County Health Rankings & Roadmaps, 2010, 2011, 2012. University of Wisconsin, Population Health Institute, 
Robert Wood Johnson Foundation. www.countyhealthrankings.org

Healthy People 2020. www.healthypeople.gov/2020topicsobjectives2020/default.aspx

Mobilizing for Action Through Planning & Partnerships. http://mapp.nacho.org

Oklahoma State Department of Health. 2014 State of the State’s Health Report

Oklahoma Department of Mental Health and Substance Abuse Mental Health Statistics, 2011. www.odmhsas.org/
eda/advancedquery/advanced.htm
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