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Community Collaboration
Process, Timeline, and Supporting
Documentation



Community Health Assessment/Community Service Plans
Collaborative Planning Meetings
Timeline

10-10-12 — Meeting with BSC Communications department to design survey, develop
deployment plan for tool when developed

10- 22-12 — Consumer survey tool piloted in paper format with D’ Youville college
students, comments collected, revisions to tool made, tool loaded into Google Docs

10-27-12 — Consumer survey deployed at Bidwell Farmers Market

10-30, 10-31, 11-1, 11-2-13 — Consumer survey intake sites (paper) at Erie County
HEAP, Social Services Waiting Room, Child Support Waiting Room

11-1-12 — Consumer survey tool deployed by BSC Communications students using
electronic methods such as email links, Facebook, Twitter, and other avenues

11-30-12 — Consumer survey pilot distribution by BSC Communications Department
completed

12-3-12 — Survey sent out via email to list serves and contacts internally

Dec 2012 and Jan 2013 Paper surveys ongoing at Senior Centers (Cheektowaga, Alden,
Ambherst, Mosher, West Seneca, Town of Tonawanda)

2-26-13 — Joint Meeting #1 for hospitals, academia, and health department
2-26-13 — Consumer survey link shared with CHS for distribution on their website

2-26-13 — Consumer survey link tweeted out by CE, link to survey on home page of Erie
County, New York

3-25-13 — Joint Meeting # 2 for hospitals, academia, and health department

4-24-13 - Living Healthy Task Force meeting scheduled to host town meeting for
professional input

4-24-13 — Community Health Forum held with membership of Living Healthy Task
Force and other community partners at Main Library, facilitated by Buffalo State
College, Center for Health and Social Research

4-26-13 — mass email blitz of consumer survey link to Erie County Employees



7-26-13 - Joint Meeting for hospitals, academia, and health department

8-9-13 — Joint Meeting for hospitals, academia, and health department

8-14-13 — Breast feeding investigation meeting with Mary K Comtois from United Way
8-23-13 — Joint Meeting for hospitals, academia, and health department

8-28-13 — Breastfeeding meeting with partners

9-16-13 - Joint meeting with hospitals, academia and health department. Joint areas
finalizes as increasing breast feeding rates specifically and something to do with
addressing cardiovascular issues. This will include and comprehensive approach by
partners with hospitals looking at readmission data for an array of cardiovascular events,

and community education to increase awareness of stroke and decrease complications by

addressing early recognition of signs and symptoms and receipt of timely
intervention/treatment.

10-4-13 — Prevention Agenda meeting with Kaleida administration to solidify joint
objectives for CHIP

10-16-13 - Breastfeeding objective team meeting

10-22-13 — prevention agenda meeting with Prevention Focus, Erie County Mental
Health service provider

10-26-13 — NYS Health Foundation grant opportunity planning meeting to address
breastfeeding objective



Community Health Assessment/Community Service Plans
Joint Planning Meeting
2/26/13
2:30 -4:30 pm
Rath Building Room 904

1. Welcome and Introductions

2. Why are we here?

Document issued 12-10-12 asks local health departments and hospitals to collaborate on the
development of Community Health Improvement plans and Community Service Plans

3. 5 priority areas as defined by NYSDOH Prevention Agenda (potential objectives )
Must pick 2 priority areas, at least one must address a disparity

Prevent Chronic Disease (Tobacco, Physical Activity, Nutrition)

Promote a Healthy and Safe Environment (Clean Air, Water, Injury Prevention, Violence)
Promote Health Women Infants and Children (Family Planning, Maternal Child Health)
Promote Mental Health and Prevent Substance Abuse

Prevent HIV,STDs, Vaccine Preventable Diseases and Healthcare Associated Infections (ESAP,
STDs, PNAP, IAP, TB)

4. Data sources and plan development resources:

Federal - CDC, NIH,

State — NYSDOH Prevention Agenda, NYS Health Indictor Reports, NYSDOH

Local - ECDOH, YRBS data (BPS), local needs assessments (United Way, BPPN, Foundations,
P2, Colleges and Universities, Hospitals, Insurers, Department of Mental Health, others?
Consumer Surveys

https://docs.google.com/spreadsheet/viewform?formkey=dGRxSEVOOUwzWkpWQOWVnM3df
YIBFT1E6MO

www.TheCommunityGuide.org best practice

5. Joint priority and focus area identification

6. Next steps

Community collaboration meeting to present identified priority areas and solicit input on plan
development to reach desired goals as identified in the Prevention Agenda

Necessary partners?

Monthly working group meetings till submission

Format — face to face, teleconference, mixture?

THANK YOU!



COMMUNITY HEALTH ASSESSMENT/COMMUNITY SERVICE PLANS
JOINT PLANNING MEETING
2/26/13
MINUTES

Meeting Participants:

Gale Burstein, M.D., Commissioner of Health, Erie County

Cheryll Moore, Medical Care Administrator, Erie County Dept. of Health
Angela Hastings, Intern, Erie County Dept. of Health

Gregory Young, M.D., Associate Commissioner, New York State Dept. of Health
Melissa Golen, Kaleida Health

Bonnie Polakoff, Catholic Health

Christine Kemp, P2 Collaborative of WNY

Kate Ebersole , P2 Collaborative of WNY

Maria Foti, Catholic Health

Laurene Tumiel Berhalter, Family Medicine, University at Buffalo

Alan Delmerrico, Center for Health & Social Research, Buffalo State College

All of the participants introduced themselves. Dr. Burstein thanked everyone for their
attendance at the meeting. She went on to say that there is a great opportunity to access what the
health needs are of the community. As well as our biggest challenges. What can be done

collaboratively to develop a plan to address these health needs, and what can be done to make
this a healthier place to live?

Cheryll Moore said that Bertrand Chaffee Hospital was contacted, however, we had no
response from them. Dr. Young suggested following up with them. As they are an Erie County
hospital and must be involved in the plan. Ms. Moore said she had attended a meeting with
Catholic Health System where they are developing information for their community services
plan. She was not sure where Kaleida stood on this. She said this was the first planning meeting
here. At the County level a community health assessment and a community health improvement
plan need to be done. This is different from what has been done in the past. We used to do a
Community Health Assessment and then develop a Municipal Public Health Services Plan; and

do yearly reporting based upon that. Hospitals do community services plans. This year they are
on the same schedule.

Ms. Moore passed out information which was the guiding document for the community
health assessment community services plan chip. The requirements and/or priorities are five
instead of ten. One area that is chosen is addressing disparities. She felt that disparities are the
cause of many of our issues. Getting to the underlying socio-economic, ethnic, language that
underlies health. The five priorities are listed: preventing chronic disease, there are potential
objectives listed within the priority areas. Physical activity, nutrition, tobacco issues, which are
also part of the hospitals’ daily issues. Healthy and safe environment, clean air, water, injury
prevention, violence, healthy women, infants and children. Maternal infant child health initiative
funding is available, which is being applied for currently, as well as nurse family partnerships.



The network, family planning, promoting mental health and preventing substance abuse.
Underlying root cause of this is mental health behaviors. Internally we have met with our Dept.
of Mental Health that have been charged with collaborating. Also mentioned are preventing
STD’s, HIV, vaccine preventable diseases, and health care associated infections. At the county
level we have an STD clinic, PNAP grant, IAP, TB and ESAP controlling disease spread. Ms.
Moore asked if anything had been done in the hospitals regarding this. A plan by Sisters will
move forward to see what they have done and what will be planned. Kaleida answered that they
have many programs. Dr. Burstein asked if everyone will have the same prevention priorities.
Dr. Young answered that yes the group must, there are two. Of the two priorities we can select
one that happened to be the same throughout the region. P2 can provide data with this. Dr.
Young explained that he is just introducing the format for the plan, but will no longer be
involved. The hospitals and the counties reimbursement both depend on the plan. Disparities
need to be addressed, and indicators, with an explanation of how the indicators were found. Also
performance measures to gauge how you do over the next 3 to 5 years. The intent is not to just
put something on paper, this must be a has to happen document. There is much involved and it
will be more of a challenge than previous years.

As a group there must be two out of five initiatives selected. A question was raised
regarding clarification by Kaleida Health; say that we as a group choose tobacco prevention,
does Kaleida then have to have this as their same priority, or can they choose something else as
diabetes, and or cardio-vascular diseases as their priority. Must they tie in with the County? Dr.
Young said that they must come together as a group and decide upon priorities to work together.
A whole community improvement process is desired, where all are working on the same
initiatives. There must be collaboration on two priorities. Dr. Young suggested that one of those
two would be good if they would be the same as hospitals and other counties in the region did.
P2 could then come to their aid with data. This is their strength; as this is a major undertaking.

Dr. Burstein asked when we would know when the other counties initiatives would be. It
was mentioned that the other counties are in different phases. Mid April would probably be the
time frame we would have an idea of what across the board the counties are looking at.

Cheryll Moore said that there are five main areas. In the priority areas there are focus
areas. There are different goals and objectives. One agreed upon priority area and two focus
areas within can be worked on. The handouts were very descriptive regarding this. As far as
consolidating our efforts this might be the way to go to focus in one area. Resources down the
road (5 yrs.) as opposed to 3 yrs. for the hospitals. We can plan out to a point.

