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A. Executive Summary

The purpose of this Community Health Assessment (CHA) or Community
Health Needs Assessment (CHNA) for hospitals is to identify and prioritize
the health care challenges currently faced by the residents of Franklin
County. The findings in this assessment result from a year-long process of
collecting and analyzing data and consulting with stakeholders throughout
the community and the region. The results of this assessment are intended
to help members of the community, especially healthcare providers, work
together to provide programs and services targeted to improve the overall
health and wellbeing of all residents of Franklin County.

Wor king within the framework provi de
Agenda 2019-2024, Adirondack Health Medical Center Hospital, the
University of Vermont Health Network Alice Hyde Medical Center and
Franklin County Public Health Services collaborated in the development of

this CHA/CHNA. Additionally, Adirondack Health Medical Center Hospital,

the University of Vermont Health Network Alice Hyde Medical Center and
Franklin County Public Health Services participated in regional health
assessment and planning efforts conducted by the Adirondack Rural
Health Network (AHRN).

The Adirondack Rural Health Network (ARHN) provides a forum for local

public health services, community health centers, hospitals, community
mental health programs, emergency medical services, and other
community-based organizations to address rural health care delivery
barriers, identify regional health needs and support the NYS Prevention
Agenda to improve health care in the region. ARHN includes organizations
from New Yorkoés Clinton, Essex, Fr an
Washington counties.




Working collaboratively and informed by community stakeholders and
residents the final selected priorities for Franklin County are:

1. Promote Well-Being & Prevent Mental and Substance Use
Disorders

2. Prevent Chronic Disease
Both priorities reflect disparities of Poverty and Access to Care.

Franklin County Public Health, The University of Vermont Health Network
i Alice Hyde Medical Center, and Adirondack Health Medical Center
Hospital work group obtained and examined data from a variety of sources;
the details of which are explained in their entirety throughout the CHA.
Additionally, Community Stakeholder assessments contributed to our
choosing of priorities.

The Community Health Assessment (CHA) Committee, facilitated by
ARHN, has developed and implemented a sophisticated process for
community health assessment and planning for the defined region to
address identified regional priorities. CHA Committee members from
Franklin County are Adirondack Health Medical Center, The University of
Vermont Health Network - Alice Hyde Medical Center, and Franklin County
Public Health Services (FCPHS). The committee has been meeting in
person every three months throughout the last assessment and planning
cycle and will continue to do so during the 2022-2024 cycle. This
collaboration assists partners in tracking plan progress and in making mid-
course corrections if needed.

To engage the broad community, the CHA Committee created a
stakeholder survey to garner constructive feedback. The stakeholder

survey was conducted to gather information from a variety of fields and

perspectives to provide valuabl e
survey summary provided a regional look at the results through a wide-




angle lens, focusing on the Adirondack Rural Health Network (ARHN)
service area and provided individual analyses of Franklin County.

The results enable the CHA Committee to guide strategic planning
throughout the Adirondack region, for partners who serve individual
counties, and those whose footprint covers multiple counties.

The completion of the 2022-2024 Franklin County Community Health
Assessment and Community Service Plan/Community Health
Improvement Plan was a collaborative effort between Franklin County
Public Health Services, The University of Vermont Health Network i Alice
Hyde Medical Center, and Adirondack Health Medical Center Hospital and
a number of community-based organizations. These include Cornell
Cooperative Extensi on, St . Josephos
County Community Housing, Adirondack ARC, Harrietstown Housing
Authority, Catholic Charities, Franklin County Community Services, North
Country Healthy Heart Network, Franklin County Office of the Aging/NY
Connects, the Department of Social Services, the Joint Council for
Economic Opportunity (JCEO), Community Health Center of the North
Country Federally Qualified Health Care Center (FQHC), Hospice of the
North Country, Tri-Lakes Center for Independent Living, and the Youth
Advocate Program. Ongoing engagement with the Adirondack Rural Health
Network will continue.