Ms. Moore has been pulling data, such as the last community health assessment and local
data. Surveys were done last time, consumer surveys are presently being done as opposed to
professional surveys. We worked with the Communications program at Buffalo State College;
they developed the survey which was based on the prior survey. Survey results were distributed.
There are different questions that came from students involved in the Communications program.
There were 280 returns that went out through social networking. This was a project of the
communications program that is very technically oriented. Facebook, Pinit, etc. were utilized.
After that we went into social services waiting rooms. Paper surveys with clients were done.
There was a cross section in this environment. The County Executive tweeted the survey, and it



is now on the County website. Angela Hastings, an intern for the ECDOH commented that she
has been reaching out to the local colleges to see if the survey could be posted on their respective
websites. She is waiting for responses. Ms. Moore said that the Catholic Health System has
posted the survey on their website. She also said that she would share the data with everyone.
She compared the present survey with the past survey; participants in the last survey did not
know how many fruits and vegetables were supposed to be consumed on a daily basis. Presently
they are stating that they know the amount but are not eating them. We have increased
knowledge but we need to change behaviors. Our population is 64% overweight and obese in
Erie County. We asked questions regarding eating patterns, perception and choices; how they
shopped, how they made choices at restaurants. We have a restaurant program that will give us a
way to work with menu labeling.

The next focus will be on senior citizen centers getting the older population’s input. This
will be Angela Hastings’ new task. We need at least one thousand surveys completed. Christine
Kemp asked if the survey could be completed via mobile phones. Ms. Moore said yes that it
could be as it is google.doc. Ms. Kemp suggested that publicizing this in waiting rooms at social
services could have people complete them on their phones while waiting.

Dr. Young asked what the hospital’s thinking on this is. He asked if they had areas of the
five in which they would be interested on focusing in. They said that they are working on their
own prioritization process presently with each of the hospitals. They came up with a scoring tool
from the focus area putting some criteria on the priority impact feasibility. The first hospital felt
strongly about providing input to this. They will be continuing the process over the next couple
of weeks, so that they will actually have some feedback. Chronic disease will probably be the
area of focus. So much of the prevention agenda and all of the assessments from NYS focus on
cardio-vascular, with the GVI this is an organizational focus for Kaleida as well. If the County
does not have chronic disease and cardio vascular as a subset if this something they could still
focus on as an organization; and what level they would have to put to the County agenda versus
what they would put into their individual plan. Dr. Young said that the plans need to be an
individual county and hospital which is the opposite of what was done three years ago. Dr.
Young mentioned that mental health is also a huge issue of concern. Ms. Moore said that
internally at the County level we have met with our Mental Health Dept. and they are willing to
work with us on this. She said that if a person’s mental health is not in order their physical heath
suffers. It was mentioned that if you look at mental health as a focus area, if substance abuse is
not provided the person’s well-being cannot be accomplished as an objective. An outcome
would be difficult to arrive at without markers.

Ms. Moore said that there is an area that we could work collaboratively on as a region
hospital which would have a huge impact on that is prescription drugs. Working on policy
changes within the facility as far as prescribing practices, and referral practices, the Emergency
Department. She said that the County’s focus would be STD, HIV and Maternal Child Health as
well as Chronic Disease. Obesity prevention and nutrition also. Based on data would be cardio
vascular under chronic disease; obesity prevention. Underlying factors such as these which
would affect hypertension, diabetes, cancer etc. If chronic disease is selected, two priority areas
would not necessarily have to be picked, two focus areas could be selected within chronic
disease. This might be a more streamlined approach for a collaborative group.



A question was asked that in terms of a workable document how would it be evaluated as
to yes we have made progress or no we did not? We might want to think about it in terms of
what data we have, what things that we might be able to move the most. She thought that some
of the metrics may be difficult to shift in three years. Dr. Young commented that they are not
expecting to see any major outcome change, but progress in whatever is selected. The group
must decide what the measures are; what the group comes up with as measures that are
reproducible. This is the difficult part.

There are two types of data, the assessment data and the trackable data. The trackable is
part of the chip. The chip is a work plan written with smart objectives. Cheryll Moore said that
she would send out data from recent grant application associating local prevention agenda and
Healthy people 2020 indicators. This actually showed where indicator movement could occur.

There was discussion regarding the Maternal Child Health grant that is currently being
applied for. Chronic diseases and Maternal Child Health, should we choose two areas within
those or one in each area. One in each area seems to make more sense. A question was asked if
everyone needed to identify exactly what we will be doing within them. Ms. Moore said that if

we get our priority areas identified and then at the next meeting we can focus down as to exactly
what will be done.

A question was asked regarding the hospital PCMH dollars that were just awarded; if
they came from New York State. Does this tie in at all? Resources and systems change and
approach if this is part of it. The deliverables that primary care have to make, as they are doing
their PCMH recognition which ties into maternal child health that ties into chronic disease etc.
There is a lot of alignment with chronic disease about where the pieces fit in. Is this contributing
to data and where we can extract data from?

A matrix was suggested in some key areas showing what initiatives that we already have
going. What are the potential big ones, as the Pre-natal Peri-natal grant etc. Could we possibly
tie them into the other things. PCMH applies to ECMC and Kaleida, it does not apply to the
Catholic Health System.

Ms.Moore said that she could pull together from the resources in the community for
maternal child health. As far as chronic disease she thought that Kate Ebersole had the best hold.
Ms. Ebersole replied that with the UB information from Laurene plus their different coalitions
that she could provide a list of all that they are aware of as being grant funded. As well as what
other foundations are focused upon.

The two priority areas will be Maternal Child Health and Chronic Disease. Cheryll
Moore will put together information on the Maternal Child Health end and Kate will pull
together information on chronic disease for a March 8 deadline. On March 11 Ms. Moore will e-
mail the information to the other meeting participants. A Community Partner meeting needs to
be scheduled. She is going to pull together a meeting of the Living Healthy Task Force in Erie
County. This engages many partners in the community from businesses, pharmaceuticals,
community health workers etc. She asked the others if they could think of any participants for



the community meeting to let her know. This will be happening concurrently while we are
meeting. This meeting will be held the 2" week in April. Ms. Moore also suggested that there
be a push of the consumer surveys. She will send out the on-line link for the survey. There were
suggestions made to send the survey out to insurance companies, banks, i.e. large employers.

There were two dates given out for the next meeting either March 20 or March 25, 2-4
PM. based upon Dr. Burstein’s schedule as she wants to involved in the process.



e

CHA/CSP Joint Planning Meeting
3-25-13
2-4pm

. Welcome and Introductions

Update on consumer surveys

. Local programs and services

Living Healthy Task Force Meeting April 24™
e 3 questions for professionals in the community
e Town Meeting format

Next Steps



COMMUNITY HEALTH ASSESSMENT MEETING
MARCH 25, 2013
RATH BUILDING

Those in Attendance:

Maria Foti — Catholic Health

Bonnie Polakoff — Catholic Health

Melissa Golen — Keleida Health

Christine Kemp — P2 Collaborative of Western New York
Alan Delmerico — CHSR at Buffalo State College

Cheryll Moore - ECDOH

Mary Walawander - ECDOH

The meeting participants identified themselves. Cheryll Moore thanked everyone for
attending the meeting. Some information was also passed out.

Update on Consumer Surveys

Ms. Moore handed out survey results as well as CD’s with raw data from the latest run of
the surveys. The BMI’s and the formulas were run by our intern. We are starting to look at the
demographics as they are starting to really replicate Erie County as a whole. With census data
in one area, we will have data from consumers stating what the problems are. The surveys will
be run through April 30, Surveys will be provided to the outreach clinics through the Catholic
Health System. Ms. Moore thought that by May 15™ hard final data should be available. She
said that the County as a whole is looking very similar. When we pull out the zip codes it will be
interesting to see what the breakdown will be. The surveys have been done in senior citizen
enters, local malls as well as the public libraries (in this instance tear off sheets with the web
address were placed alongside the computers). We will also do a push out to all users in Erie
County. Ms. Moore asked if any of the participants could also do a push out to their employees.
She also asked if this was accomplished to let her know what date a push would occur on. There
was conversation on perhaps doing a blast e-mail as part of a healthy living initiative for
organizations involved.

Our intern has also been working with the local school systems. Many of them have a

reverse 911 system, or an e-mail to parents system. However this has proved to be frustrating to
accomplish.