The community engagement process involved a survey of key community
stakeholders conducted by the Adirondack Rural Health Network. A
smaller workgroup met several times to assess the results of this survey
and align it with the data. We will continue to engage the community
throughout the implementation of this plan to assure that our interventions
and efforts are addressing their needs.

All implementation strategies, interventions, activities and measures are
outlined in great detail within the 2022 7 2024 Implementation Plan.
Evidence-based interventions were selected directly from those offered in
the Prevention Agenda. Data findings suggest that the leading causes of
death and illness in Franklin County can be directly linked to obesity, poor




nutrition, physical inactivity, and tobacco use, as well as a lack of supports
related to mental, emotional, and behavioral (MEB) well-being. Franklin
County Public Health Services, The University of Vermont Health Network
i Alice Hyde Medical Center, and Adirondack Health Medical Center
Hospital are committed to enhancing opportunities for all residents to live
more healthful lives by promoting safe, healthful behaviors and creating
supportive environments.

These actions include working with other community based organization
partners to provide outdoor spaces that are appropriate and available for
physical activity and play; promoting accessibility and affordability of
healthful foods; promoting wellness policies and hospital-based programs
for tobacco cessation; and increasing early detection to prevent and
manage chronic diseases. We are also committed to promoting age-
friendly environments; and promoting opioid prescriber education as well
as support for opioid users. Our interventions described in this Community
Service Plan/Community Health Improvement Plan will decrease the
incidence and burden of obesity and other chronic diseases, and contribute
to the overall health 7 physical, social, and emotional i of our county
residents.

Progress towards the identified health goals will be continually tracked with
formal progress captured in annual community health plan documents.
Interventions identified in our Implementation Plan have measurable
outcomes, which will be reported. Franklin County Public Health, The
University of Vermont Health Network 7 Alice Hyde Medical Center, and
Adirondack Health Medical Center Hospital will continue to meet bid
annually in May and November to assess progress and report on the
measurable outcomes identified in our interventions chart.




New York Statebs PrevedRdi on Agenda

The Prevention Agenda 2019-2024 is a blueprint for local, regional, and state
action to improve the health of New Yorkers in five priority areas, and to
reduce health disparities for racial, ethnic, disability, and low socioeconomic
groups, as well as other populations who experience them. In addition, the
Prevention Agenda serves as a guide to local health departments as they
work with their community to develop mandated Community Health
Improvement Plans and Community Health Assessments and to hospitals
as they develop mandated Community Service Plans and Community Health
Needs Assessments required by the Affordable Care Act.

The Prevention Agenda establishes goals for each priority area and defines
indicators to measure progress toward achieving these goals. The plan
features five priority areas, with focus areas under each priority:

M1 Prevent Chronic Disease
A Focus Area 1-Healthy Eating and Food Security
A Focus Area 2-Physical Activity
A Focus Area 3-Tobacco Prevention
A Focus Area 4 - Chronic Disease Preventive Care and
Management

1 Promote a Healthy and Safe Environment
A Focus Area 1- Injuries, Violence and Occupational Health
A Focus Area 2-Outdoor Air Quality
A Focus Area 3-Built and Indoor Environments
A Focus Area 4-Water Quality
A Focus Area 5-Food and Consumer Products
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1 Promote Healthy Women, Infants and Children
A Focus Areal-Mat er nal and Womenodés H
A Focus Area 2-Perinatal and Infant Health
A Focus Area 3-Child and Adolescent Health
A Focus Area 4-Cross Cutting Healthy Women, Infants, and
Children

1 Promote Well-Being and Prevent Mental and Substance Use
Disorders
A Focus Area 1-Promote Well-Being
A Focus Area 2 -Mental and Substance Use Disorders
Prevention