Dr. Young said that we all needed to agree upon the same priority; however this is not
truly what the language is. There needs to be clarification on this of what the language is versus
what we are being asked to do. The County has to choose two priorities; the hospitals do not
necessarily have to follow these same two. We are charged with collaborating with others within
our community to agree upon two measures one with disparities that we would work on
collaboratively. It does not have to be two measures but two areas. If we do two focus areas and



there are three objectives, the Dept. of Health could be doing one thing, and the hospitals
another, but we work collaboratively to move the indicator. Do the individual plans have to
mirror the County plan? Cheryll Moore thought that they should not mirror each other. We
should not be doing the exact same things. We should be doing different things to move the
same indicator. i.e. if we choose breastfeeding, someone would work on WIC, and someone else
on zip codes. The question becomes how specific are the counties if what we agree upon is the
collaborative going to be? There is the guidance and the chart. It’s the reality of what we will
accomplish in setting targets and goals. Christine Kemp that said these issues were addressed in
the webinar. Two priority areas must be the same within the CSP and CHA. The priority areas
must be the same, it doesn’t have to be the exact same process to get to what you want to
achieve, such as tobacco cessation, you would do the five A’s. The community could have more
funding for the split liners. Erie County does direct one on one cessation. We would be both
addressing the focus area of tobacco within the priority area of chronic disease. The way we go
about it can be totally different. It is ambiguous if we have to address the same focus area within
the priority area of chronic disease. It could be obesity and tobacco cessation, as they both fall
under chronic disease. Of the overarching of the five priority areas, those two must be the same.
Melissa Golen said that as long as we agree to chronic disease we could each select a focus. As
a county would you say chronic disease tobacco or would you just say chronic disease and then
let Catholic Health select a focus area? It must be a focus area. If we all agree to something and
then Kaleida doesn’t do something within that where is the collaborative? It depends upon the

level of specificity. Kaleida can participate in the process but what level of agreement is then
needed.

Cheryll Moore reiterated that we reside in a County with problems that can be addressed
easily from many different areas. There are not a lot of resources to accomplish things. We
must figure out how we can do this together and move the indicators. If we are all addressing
something different this will not happen. We kind of talked about the area of chronic disease
because our obesity rates are off the charts. 64% of adults are overweight and obese. There are
many things that can be done to address this. At the last meeting we came to this conclusion.

The priority area should be selected. At the last meeting the two priority areas chosen
were Maternal Child Health and Chronic Disease. Ms. Moore asked if we could move ahead
tentatively with these two areas. A focus area needs to also be determined and agreed upon; and
or priority areas. Kaleida questioned what level do we all have to come on board. Would it be
the focus area, and then within the focus area we can then branch out. Or do we have to have to
move a single metric or a multiple metric? Objectives do not have to be agreed upon. We each
can individually define the focus areas. We can agree on focus areas, and then each organization
within can define the objectives. We all have to have the same objectives. The goals and
objectives are metrically linked. The highest area that must be agreed upon is the focus area.
We need to know what Kaleida is looking at as far as priority and focus areas. What has been
chosen previously has been based on data. These are high risk indicators that need to be moved.

Alan Delmerico commented that we are choosing focus areas within priority areas that
we can all agree upon. The goals might be dispersed amongst the different groups around the
table. Under preventing chronic disease and reducing illness and death related tobacco use. The
goals within are much more distinctively community oriented and might be something that falls



within the domain of the Dept. of Health as opposed to hospital systems. Whereas some of the
much more politically oriented would align much better as goals for the hospital systems. We
would be agreeing upon a focus area and then essentially divvying up the goals and each
working on the ones that best align with our subset capacities to achieve the objectives. These
objectives are tied to the goals. We should narrow it down and then branch off specifically to
our need focus.

Cheryll Moore said that we may agree to disagree with each other. If however we agree
to agree we will be able to move the indicators in a better fashion. She said that we need to
know that in the two areas chosen are these areas that you are interested in working in. Ms.
Moore suggested that Ms. Golen bring this back to her executive board to find out if this is

agreeable to move forward. To reiterate we agreed upon two priority areas, and are going toward
focus areas.

At the County level we will be looking at pre-conception reproductive health, we are
reopening family planning. We can fill this gap. We are looking at increased access to high
quality chronic disease preventive care and management in both clinical and community settings.
This was agreed upon as our first focus area. Moving onto Healthy Women, Infants and
Children, Maternal and Infant Health, Ms. Moore asked if the hospitals were looking at anything
specifically be it clinical or community. They responded that breastfeeding and premature births
were the two areas that they are interested in.

Mary Walawander told the group that she could provide data for them. Cheryll Moore
said that caution needed to be exercised in accessing the PQI data. There was conversation
regarding data and reporting regarding publically available sources.

Ms. Moore said that we need to obtain information from our community partners. A
Healthy Living Task Force meeting has been scheduled for Erie County specifically on April 24,
from 8:30 - 11:30 A.M. This will be held at the Main Library. The Healthy Living Task Force
is comprised of community based organizations, businesses, health professionals, pharmaceutical
companies and payers. It is Erie County specific. She asked what we want to know from them
regarding their perceptions of health issues in the community. Ms. Moore asked the group for
three questions we could ask. There was conversation including the following areas: What
issues do you see in your population the most? (What issues are unique to the type of people that
they work with)? Health related issues? Transportation. Getting health care, receiving health
care, accessing health care. Social determinants? Is it easy for your clientele to access health
care? This will be a town meeting format (30 or 40) people. What is preventing your clients
from accessing health care? What are the barriers to good health in general? What is one thing
that you could change to help your clients live a healthier lifestyle? What motivates people to
change behavior? What is the biggest health issue facing your clients? Is there a service that has
been unavailable for your client recently? Ms. Moore said that she would send an e-mail out to
everyone with these to pick out the top three. We are looking to get professionals that deal with
consumer’s perception of health care in the community, or lack thereof. We might be able to tie
together that the consumer is saying one thing and the professional is unable to refer the
consumer. If it links together it will all make sense. We are safer in trying to characterize the



County as a whole countywide issue. The subset will be the City. We will come up with three
pertinent questions for the Healthy Task Force meeting.



Erie County Community Health Forum
Community Health Assessment

Buffalo & Erie County Public Library
Wednesday April 24, 2013
8:30-11:30am

Agenda
Welcome and overview of meeting

Purpose:

1) Elicit perceptions of health issues affecting our community from businesses, health professionals,
community based organizations, and pharmaceutical companies and payers.
2) Discuss and provide overview on County Health Assessment

Forum Format

Each of the four main topics (Chronic, Infectious, Disease Prevention/Health Promotion and Elder Care will be
allotted 36 minutes. Example breakdown as follow

Introduction and Overview - 3 minutes

Question 1 — 10 minutes

Question 2 ~ 10 minutes

lestion 3 — 10 minutes
cransition — 3 minutes
36 minutes

Forum Questions
Infectious Diseases — Pneumonia, Flu, Tuberculosis, HIV, STls, etc. (36 minutes)

1) What are the challenges/issues/barriers related to the prevention of infectious diseases that you see in
your community? (10 min)

2) What changes in your community would best help to improve overall health? (10 min)

3) Are there specific communities or population groups that resources should be focused on? (10 min)
Chronic Diseases — Diabetes, Mental Health, Cardiovascular Disease, Obesity, etc. (36 minutes)

1) What are the challenges/issues/barriers related to the prevention of chronic diseases that you see in
your community? (10 min)

2) What changes in your community would best help to improve overall health? (10 min)



3) Are there specific communities or population groups that resources should be focused on? (10 min)

Health Promotion/Disease Prevention — Nutrition, Physical Activity, Access to care, Smoking, Drugs, etc. (36
minutes)

1) What are the challenges/issues/barriers related to implementing health promotion that you see in
your community? (10 min)

2) What changes in your community would best help to improve overall health? (10 min)

3) Are there specific communities or population groups that resources should be focused on? (10 min)
High Risk Populations — Elders, youth, disparities (36 minutes)

1) What are the challenges/issues/barriers related to the prevention for high risk populations that you
see in your community? (10 min)

2) What changes in your community would best help to improve overall health? (10 min)

3) Are there specific communities or population groups that resources should be focused on? (10 min)

Overview of consumer survey results to date

Any additional Items from audience - (Remaining time)

THANK YOU!
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ERIE COUNTY COMMUNITY HEALTH FORUM
COMMUNITY HEALTH ASSESSMENT
BUFFALO & ERIE COUNTY PUBLIC LIBRARY
WEDNESDAY, APRIL 24, 2013
8:30-11:30 AM.

MINUTES

Cheryll Moore introduced the Buffalo State team, comprised of Alan Delmerrco and
Jonathan Lindner, who were facilitating the meeting. She went on to explain that the
Community Health Assessment is done every five years with data from national, state and local
sources from surveillance obtained from consumers with what is going on in Erie County and to
identify problems and needs in health care. We are currently at the end of the five year cycle,
and we are developing for the next five years. The survey is on the Erie County website. The
information must be submitted by November 15™, and will be up on the website by January 1%,

Question #1 Infectious Diseases

Barriers seen recently is the misinformation that gets out to the community. Also
pregnant teens are not concerned with STD’s. It was questioned regarding the way the message
is being given out and who is giving the message. Thought needs to be given to those who are
giving and creating the message. It was mentioned that focus groups could be set up in the
community. Buffalo Pre-natal Peri-natal mentioned that there is a problem with girls getting into
the system, such as the Dept. of Social Services. We need to work with them. Once they get
into the system and they get numerous denials for no reason, they get frustrated and do not want
to go back. A dialogue should be started with Social Services. When Buff. Pre-natal
accompanies a client to a social service appt. and reiterates that the person is in need, they are
able to get services and are surprised that they are not being denied again.

An educational campaign combined with navigational services for assistance with
utilizing services needs to be established. This would include coordination with M.D.

appointments such as physicals, family planning etc. It was also mentioned that this kind of
coordination could be implemented in schools.

Phil Haberstro commented that breaking down silos, and being strategic towards
environmental policy changes and positive choices towards infectious diseases.

Another point was to educate young men regarding STD’s. Getting to appointments is
also a very important factor. As well as coordination of services. There is also a large portion of
the community that is uninsured that need to be pre-certified. Is there a coalition that is looking



Services should work together to assist people in accessing health insurance. The Dept. of Social
Services is trying to recertify clients as soon as possible. However this is a difficult endeavor.
Should we be looking at pulling together to work more effectively.

Specific community or population groups that these resources should be focused
on. The male and refugee populations were mentioned. What groups should these resources be
focused on specifically? You must look at those who are disproportionately affected in a
negative way by the outcomes. The overall picture must be looked at. It is also important to
look at gender specific issues; and to focus at preventive and ongoing medical care to help
people get connected to resources and understand the necessity of care. Literacy is also
important among the refugee population. Lack of resources is also a huge problem.

Educating foundations was mentioned by Phil Haberstro.

Question #2 - Chronic Diseases

Stigma was thought to be one of the largest challenges with promoting health and
wellness specifically to chronic disease. Even though there may be services and people are
aware of them they may not access those services for fear of any kind of retaliation. Even to
themselves or their own mental health. When dealing with chronic diseases one of the core
pieces we need to be mindful of is substance abuse. There are issues that are related to stigma
and how we can address them.

Phil Haberstro said that that are two critical groups here. The Boards of Education for all
of our schools in Erie County should understand how the rule of health education plays in the
prevention of chronic disease. Also the employers across Erie County, and the leadership in
those groups needs to understand the cost benefits of employee health promotion programs for
them.

Maintenance on individuals that know that they have a diseases, i.e. asthma, inhalers that
break, and then medication is not taken. Education needs to identify this problem so that the
individuals maintain taking their medication.

Another of the major issues of barriers is the utilization of preventive health care.
Knowing that annual physicals be done, and then referral to a place for care. Transportation and
child care are also barriers to accessing care. Education on an almost personal level needs to
take place regarding where to go to get help.

The Diabetes Coordinator from Catholic Health System wanted to focus on an increase in
the 30 day rate admissions for patients that come in with an 1800 blood sugar level. This has
occurred multiple times due to no access for diabetic care. They are sending patients home with
prescriptions. For diabetes alone the cost could be up to $600, the patients are people with no
money. They are continually looking for grants, but this needs to be looked at in a coordinated,
collaborative way so that they can put a program in place to get them immediately into health

care follow-up. So that they do not rebound into the hospitals and have the services that they
need.



Prevention for a lot of population groups is not an option. Many do not have access to
fresh fruits and vegetables resulting in a healthier diet for prevention of chronic diseases in the
first place.

Also one of the challenges for prevention of chronic diseases is behavioral changes. You
need to actively be involved. One of the biggest issues about prevention is that much of the
prevention discussed is good prevention. We will never be able to treat our way out of disease.
The big issue is how to get the major systems of insurers and hospitals to actively invest in a
primary universal kind of correction.

The word is starting to get out to the community about some of these issues such as
cardio vascular disease and even mental health. One of the challenges is where does it go from it
being an issue to actually make changes that may be prevented by their socio-economic status.
We have gathered a lot of information and know how bad things are, the community knows that
there is an issue but there is a gap between what people know are a problem and effective
interventions that make a difference, instead of interventions that are not producing results.

Someone spoke of evaluating mental health issues of city and specific demographic
areas. They are mapping resources and gaps. The gaps of 70-80% are easily filled with multiple
programs. The mental health patient is not treated as any other patient in the health care system.
Once they are in as mental health patients there is no way out. As a physician when a patient is
seen you give them a way out, there is a diagnosis and a prognosis. With mental health patients

once you are in, it is a life sentence. The patient often times does not have the drug to get better
to pursue treatment.

Businesses must be encouraged to come into Buffalo in order for anyone to advance to do
outside activities. We need to invest in the population to get them active. In private schools you
are mandated to take a sport. This in turn makes for a healthier population. We need to focus on
trying to get our community to engage kids in activities.

A consequence of poverty can be poor health. We need to incorporate activities to bring
about positive changes in targeted populations. Groups need to be engaged to evaluate physical
health. There must be access to physical activity in the schools.

There must be an integration of physical and mental health services.

Diana Monaco a Dietician from the FDA, who also teaches at Buffalo State, said that
involving Educators that try to teach nutrition goes hand in hand with avoiding chronic disease.

Getting advice from the experts regarding nutrition education is integral for getting the correct
information.

One of the important populations is the child bearing female. She should have access to a
healthy environment. This is the starting point for the health of the child. Gestational
development and having babies born on time is one of the most important points in going
forward, and this begins with the mother’s health.



African-American infants born in the City of Buffalo are two and a half times more likely
to die than their Caucasian counterparts. The Hispanic populations are also disproportionately
high in terms of poor outcomes after birth. There is a new campaign to increase the number of
African-American women who breast feed because of the positive benefits of breastfeeding;
Pre-conception care also needs to be looked, Buffalo Prenatal is attempting to get the women to
do some preventive medicine activities before they decide to get pregnant.

The Erie County Dept. of Senior Services recently completed a needs assessment and
health behaviors came up near the top. They did a lot of focus groups and they surveyed seniors.
We need to be focusing on the elderly, also young mothers, others who are of child bearing age
and their young children. There is a great return on investment when we focus there.

Resources should also be focused on educating individuals on family history. If the
parents had heart disease and diabetes what was the reason. Can you do anything to avoid
chronic diseases?

MS rates in the area were discussed. People with disabilities in general need to be a
focus, just based on the cost of the medical system. There are issues with needing more
physicians that are aware of the medical needs of the disabled population. Both on the health
side and the physical disabilities side.

It was also mentioned that there are people employed with health insurance where the
employers are going to high deductible plans. People are not willing to go for treatment because

of this. Over the next five years we could possibly be seeing employees who are covered having
less access to health care.

An employee from Independent Living stated that he represented people with physical
disabilities but also the health component. He felt that a barrier to health care is due to a lack of
coordinated training regarding health issues for disabled people. The barrier involves the fact
that the systems do not cross over too well. We are seeing many more instances where people
with disabilities are being sub diagnosed. They are diagnosed with small things that are actually
larger because they assume that the disability is the cause of the symptom. We need to get
something in place where people with disabilities specifically recipients of mental health services
can get those needs met by people that are trained to know the difference. The cost for people
with chronic disease is very high. We need to get the prevention rates up.

Question #3 — Health Promotion/Disease Prevention — Nutrition, Physical Activity, Access to
care, Smoking, Drugs, etc.

Health literacy is a huge issue. We need to think about how we are sending the message.
If internet access is not available there is no point in attempting to reach the community in that
manner. We need to optimize community block clubs, the faith based community, and word of
mouth to be able to reach the community.



Erie Niagara Tobacco Free Coalition was in agreement of the previous comments and
suggested doing train the trainer programs so that it also becomes peer to peer. There have been
discussions with the Buffalo Board of Block Clubs attempting to build experts into block club
citizens as becoming trained advocates for the different health behaviors that we trying to help
improve. Using health economists to send advocates into the largest employers to make
commitments around these behaviors similar to the Wegmans model.

Traditional issues, problems, concerns, challenges with implementing health promotion
programs

A grass roots movement to remove stigma would be very effective. We all have
boundaries providing services that are supposed to provide a health promotion, or disease
prevention. High risk populations must be targeted the most, general health promotion doesn’t
necessarily resound with them. Doing some work to make health a value that everyone embraces
and celebrates as a community.

There must be more collaboration between organizations. As a health insurer they have a
model. Somehow plans could all come together for any organization. There is duplication,
using a best practice approach and have insurers get together to brainstorm.

For best practices a continuum of primary universal prevention through continuing care
and after care, as well as private care management. We need to get cross cutting to get
information so that we are not duplicating. A health social network would be helpful.

Social media could also be an outlet to get input from the community and also to promote
people’s resources. This would be a way to connect to health promotion.

What changes in your community would best help to improve overall health?

We need to look at our community as a complete community. Not city versus suburbs vs.
rural. We need to build a sense of that work and build a totally connected community here in
Erie County.

We should look to extend local research studies that are happening at Roswell and
probably more at the universities that are using local folks in the testing. Such as screenings,
perhaps the local community could then support such endeavors.

It was felt that the community coalitions that we have with information are under-utilized
at this point and time. All community health matters, we are a collection of individuals, we must
address the community to recover individual’s health. This is not true of us presently.

There should be more focus on primary care. There is a lack of primary care physicians.
Individuals are utilizing urgent care and emergency rooms. Physician offices are not open in the
evenings.

Are there specific communities or population groups that resources should be focused on?