1 Prevent Communicable Diseases
A Focus Area 1- Vaccine Preventable Diseases
A Focus Area 2- Human Immunodeficiency Virus (HIV)
A} Focus Area 3- Sexually Transmitted Infections (STIs)
A Focus Area 4- Hepatitis C Virus (HCV)
A Focus Area 5-Antibiotic Resistance and Healthcare-

Associated Infections




FRANKLINCOUNTY | DATA SNAPSHOT

.. ot S

2\
}“ POPULATION ﬁ HOUSEHOLDS
5.6% 3.6% Mean Household Income ~ $69,689
Black, . renani : % Single Parent Households 10.0%
Non-Hispanic  Hispanic/Latino g
9.8% $
Other
82 3% ‘ ! EMPLOYMENT
White, STATUS
Non-Hispanic % Unemployed 7.0%
Under 18 E TOTAL
Ages 18-64 : POPULATION
Ages 65+ : 50,389 ﬁ SCHOOL SYSTEM
2 INFORMATION
SQ. MILES
1,629.1 Student-to-Teacher Ratio 10.2
a AVAILABILITY % Free and Reduced Lunch 58.0%
OF VEHICLES % High School Graduate/GED 37.4%
% Households with % Some College, No Degree 16.6%
One Vehicle or Less Available . % Associate’s Degree 12.9%
42.6% . S5 % Bachelor's Degree or Higher  20.7%
- &
ﬂ HEALTH SYSTEM $
BED CAPACITY C POVERTY
(PER 100,000 POPULATION)
Total Hospital Beds 339 % Individuals Receiving Medicaid 25.9%
Total Nursing Home Beds 387 % Individuals Under Federal Poverty Level 17.8%
Total Adult Care Facility Beds 179 Number of ALICE and Poverty Households 8,214

hhbbs
DATA SOURCES

The Information above Is compeised of & bleading of multiple date sources, Including: American Community Suevey, 2018; ALICE Threshold, 2018; United for ALCE,
2018; NYS County Health Renkings, 2018; 2010 Cendus Estimate, Census Quick Stats; USDA Ferm Overview, 2017; US Cenaus Bureay, 2020 American Community
Survey S-year estimates; Centers for Mediceld and Medicare Services, 2019; Naticnsl Canter for Education Stetistics, 2020-2021; NYS Education Dopuumm.
Report Card Database 2019-2020; NYS Education Department, Report Care Database 2020-2021; NYS B4 lon Depar 3 BELAA

2019-2020; Netional Center for Education Statlstics, Public School District Date for the 2020-2021 school years; US Census Bureaw, 2020 American Community

Survey S-year estimates; NYS Department of Health, NYS Health Proflles; NYS Dopoumoal of Health, Nursing Home Weekly Bed Census, 2022; NYS Department of
Health, Adult Care Facllity Directory, 2022; NYS Education Deper L 2021, This document was created in 2022, by the Adirondack Rural
Health Network, & program of AHI.
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B. Franklin County Community Health Assessment

Bla. GEOGRAPHY/SERVICE AREA PROFILE

*Upstate New York is defined as all counties other than that which make up New York City (Bronx, New York, Kings,
Richmond, and Queens Counties). -All rates are per 100,000 unless otherwise specified.

Franklin County has a total area of 1,697 square miles, of which 1,629
square miles is land and 68 square miles (4.0%) is water. It is the fourth-
largest county in New York by land area. Franklin County is in the
northeastern part of New York State. The northern edge is the border with
Canada. Adjacent counties are Clinton County directly to the east, Essex
County to the southeast, Hamilton County to the southwest, and St.
Lawrence County to the west.

Franklin County has twenty towns including Hogansburg, a portion of the
St. Regis Mohawk Tribe. The county seat is located in the town of Malone.
Other towns are Chateaugay, Burke, Constable, Westville, Fort Covington,
Bombay, Moira, Bangor, Brandon, Dickinson, Duane, Santa Clara,
Waverly, Tupper Lake, Brighton, Franklin, and Harrietstown (which
includes the Village of Saranac Lake).

Early industry included agriculture, mills, and iron ore mining. The southern
portion of the county benefited from the founding of sanatoriums for the
treatment of tuberculosis and other ailments, based on the work of Dr. E.L.
Trudeau. The open-air 'rest cure' made the Adirondacks and the Saranac
Lake area nationally famous.

The Adirondacks, which were once a barrier to settlement, began to serve

as a draw for tourists in the late 19th century, and now serve as one of
Franklin County's defining features. The Adirondack Park is 6 million acres

of both public and private land, making it the largest publicly protected area

in the lower forty eight states. About fifty percent of the land belongs to the
residents of New York State andisprotecte d as Af orever wil
fifty percent is made up of small towns and villages, farms, timberland and
homes both summer and year round.
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Franklin Countyobés three | argest popu
Saranac Lake, and Tupper Lake, are separated by large tracts of
Adirondack Park land. This poses a significant challenge to transportation,
particularly during the winter months with inclement weather and
hazardous road conditions. It also results in geographic barriers to
collaboration,and t he-SdilNtolrd hdi stinction car.
cultural differences between the two areas.

Demographic Characteristics

Spanning 1,629 square miles, the population of Franklin County is 50,389.

Li ke Upstate New York*, Franklin Cou
diversity. 82.3% of the population is White, Non-Hispanic, followed by 6.2%
Alaskan Native/American Indian and 5.6% Black, Non-Hispanic. 17.1% of

the population is aged 65 years and older, which is lower than both the

ARHN region (19.6%) and Upstate New York* (17.7%).

Mean household income is $69,689 and per capita income is $26,386.
These averages are less than Upstate New York* which are $97,962 and
$33,208 respectively. The percentage of individuals in Franklin County
living below the Federal Poverty Level is 17.8%, which is higher than both
the ARHN Region (11.9%) and Upstate New York* (12.5%).

When considering the total population of Franklin County, approximately

70.6% of individuals are aged 25 years of age or older. Of that population,
37.4% are a High School Graduate or have their General Education

Diploma (GED). An additional 33.6% have an Associates,Bac hel or 6 s
higher education degree.

Franklin Countyds unempl oyment rate
16 and older in the Civilian Workforce. The highest employment sector with
31.3% is the field of Education, Health Care and Social Assistance. This is
followed by Public Administration (13.7%) and Retail Trade (13.5%).

,___:ﬁ-;-
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Health System Profile

Franklin County has two hospitals, Adirondack Medical Center - Saranac
Lake Site and Alice Hyde Medical Center. Adirondack Medical Center-
Saranac Lake Site has 95 beds and Alice Hyde Medical Center has 76
beds. Majority of the beds within the region have a designation of
medical/surgical beds, resulting in a total hospital beds rate of 339 when
considering the total regional population. This rate is higher than the ARHN
region (274).

There are two nursing home facilities within the county, totaling 195 nursing
home beds resulting in a total nursing home beds rate of 387. There are
two adult care facilities totaling 60 beds resulting in an adult care facility
rate of 179.

Both nursing home and adult care facilities rates are lower than the ARHN
region (685, 443). The rate of total physicians in Franklin County is 159
which is lower than the ARHN region (198).

Educational Profile

Franklin County has seven school districts, with a total enrollment of 6,717
students. When considering total enrolled students, 58.1% are eligible for
free and reduced lunch, with majority of those being eligible for free lunch
(89.8%, 3,506 students). The total number of high school graduates is 435
with a percent dropped out of high school rate of 4.0%. This is lower than
both the ARHN Region (5.3%) and Upstate New York* (7.3%) and the
same as New York State (4.0%).

There are 687.1 public school teachers making the student to teacher ratio
10.2. This is higher than the ARHN region (9.8) and Upstate New York*
(8.9).