Health promotion and prevention need to be reiterated. Focus on the elderly to keep them
healthy also needs to be accomplished. More resources in the senior centers to keep them as
healthy as possible. This is a big population that needs to be focused on.

Refugees and immigrants also need to be addressed. There are not a lot of resources
available for them. There are cultural and language barriers.

Health promotion among employers also needs to focused on. Incentives or employers
who build in employee health options, i.e. gym options. If employers were rewarded for these
options if would be an incentive to raise the value of health.

Looking for small gains in high risk population, young age, urban, poor, trauma exposed
or middle aged who have not developed chronic disease as of yet; and to keep them from
developing any chronic disease.

High Risk Populations — Elders, youth, disparities

What are the challenges/issues/barriers related to the prevention for high risk populations that
you see in your community?

Baby boomers would not necessarily go to senior centers (where there is a lot of health
promotion going on), but possibly to centers that have inter-generational programs or perhaps to
a coffee establishment. We need to think about how we will get health promotion out to them.

Encouraging more peer to peer support. We encounter people about smoking, when gun
violence and walking into the house safely is certainly a priority. When health promotion is done
by peers in this instance it will certainly become more valuable.

Urban minority young men were brought up. We only have roughly 20% of them
graduate from high school; this is a population that needs to engaged in health literacy and
focused upon.

What changes in your community would best help to improve overall health?

We need to have programs that address the urban risk male population. They need to be
focused and oriented that they need to finish school early on in their lives. As well as the
parents-school relationship.

If there is a school district that is suspending kids on the average of 45 school days per
offense and they are not in school learning about the things that they need to; they are out in the
community engaging in behaviors that puts their health at risk. Their are a lot of systems that
reach out into people’s homes for various reasons, i.e. case management or county employees,
CPS. All of these people need to have health education given to them as part of their jobs and
working in the impact of health when they are out dealing with these folks.



Better workplace wellness and increased funding needs to be reiterated. Health behavior
needs to be encouraged.

50% of children in the community show up in kindergarten not ready to learn, and wind
up behind in school. There needs to be early childhood school readiness put into place. There is
a coalition addressing this problem.

If parents are working, children may be in day care centers or some other setting that may
or may not have any health information presented to them either by modeling or program
engagement for youth. More importantly it becomes a cost for the parent as well. If the parents
are not comfortable where the child is, but that is what they can afford, going back to the poverty
issue or the hours provided. The quality of those providers needs to be looked at as well.

Are there specific communities or population groups that resources should be focused on?

An educational system where students are suspended or because they choose not to
participate. Home schooling trends also come into play.

Health needs to become a value that means something to everyone in our community.
The fact that our educational system recognizes one semester or half a semester for health is not
enough. Gym and health need to remain in the curriculum.

We need to get physicians back in the practice of counseling patients on health issues that
are brought to them. As opposed to a computerized response to the issue that brings them into
the doctor’s office. Spinning off pages of information and the patient being told to read it. The
relationship with the physician is key. The physician and the practices should be understanding
of the issues that affect these populations.

Cheryll Moore gave an update of the consumer surveys.



Erie County Department of Health:
Data and Technical Support to Develop Dashboards (draft 1.0, 8/15/13)

Alan M. Delmerico, Ph.D. (Principal Investigator)
William F. Wieczorek, Ph.D. (Co-Investigator)
Center for Health and Social Research

Buffalo State, HA203

1300 Elmwood Ave.

Buffalo, NY 14222-1095

Telephone: 878-6137

Facsimile: 878-5905

E-mail: delmeram@buffalostate.edu

2013 DRAFT Work Plan

Process Overview

The Center for Health and Social Research (CHSR) has been collaborating with the Erie County
Dept. of Health (ECDOH) to provide data and analytical support for ECDOH funded
programming across a variety of areas. The focus of this agreement is on the data information
and evaluation systems that will allow for measuring the impact of the maternal and child health
programs on the community. This work provides a framework and working relationship between
ECDOH and CHSR that ensures a longer term (5 year) commitment for data system and
evaluation processes.

Drs. Delmerico and Wieczorek will manage the project through their direct involvement and
through the oversight of other CHSR staff, as needed.

1. Dashboard conceptual development process.
Background: The CHSR in collaboration with the ECDOH will develop a series of dashboard
instruments for use in public reporting and for program-level continuous quality improvement.
The goal is to utilize facilitated meetings to drive the development of these instruments,
specifically aligning them with goals and objectives for the 2013-2017 New York State
Prevention Agenda as part of the County Health Assessment planning process. The dashboards
will be designed to be conceptually and functionally aligned with the prevention activity logic
models currently being developed. The dashboard will include specific process and outcome
metrics from the logic models. The CHSR will facilitate a series of meetings between all
necessary parties involved in the dashboard development, including but not limited to
representatives of the CHSR, ECDOH, Erie County Division of Information and Support
Services (DISS), and health agencies.
Deliverables:
e Dashboard structure developed that conceptually and functionally aligns with
logic models
e Specific process and outcome metrics identified that integrate with the
components of the logic models
Estimated Cost $7,500 (100 hours at $75/hr).



2. Development and implementation of dashboard template.
Background: The CHSR in collaboration with the ECDOH and DISS staff will develop a web-
based interface for the dashboards allowing easy access to metrics identified in Task 1 above as
well as the supporting information that indicates how those process and outcome metrics align
with the components of the logic models. The dashboard template will be designed to feature an
overview screen offering a visual summary of dashboard metrics. From this overview screen,
users will be able to access individual metric screens that can be examined in greater detail,
including comparison data and outcome targets. The online system will be designed to offer
multiple levels so that identified groups (e.g. ECDOH staff, health agency staff, the public) can
have access to specific content appropriate to their group categorization. In order to achieve this
task, the CHSR will facilitate a series of meetings between all necessary parties involved in the

online dashboard template development, including but not limited to representatives of the
CHSR, ECDOH, DISS, and health agencies.

Deliverables:

e An attractive online dashboard system template to visualize the identified process
and outcome metrics that integrate with the components of the logic models
including:

o Overview screen template designed to visually integrating the various
metrics

o Individual metric screen template with integrated display of comparison
and target data

o Supporting information that indicates how those process and outcome
metrics align with the components of the logic models

e The dashboard system will allow categories of users to access various levels of
information

o The county-level dashboard will be available to all users and will facilitate
public reporting on outcomes
o Sub-county level data will be restricted to staff of relevant Erie County
health agencies, the Center for Health and Social Research (CHSR), and
the Erie County Dept. of Health (ECDOH)
Estimated Cost $15,000 (200 hours at $75/hr).

3. Acquisition, processing, and publishing of data for dashboards
Background: The CHSR anticipates utilizing data from multiple existing sources (e.g.,
SPARCS/PQI, ECDOH sources, and local data from agencies). However, some local data may
need to be created (e.g., surveys or other sources) in the long-run to create more robust
dashboards. Existing archival data will be obtained and processed along with appropriate
matching metadata for each metric. We envision acquiring and processing data at multiple
geographic scales (e.g. county-level, municipal, ZIP code). Sub-county level data will be used to
assess whether programs are targeting and impacting areas of high need and the system can be
designed to track impacts over time. Dashboard metrics at the county-level will be aligned with
NYS Prevention Agenda objectives, goals of Healthy People 2020, and other applicable targets.
Comparison data will be obtained for NY State as well as similar counties (e.g. Monroe) and
included in the dashboard interface. Finally, the dashboard templates designed in Task 2 above



will then be populated with data. Updates to the system will be made on an ongoing basis when
updated data become available.
Deliverables:
e Obtained and processed data elements aligned with the specific metrics identified
in Task 1 published to the dashboard template
e Appropriate metadata for each metric, prepared and published to the dashboard in
concert with the matching data element
e Comparison data for each metric from NY State and others as appropriate
e Aligned goals and targets from the NYS Prevention Agenda, Healthy People
2020, or other applicable sources collected and displayed on the dashboard
Estimated Cost $9,500 (120 hours at $75/hr).

Work Plan Summary - 2013

Section 1: Dashboard conceptual development process: 100 hrs, $7,500.
Section 2: Development and implementation of dashboard template: 200 hrs, $15,000
Section 3: Acquisition, processing, and publishing of data for dashboards: 120 hrs, $9,500

Total 2013 Work Plan $32,000
Cost of the December 2012-May 2013 Work Plan

Total costs for these services are estimated at $32,000, based on an estimated 420 hours of effort
at $75 per hour. These are only estimates; CHSR has the flexibility to allocate effort to achieve
the goals of the work plan for the estimated total cost. If the scope of the work is substantially
greater or less than anticipated, CHSR will notify ECDOH as soon as this situation is recognized
so that a revised agreement can be negotiated. This agreement can also be amended to expand
the scope of work with the approval of both ECDOH and Research Foundation of SUNY/Buffalo
State College. This agreement may be terminated by written notice by either party, provided
such notice is given 30 days prior to the proposed date of termination and only in the failure of
good faith efforts by ECDOH and the Center for Health and Social Research to resolve
outstanding issues and concerns relating either to its content or implementation.



Agenda
CHA/CSP Joint Meeting Conference Call
8/23/13

Welcome

. Confirmation of joint focuses

. Inventory of Breastfeeding activities in the community occurring to increase rates
in Erie County — update to plans, possible dashboard creation for indicator
(Healthy Marin)...example, proposal from Buffalo State College

e Data links in meeting notice email

e Baseline? How to best obtain

e Subcommittee/workgroup meeting

. Inventory of Chronic Disease (Hypertension or colorectal?) in the community
e What specific indicators do we want to monitor/move?

e CHS/ECDOH - increase age appropriate colorectal cancer screening rates
at 1500 Broadway site

e Baseline data/ - links sent in meeting email
Stroke Heroes act FAST campaign — links provided -
e Kaleida -

5. Next meeting ?

Thanks and have a great weekend!



NYS Prevention Agenda 2013-2017 — Erie County Community Health Assessment planning

Key:
Priority Area
- Focus Area
o Goal

= Potential relevant grant/project/agency in Erie County

Prevent Chronic Disease:
- Reduce obesity in children and adults
o Create community environments that promote and support healthy food and beverage
choices and physical activity
o Prevent childhood obesity through early child care and schools
= Breastfeeding-Friendly Erie County (P2/United Way)
o Expand the role of health care and health service providers and insurers in obesity
prevention
o Expand the role of public and private employers in obesity prevention
- Reduce illness, disability, and death related to tobacco use and secondhand smoke exposure
o Prevent initiation of tobacco use by NY youth and young adults, especially among low
SES populations
= Erie-Niagara Tobacco-Free Coalition
o Promote tobacco use cessation, especially among low SES/poor mental health
= NYS Smokers Quitline (Roswell Park)
=  Erie-Niagara Tobacco-Free Coalition
o Eliminate exposure to secondhand smoke
= NYS Erie County Asthma grant (pending)
= Erie-Niagara Tobacco-Free Coalition
- Increase access to high-quality chronic disease preventive care and management in both clinical
and community settings
o Increase screening rates for cardiovascular disease, diabetes, and
breast/cervical/colorectal cancer, especially among disparate populations
= AF4Q3.0(P2)
= Meeting the Mark: Diabetes Recognition Program
= NYS/CDC Diabetes Prevention Program
= Jericho Road Hope Refugee Drop-In Center (United Way funded)
o Promote use of evidence-based care to manage chronic diseases
= AF4Q4.0 (P2)
= BEACON (P2) — Health IT for population health management
= NYS Erie County Asthma grant (pending)
= P2 Chronic Disease Self-Management initiatives
o Promote culturally relevant chronic disease self-management education
® P2 Chronic Disease Self-Management initiatives



Promote Healthy Women, Infants, and Children
- Maternal and Infant Health
o Reduce premature births in NYS
®  Buffalo Prenatal-Perinatal Network CHW program (United Way)
= Jericho Road Ministries (Refugee outreach - Priscilla Project) (United Way)
o Increase the proportion of NYS babies who are breastfed
= Breastfeeding-Friendly Erie County (P2/United Way)
= Buffalo Prenatal-Perinatal Network CHW program (United Way)
= Jericho Road Ministries (Refugee outreach - Priscilla Project) (United Way)
o Reduce the rate of maternal deaths in NYS
- Child Health
o Increase the proportion of NYS children who receive comprehensive well child care in
accordance with AAP guidelines
= NYS Erie County Asthma Grant (pending)
s Buffalo Prenatal-Perinatal Network CHW program (United Way)
o Reduce the prevalence of dental caries among NYS children
- Preconception and Reproductive Health
o Reduce the rate of adolescent and unplanned pregnancies in NYS
o Increase utilization of preventive health services among women of reproductive age to
improve wellness, pregnancy outcomes, and reduce adverse birth outcomes



Agenda
CHA/CSP Joint Meeting
7/26/13

Welcome

. Consumer survey data presentation — Al Delmerico

. Confirmation of joint focuses

. Inventory of Breastfeeding activities in the community occurring to increase rates
in Erie County

. Inventory of Chronic Disease (Diabetes or colorectal?) in the community
e What specific indicators do we want to monitor/move?
e Baseline data/

. Next meeting — 8/9/13 9am, room 904 Rath Building

Thanks and have a great weekend!



CHA/CSP - Breast Feeding Collaboration to decrease obesity

% babies fed breast milk exclusively in delivery hospitals
% babies continued to be fed breast milk exclusively at 2 and 4 month pediatrician visits

Work with large select practices to create model — potential low hanging fruit

UBMD - Jericho, Cleve Hill, Jefferson, Linwood Peds
Buffalo Pediatrics

Tonawanda Peds

Delaware Peds

Towne Gardens

CHS/1500 Broadway

Develop dashboard for posting on ECDOH website for tracking movement of indicators,

hosting of data (local prenatal/ perinatal indicator data and local programs associated with
moving them)



Agenda
CHA/CSP Joint Meeting Conference Call
8/9/13

Welcome
. Confirmation of joint focuses

. Inventory of Breastfeeding activities in the community occurring to increase rates
in Erie County — update to plans, possible dashboard creation for indicator
(Healthy Marin)...example

. Inventory of Chronic Disease (Hypertension or colorectal?) in the community
e What specific indicators do we want to monitor/move?

e Baseline data/

e Stroke Heroes act FAST campaign

. Next meeting ?

Thanks and have a great weekend!



5/30/13 Edit form - { Erie County Community Health Assessment Consumer Survey 2012 - 2013 ] - Google Docs

1198 cesponses

Summary ses complets esconses

A. Introduction

Please be honest, we guarantee that your identity will never be known or sought Only take this surveyonce.

A1. What health toplcs are you interested In learning more about?:

Aleohol Use or Abuse -
-

Asthma -
——
cace [
Childran’s Health -
Ghalestero) [N

Dental Health -
Deprassion
Diabetes

Drug Use or Abuse. .

Environment and H...

Famlly Planning -

s o [N
Heart Disease and... -

HIV and AIDS -
immunizations -

Infectious Diseases -
fnjury Pravention -

Lead Poisoning [

oo
Overweight or Obe... —
Sexually Transmit... -
S —

Stroks -

Tobacco -

Acohol Use or Abuse

Arthritls

Asthma

Blood Prassure

Cancer

Children’s Health

Cholasteral

Dental Health

Depression

Diabetes

Drug Use or Abuse (including prescriptions)
Environment and Housing
Family Planning

Food Safety

Heart Disease and Heart Health
HiVand ADS

immunizations

infectious Diseases

Injury Prevention

Lead Poisoning

Nutrition

Overweight or Obesity

Physical Activity and Fitness
Sewually Transmitied Diseases
Stress

Stroke

Tabacco

163

154
340
s
250
297
228
388
271
150
237

284

154

14%
28%
13%
28%
28%
21%
25%
19%
32%
23%
13%
20%
1%
28%
24%

8%
11%
15%
13%

8%
50%
37%
49%
10%
45%
16%

9%

Peopla may select more than one checkbox, so porcentagas may add up to more than 100%.

0 120 240 360 480 600 720

A2, If there are other health topics you are Interested In, what are they?
, Mental Health topics Mental health such as Anxiety, borderline personality disorder, bipolar.
elc na Autism no ALS None thatl can think of. N/A
Epliepsy No Praventive medicine kidneystones  Birth Control
helping ease them. Also, the use of vitamins and homeopathic remedies.
toxic pollutants. Of particutar concern is the Hudey Coal Powered Generating Plant, the public should be educated about how the emliss/on from th

A3, Where do you get most of your health Information? (select one):
Doctor or Medical Provider

Library
News paper or Magazine

https://docs.google.comispreadshest/g form?key=0AGpyZ_vD3udGRXSEVQOUw2WIpWQWVnM3dfYIBF T 1E&grridid=0fchart

Canker Sares - Prevention of
Headaches (migraines, clustar, tension} and ideas for
How pollution from surrounding areas effect our health, and whal we can do to reduce our expasure to

411
22
95

%
2%
8%

110
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School Nurse 5 0%

Doctlor or Medicat.. Computer or intemet 428 6%

Library I Television or Radlo 46 4%

. Friends and Family 86 %

Newspaper or Maga... Health Insurance Company 271 2%

School Nurse | Social Services 10 1%

————  — Head Starl 1 0%

Compuler or Inteme! [ e e L e ] wic N 0%

Television or Radio D Other €5 5%
Frends and Family E_P

Health Insurancs _. [l
Social Services
Head Starl
WICI

Other
0 88 172 258 344 430

B. Your habits and your health

In this section we want lo leam about the perceptions and behaviors assaciated with your individual health status.

B1. Kow often do you participate in physical activity or exarcise for 30 minutes or more? (select one):

§-7 Times a week 295 25%

57 ﬂr“’“‘“"‘*“— 24 Times a week 183 13%
2.4 Times 8 woek _ 1-3 Times a week 288 24%
Tryto add physical activity where possible (taking the stairs, aic.) 207 17%

1-3 Timezjaiwost — None beyond ragular dally aclivities 23 8%

None beyond regul... E

o 59 118 177 236 295

B2. Which, it any. of the following would help you become mora active?