Asset-Limited, Income Constrained, Employed (ALICE) Profile
There are 19,088 households in Franklin County with 2,055 of those as
ALICE householders over 65 years of age. There is a 17.7% poverty rate
and 25.4% ALICE rate totaling 8,214 households designated as either

13



poverty or ALICE.

Specific to ALICE households, the majority are White (4,768), which far
exceeds the second largest group of ALICE households comprised
American Indian/ Alaska Native residents (298).

Blb. HEALTH INDICATORS

*Upstate New York is defined as all counties other than that which make up New York City (Bronx, New York, Kings,
Richmond, and Queens Counties). -All rates are per 100,000 unless otherwise specified.

Health Disparities/ Mortality:

While there are no significant health disparities or mortality statistics based
on race and ethnicity in Franklin County, there continues to be limited
access to care. The percentage of adults with health insurance in Franklin
County is 91.7%, with 75.5% of adults having a regular health care
provider. Both indicators are worse performing than the 2024 Prevention
Agenda benchmarks (97.0%, 86.7%).

The percentage of adults who did not receive medical care due to costs in
Franklin County is 8.3% which is better than both the ARHN region (9.6%)
and Upstate New York* (9.2%).

The rate of total hospitalizations per 10,000 population is 864.4 which is
lower than the rate for both ARHN region (981.2) and Upstate New York*
(1,144.2). The rate of ED visits per 10,000 population is 4,691.9 which is
just slightly lower than the ARHN region (4,694.3) but higher than Upstate
New York* (3,843.0).

The percentage of adults 18 years of age and older living with disability
based on the six ACA disability questions (29.1%) is lower than the ARHN
region (29.2%) but higher than Upstate New York* (24.6%).

Injuries, Violence, and Occupational Health:

Rate of hospitalizations due to falls among adults, aged 65+ (136.4) is
better than both the ARHN region (165.2) and the 2024 Prevention Agenda
Benchmark (173.7). The rate of unintentional injury hospitalizations ages
65 plus (157.3) is better than the ARHN region (210.3), Upstate New York*
(275.1) and New York State (249.9).

A
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The rate of violent crimes in Franklin County (157.5) is higher than the
ARHN region (157.0) but lower than Upstate New York* (204.7) and New
York State (364.9).

Motor vehicle accidents and speed-related accidents are higher in Franklin
County (2,463.7, 280.2) than in the ARHN region (2,298.7, 260.2). The rate
of motor vehicle accident deaths is lower in Franklin County (4.0) than the
ARHN region (7.2), Upstate New York* (6.6) and New York State (5.3).

Chronic Disease:

When considering preventative care for women, the percentage of women
aged 50-74 years receiving breast cancer screenings and the percentage
of women aged 21-65 years receiving cervical cancer screenings both
performed worse than benchmark. Overall, the rate of cancer cases (636.3)
Is better than the ARHN region (710.8) and Upstate New York State*
(657.0).

The rate for Asthma emergency department visits for those aged 65+ years
(22.2) performed worse than the ARHN region (16.0) and Upstate New
York* (14.8).

Franklin County has room for improvement for increasing dental health
awareness with 22.4% of Medicaid enrollees having at least one preventive
dental visit within the year. Additionally, 63.2% of adults had a dentist visit
within the past year. Both indicators performed worse than then Upstate
New York* benchmark.

Women, Infants and Children:

Both the WIC women breastfeeding for at least six months and the
percentage of infants fed any breast milk in delivery hospital performed
worse than the Upstate New York* benchmark. The percentages of women
receiving WIC in Franklin County who are either obese, have gestational
weight gain greater than ideal, gestational diabetes or gestational
hypertension are all higher than the Upstate New York* benchmark.

15



Franklin County could have additional focus on child health. The
percentage of children screened for lead by ages 9-17 months (69.7%) is
worse performing than the respective Upstate New York* benchmark
(73.0%). The percentage of children with recommended number of well
child visits in government sponsored insurance programs (69.8%) is also
worse than the ARHN region (74.1%), Upstate New York* (73.3%) and
New York State (75.2%).

Awareness can al so be focused on chi

third graders have dental insurance compared to the ARHN region
benchmark of 85.2%. Only 69. 3% of
one dental visit compared to the ARHN region benchmark of 81.0%.

Substance Abuse and Behavioral Health:

The percentage of adults in Franklin County who have reported binge
drinking within the past month (17.1%) is higher than the Prevention
Agenda Benchmark (16.4%). The age adjusted rate of suicides (11.7) is
also higher than the Prevention Agenda Benchmark (7.0).

Outdoor Air and Water Quality and Built Environment:

Due to the rural location of Franklin County, the built environment poses
several challenges. The percentage of the population with low-income and
low access to supermarkets or large grocery stores is higher (9.1%) than
the ARHN region (6.0%), Upstate New York* (3.9%), and New York State
(2.2%).

Additionally, the percentage of residents served by community water
systems that have optimally fluoridated water (3.3%) is lower than the
ARHN region (26.8%), Upstate New York* (46.9%), New York State
(71.1%) and the 2024 Prevention Agenda Benchmark (77.5%).

Obesity in Children and Adults:

The percentages of children in elementary, middle, and high school who
are either overweight or obese are higher than that of Upstate New York*
over five indicators. The percentage of adults who are either overweight or

A
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obese (75.5%) is higher than the ARHN region (69.1%), Upstate New
York* (64.2%) and New York State (62.7%).

With the challenge of obesity in adults in Franklin County, both the
percentage of adults who participated in leisure time physical activity in the
past 30 days as well as the number of recreational and fitness facilities per
100,000 Population were worse than the Upstate New York* benchmark.

The burden of obesity and access to recreational facilities may contribute

to Franklin Countyobés Diabetes adude He
higher than benchmark average for the following three indicators 1) Rate of
Diseases of the Heart Premature Deaths (Ages 35 - 64), 2) Rate of

Coronary Heart Diseases Premature Deaths (Ages 35 - 64), and 3) Rate of
Diabetes Death.

Smoke Exposure:

Smoking and smoking-related diseases seem to present a challenge for
Franklin County, with four indicators having worse performance than the
comparison benchmark.

The percentage of adults who smoke in Franklin County (20.6%) is higher
than Upstate New York* (19.5%) and the Prevention Agenda Benchmark
(11.0%). This may stem from the number of registered tobacco vendors
being higher (123) than Upstate New York* (104.4) and New York State
(110) making the availability of tobacco products more accessible to
residents. The rate of lung and bronchus cancer deaths and rate of chronic
lower respiratory disease deaths are worse than their respective
benchmarks.

HI V/ STDOo s ,-PrevemtabteiDisease, and Health Care-Associated
Infections:

Newly reported on during this CHA cycle, the rate of males with Gonorrhea
aged 15-44 (13.7) is better than the Upstate New York* benchmark (267.8).
Franklin County can focus on preventable disease vaccine education as
the immunization rate for children aged 24-35 months with 4:3:1:3:3:1:4
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(68.4%) is lower than the Prevention Agenda benchmark (70.5%) and the
percentage of 13-year-old adolescents with a complete HPV vaccine series
(15.5%) is lower than the Prevention Agenda benchmark of 37.4%.

The rate of Pertussis cases in Franklin County (12.6) is higher than the
ARHN region (12.3) and Upstate New York* (5.0). The rate of
pneumonia/flu hospitalizations for those 65 years of age or older is higher
in Franklin County (107.4) than in ARHN region (87.7), Upstate New York*
(95.2) and New York State (85.5).

Other Findings:

The rate of salmonella cases (17.2) is higher in Franklin County than in the
ARHN region (11.1), Upstate New York* (12.9), and New York State (14.0).
The rate of confirmed rabies cases is lower in Franklin County (0.0) than in
Upstate New York* (3.1).