Transpartation to the park or gym 1581 13%
Transportation to Groups lo participate with 372 31%
Groups to partich.. | Workshops or classes about exercise 264 22%
Sale place to walk or axercise 388 32%
Workshops or clas,, | Individual instruction/personal trainer 441 7%
Safe place lo wel .. Inf tion about prog in your neighborhood 260 22%
- Di ts for exarcise prog or gym b ip 578 48%
umlinainieg | Low cost sneakers, sweat suils, or other squipment 272 23%
Information about . 1 Afriend to exarcise with 482 40%
Discounts for axe... Activiies you can do with your children 185 16%
[ None of the above 95 8%

Low cost sneakers...

| People may select more than one checkbox, so percentages may add up ta more than 100%.

A triend to exerc... |

1

Activilles you ca .. |

Nane ol the ebove

0 11§ 230 345 460 575 690

B3. Is thera anything elss that would help you become more active? if yes, what?

More affordable personal ralning athome gym Qutdoor actvities. such as biking, canoeing. white water rafing tnps, sportgames. etc...
Having more time available to me. Right now | have class, work and an internship plus hornework on top of that group sports no nol
teally no None NIA Cheaper exercise classes activities, a wider spread of imes when ibes ware available. Motivation and less stress from work, school,
elc. If 1 dwdn't exparience mydaily pain In my fingers, back, neck, and foot Better gym equipment at the schools facilities as well as more space for aach sporiteam to practice

|

https://docs.google.convspreadsheet/gform?key=0AKGpyZ_vD 3udGRXSEVQOUwWzWipWQWVNM3dfYIBFT 1E&gridid=0z#chart 2110
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B4, How many servings of fruits and vegotahles combined do you aat every day on average?

More than § 66 &%

More than 5 5 79 7%
5 4 178 15%

3 329 27%

2 253 21%

1 201 17%

o 20 2%

0 66

132 198 264 330

B5. How many cups of fruits and vegetables combined do you think you should eat every day?

5 608 51%
s [T T e e ] y 136 1%
4 - 3 180 15%
2 69 6%
B - 1 26 2%
2 . 0 7 1%
E More than 5 174 15%

1

0

More than § :

121 242 363 484 605 726

o

B6. What keeps you from eating more ruits and vegetables every day?

Tima it takes to prapare 444 7%

Time it lakes to .. _ Cost 535 45%
Cost _ Lack of accass o frash frults and vegatables 232 19%

Don'tike them 88 7%

Lack of access fo... — Familydoesntlike them 48 4%
Don't hke thom - Don't know how fo cook them or prapare tham 78 7%
Other 276 23%

Family dossn Il .

Don‘(knowhowm.,-

oo ]

0 107 214 321 428 535

Peoplo may select more than one checkbox, 50 percentages may add up to more than 100%.

B7. Do you have haalth insurance (Medicald, Medicare or other insurance)?

Yes 1137 a5%,
No 61 5%
B8. If you do have health insurancs, Is this Insurance_
Private insurance from you or your spouse's work 745 62%
Medica'd 131 11%
Madicare 95 8%
Purchased by you directly from the insurance company 49 4%
Chiid Health Plus 1" 1%
Other 167 14%

https://docs.g oogle.com/spreadsheet/g formkey=0AKGpyZ_vD3udGRXSEVQOUWzWIpWQWVRM3dfYIBF T 1E&gridid=Ofchart ano
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FPrivale insurance .. {8

Medicare .

Purchased by you ... I
Child Health Plus I

o [

D 143 208 447 596 745

B9. How often do you see a doctor or medical professional?

v once a yeat [506| —— —— D'y when I'm aick

—I don't (42]

e Yrarly chockup |47

B10, Where do you usually seek medical care?

Al o hospital emerg
AL a clinic {60)
— Othor [48]

sqular doctor {1043}

B11. How would you rate your overall health?

Goad [712]

Exce’ont [285]

B12. if you ware to eat healthier and exerclise more, do you think that it would make a difference in how you feol?
Yes, itwould make me feel better

No, it would make me fee) warse
Thera would be no change in how | fesl

5 No it would mako
= Thore would bo no

ie lee! bastor [1100]—

B13. How often do you take a muitl-vitamin?

Yeary checkup

Moare than once a year
Onlywhen 'm sick
fdont

Al your regular doctor

At a hosplital emergency room
Atadinlc

Other

Excellent
Good
Falr
Poor

Daily
Everyather day
Weekly

Never

285
712
175

26

488
70
92

548

hitps://docs.g oogle.com/spreadsheet/g form?key=0AKGpyZ_vD 3udGRXSEVQOUWzWIpWQWVnM3dfYIBF T 1E&gridid=O#ichart

473
506
m

42

1043
48
60
49

1100

39%
42%
15%

4%

B7%
4%
5%
4%

24%
58%
15%

2%

92%
0%
8%

41%
6%
8%

46%

410
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Nover [548)

Woohly [92)—.

e
very othor day [70] —

Diuty [488]

B14. How many cups of water do you drink each day?

B15. When away from home, where do you normally eal?

A rostaurant (623 —
~—1don't eal oul [84]
~—Qther [51)

“~— At a friond or tami

odt 1 [247] 3

o

B16. When eating out, do you order based on taste or health?
ito and heath [780]

—— Mgl appicablo [15]

Tasto [335]

Hoatth [68)

less than 4 cups
48 cups

6-8 cups

8-10 cups

10+ cups

At a friend or family member's house
At a fast food restaurant

Ala sit-down restaurant
idonteatout

Other

Taste

Health

Acombination of bath taste and health
Not applicable

Edit form - [ Erie County Community Health Assessment Consumer Survey 2012 - 2013 ] - Goagle Docs

E;g Please rank sach section of the grocery store from most ir

500

100

00

g
100 .
0123!

Mosi visited

o) |
] T

5

Leas!visited

Snack

tly shopped to least frequently sh
1- Mostvisited

2
3
4
5
6
7- Leastvisitad

1- Mostvisited

3
4
5
8
7-

Least visited

365
378
257
140
61
193
247
823
84
51
335
68
780
135
d {Don't repeat numbers).
501
200
142
95
78
54
45
81
102
125
160
128
188
2n

https://docs. google.comispreadsheetg formiey=0AKGpyZ_vD 3udGRYSEVQOUwWzWIpWQWVnM3dfYIBF T1E&gridid=Olichart

30%
31%
21%
12%

5%

16%
21%
52%

7%

4%

28%
6%
65%
1%

42%
17%
12%
8%
7%
5%
4%,

5%

9%
10%
13%
1%
16%
23%

510
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m I
12 3 4 5 6 T

Most visitad Leastvisited

220
165

0

o

5
0

1- Mostvsited 204 17%
2 244 20%
3 238 20%
= 4 150 13%
l' 5 112 9%
1 ﬂ 6 56 5%
T 1 & § 7 7 - Leastvsited 86 7%
Mosivisited Leastvisiled
1- Mostvisited 221 18%
2 325 27%
3 210 18%
4 127 1%
5 a8 7%
6 56 5%
7 - Leastusited 50 4%
Most vsited Leastvsited
Frozen food
260 1- Mostvsited 113 9%
208¢ 2 139 12%
156 3 188 16%
4 259 22%
044
5 153 13%
52 6 17 10%
R e e T ey Sat o 7- Leastvisited 85 %
Most vsited Leastvsited
Canned food
215 1- Mostusited 52 4%
172 2 7 8%
129 3 127 1%
4 177 15%
88
5 214 18%
43|
]. 6 203 17%
O e 4 Segiege— 7- Leastvisited 188 18%
Most vsited Leastvisited
Baked food
1- Mostvisited 45 4%
2 85 7%
3 111 9%
4 130 1%
5 193 16%

hitps //docs.google.com/spreadsheet/aform7key=0AK GpyZ_vD 3udCRYSEVQOUwzWIipWQWVnM3dfYI1BF T 1E&gridid=0#chart 6/10
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250

200
150
160
-alll
g 1 2 - | 4 5 i) T

Mast visited

Least visitad

B18. How often do you use tobacco products?

Novor [980] —

— Dally [133]

Woekly [13]
Sparingly {74

] 228 18%
7- Leastvisited 249 21%
Dally 131 1%
Weekly 13 1%
Sparingly 74 6%
Never 880 82%

B19. How often do you drink 4 or more alcohalic drinks at one setting?

Nover [755] =

W Daily (29}

\ —Wookly [135)

Honthly (279} ————

Dally 28 2%
Weekly 135 MN%
Monthly 279 23%
Never 755 63%

B20. What drugs do you use recreationally (Please be honast, we guarantee your anonymity)?

Marfjuana .

Stimulants includ. .. I
Opfates including |
Pmnklllersﬂ

Anxiety Medication n

e

OiharE‘
0 202 404 606 808 1010

Marijuana 118 10%
Stimul including p ption drugs 21 2%
Opiates including prescription drugs 19 2%
Palnkillers 36 3%
Anxiety Medication 29 2%
Inever use drugs recreationally 1009 B4%
Other 40 3%

People maysalect more than one checkbox, so perceniages may add up to more than 100%

B21. How many hours of sleap do you think the average adult needs per night?

~——8 10 hours [224]

— 10+ hours [4]
G 8 hours [803}——

“—3 § hours {167]

B822. | would consider my average moad to ba:

46 hours 167 14%
6-8 hours 803 67%
8-10 hours 224 19%
10+ hours 4 0%
Happy 519 43%
Awverage 583 49%
Unhappy 60 5%
Depressed 8 3%

https://docs.google.comyspreadsheet/gform?key=0AKGpyZ_vD3udGRSEVQOUwzWIpWQWVnM3dfYIBF T 1E&gridid=0#chart

710
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Averago [583)

Unhappy {50]
~—Depressod [36]

Hapny [519]

B23. 1 would say that | have

ensrgy compared to the average parson:

More 329
Loss (222] Awerage 647
- Loas
Avorago [647] Less 22
~Moro (329}
C. Health needs in your community
In this section we are dint ing what you think are the mostimportant issues related o health in your community.

C1. What three health issues are you most concerned about?

Can'tgetintos..

Health insurance

Oon't have the mo...
Transporialion to..
Tobaceo/Cigarette.

Physical activity

Nutntion

Obseity or overwe...

Diabetes

Asthma

e

HIV/AIDS I

Sexually Transmit..,

immunizations
Injury

Mental Heatth _
Alcohal and drug .. .

Dental care

High blood pressure _

N

Cholesteral -
Arthriis -

Teen pragnancy .

S_—

Othor -

0 95 190 285 380 475

hitps://docs.google.comspreadsheet/g form?key=0AKGpyZ_vD 3udGRXSEVQOUwzWIipWQWVNM3dfYIBF T 1E&gridid=0#chart

Can'tgstin to see a doctor/Can't get an appointment
Health insurance

Don'thave the moneyta go to a doctor
Transporiation to the doctor
Tobacco/Cigarettas/Cigars
Physical activity

Nutriton

Obsaity or overweight
Diabales

Asthma

Cancer

HIVAIDS

Sexually Transmitied diseases
Immunizatons

Injury

Mental Health

Aleohal and drug abuse
Dental care

High blood pressure
Heartdisease

Cholesterol

Arthrits

Teen pragnancy

Depresslon

Other

80
389
123

79

89
474
459
442
1687

73
202

25

53

32

a7
211

86
145
168
147
112
123

45
152

85

27%

19%

5%
2%
10%

%

%
40%
38%
37%
14%

6%
17%

2%

4%

3%

7%
18%

6%
12%
14%
12%

9%
10%

4%
13%

7%

People may select more than one checkbox, so percentages may add up to more than 100%.

810
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more info should be avallable Exarcise and Nutrition
heaith condition and understand how lo tive a healthy ifostye

axcarsize Research continue to walch diet
Earlyintervetion Moare time spent an information

Edit form - [ Erie County Community Health Assessment Consumer Survey 2012 - 2013] - Google Docs

C2. What do you think neods to be done to dsal with the health issues you are concerned about?
ldontknow X Eatbetier and exercise more,

People need 1o be aware of their
itis not s0 much of a concem for myself because | am in elite shape, but

for most of the people in s counlsy their either averweight due to lack of physical actvity or due to improper diet Mentally health Is always important because mental heaith needs to be

balanced with physically health. When these are balanc

C3. Have you had difficulty finding a particular healthcare service for you or your family? If yas, please oxplain:

no No Yes..access to sabng disorder/bodyimage support groups

No No

ne No no No No No

tme ala job and could have healthcare provided for me via that company but | am still under my parenis at this tme. So no

it's mostycostthatls afaclor. No. No no NO no No. No

no. No no No no

Insurance and going on the website to find a doctor can be difficult f you dont have Intemel access like | do. Also th

D. Demographics

Tell us about yourself

D1.Your aga range:

no

no

10
394
164
163
217
250

300
864

20
50
121
975
17
38

| wilt have no health care once in turn 26

Not really,
No Mostdoclars do not take my particular

%
3%
14%
14%
18%
21%

25%
72%
3%

2%
4%
10%
83%
1%
3%

People may selact more than one checkbox, so percentagas may add up to mare than 100%.

17 orunder
1701 underE 18-29
18.29 ! . 30-39
40-49
50-59
=
40-49 | 60 or aver
£ — .
5059/
60 or over | T
0 £ 158 237 318 395
D2.Gender
Male
Femaio {864) Female
Other
— Othor [31]
Male (300,
D3. Race/Ethnicity
American Indian
Amencan Indian | Hispanic/Latino
Hispanic/Latino . African-American
1 White/Caucasian
|
African-Amarican | Asian/Pacific slander
White/Caucasian | Other
Aslan/Pacific Is]... |
Othor|
0 195 3%0 SBs 780 975
D4. Zip code where you live:
14212 14207 14222 14221 14226 14075 14068 14086 14223 14220 14228 14221
DS. County where you five:

Ene Ere US Ene Ere ere Erde ene Ene €Ere Ere

Enecounty Erie Ene ERIE Ere Ere Ere ene Erie Ere USA Erie Ere Ere

14221

14226

14150

14212

14222

Niagra Ene ene Ere Niagara Nassau ene unitedstates Ene USA Wawe Niagara Monroe erie Ene Ere Erde er

https://docs.g oogle.comspreadsheetig form?key=0AK GpyZ_vD3udGRXSEVQOUWZWIpWQWVRM3dIYIBF T1E&gridid=0kichart

14224

14224

14150

{am 22 years of age and | stiil live with myparents | work regular part
No
no soroflit’s ali expensive

14220

14220

910
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DB, How many children five In your homoe, including yourself, aged 17 and under?
¢ 2000 2000O0CO0M1Y01000O0TOD0O0O0O0CO00D0
4

0O000102000O0O0O0TM1TN1 20000O0T10

-
(=]
Q
-
(=]

0 1 00 None none 3 None
0 3 00 21010 3 0O0O0O0OO0O0OTUD0DO0O0GC 200 None 0 2 2

How meny adults live in your home, including yourself, botwoen age 18 and 647
4 2 1 1 2 2 33 2 2 4 3 2 4 4 2 23 32523123 1 44232 413323221 4132223221313

How many seniors live in your home, including yourself, aged 65 and over?

0O 0 D0 OOODOOOOCDOOOOOOOO 1T 1 0O0O0OOG Y 0O O0OO0CO OO0 0 None 0O O None

0 0 00O0COOOO0OOOOOOOOOOOGCODOOOOOGOSOCTI1TOQGQO0OOOT+ O O0OCDOOO0OOCOO0OC O 0 None ¥ 0 O
0 0 0 0D none 000D 20100200 100O0CG0CO0O0OD0O0OOCOO0OD0nne 00 O0O0 D0 1

D7. Household Income:

Under $15.000 per year 239 20%

Under $15.000 per... — $15,000-$24,999 per year 97 8%
sts.000-s24 90 .. | $25,000-534.988 per year 17 10%
$35,000-$44,999 par year 100 8%

$25.000-534.999 p. _ $45,000-$54,999 per year 97 8%
$35,000-$44.898 p... _ $55,000-564 999 per year 104 9%
- $65,000-574,999 per year 87 7%

$HH000:35091 Ps $75,000-584,999 per yoar 70 6%
$55,000-$64,999 p... — more than $85,000 per year 224 ©19%
$65,000-574,998 p_ Prafer notto answer 63 5%

$75,000-$84,999 p -

more than $85,000_.
Preles nol to answer

0 4B 86 144 192 240

DA8. Your helght
§1° 73 55 86 72 81" 51 61t 85 72 78 65 62 63 71 64 64 54 66 72 60 59 64 510" 64 72 64 69 63 69 &8 56 60
In 54 53 65 53" 62 60 60 63 B3 73 56 74 6

leet 62 52 64 59 72 71 58" 64 61 66 61 65 64 72 68 6B 57 53" 55 68 60 59" 66inches 66 54" §5 63 72 56 67 68

D9. Your welght
118 325 115 170 195 18D 110 135 170 185 145 1345 115 137 230 135 155 130 165 235 157 140 150 145 135 156 138 250 189 260 2

E. Thank you very muchl

E1. Thank you for taking the time to these q } Your resp wliil be very helpful to our planning for the next faw yaars, if you have any other comments about health
issues or health needs In the community, please add them below, Thank you again!

| believe in essence, the community neads people o come 1o them. It is the case that
people think meetings, if notin their area, are not meant for them, or if inf lion is not ble. it is not for them. | am currenlly a leacher and a grad student and [ live in a poor income
neighborhood. | am significantiy more informed than the people in my community and this Is whall see as the issue Loved this survey! Great job and good

Tuck! The household Income above Is the combined amount of two people betwsen the age of 24 - 26 working at least 2 jobs
aplece. These people both hawve a col

Nll:"‘;bll' of dally responses
15

120
80
23]
30

0
117112012 2av2013

hitps://docs.google.convVspreadsheet/gform?key=0AKGpyZ VD 3udGRISEVQOUwzWIpWQWVNM3dfYIBF T1E&g ridid=0ffchart 10/10