The 3-4-50 Framework

We know from research that health status is influenced by multiple factors
including genetics, social circumstances, environmental exposures, health
care, and behavioral patterns. What we might not fully realize is that
behavioral patterns have the single greatest influence on personal and
population health. This means that achieving better health at lower cost
will require improvements in health promotion and prevention at the
community level. The 3-4-50 framework can be a helpful tool for focusing
these strategies.

3-4-50: A Focusing Framework for Community Health Improvement

Three Behaviors

Tobacco Use Poor Diet Sedentary Lifestyle

A 4

Contribute to Four Conditions

ronic Lower
Respirtatory Diabetes
Disease

Cardiovascular
Disease

A 4
-

Including Many Premature Deaths

Cancer

That Cause 50 Percent of Deaths

The 3-4-50 Framework

3-4-50 is a community health improvement strategy based on evidence
that three health behaviors elevate risk for four chronic conditions that
together cause more than fifty percent of deaths.

1 The three health risk behaviors are unhealthy diet, sedentary lifestyle,
and tobacco use.

1 The four chronic conditions are cardiovascular disease, cancer,
chronic lower respiratory disease, and diabetes.
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1 These four conditions cause more than 50 percent of all deaths in that
vast majority of communities.

We know from research and experience that our health behaviors can

be influenced by the environments where we live, learn, work, and
socialize. Accordingly, community health interventions work best when we
are able to create collective impact by providing consistent supports for
healthy behaviors across settings. 3-4-50 is designed to support
collaborative community strategies that potentially engage:

Individuals and families;

Businesses and employers;

Health care systems, insurers, and clinicians;

Community, non-profit and faith-based organizations;

Early learning centers, schools, colleges, and universities; and
State and local government.

=A =/ =4 4 4 =4

The Evidence for 3-4-50

The 3-4-50 concept was originally developed by the Oxford Health
Alliance in response to global concerns about chronic disease. The
evidence indicates that the core elements of 3-4-50 are strikingly relevant
in the US at the national, state, and community level. For example:

1 There is strong evidence the 3-4-50 risk factors (individually or in
combination) elevate risk for cardiovascular disease, cancer, chronic
lower respiratory disease, and diabetes in the
U.S. (HealthyPeople.gov).

1 The 3-4-50 diseases do in fact account for 50 percent of total deaths
in the vast majority of communities.

1 There are many evidence-based interventions consistent with 3-4-50
that can be implemented in the community, the clinic, the school, and
the workplace.(Community Preventive Services Task Force, US
Preventive Services Task Force).

1 Assuming evidence-based interventions are effectively implemented,
the near-term (1-2 year) impact of a 3-4-50 approach should include
better health behaviors, better screening rates, and improvements in

,___:ﬁ-;-

20



http://www.oxha.org/cih_manual/
http://www.oxha.org/cih_manual/
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http://www.thecommunityguide.org/about/aboutTF.html
http://www.uspreventiveservicestaskforce.org/
http://www.uspreventiveservicestaskforce.org/

clinical indicators related to each disease. There may also be
Improvements in health service utilization and reductions in
preventable hospital utilization for some higher risk populations.
(Community Preventive Services Task Force, US Preventive Services
Task Force).

The longer-term impacts on disease rates, death rates, and health
spending can only be predicted based on evidence that populations
with healthier lifestyles tend to live longer and spend less on
preventable conditions. Even marginal reductions in disease
development can have a substantial impact on health and economic
indicators over time.

3-4-50 Interventions

3-4-50 interventions are aimed at supporting healthy living choices by
individuals and families. Ideally these interventions are consistently
implemented in health care settings, school settings, workplace settings,
and additional community settings. Using evidence-

based recommendations from the US National Prevention Strategy as a
guide, a 3-4-50 project might include the following interventions for Healthy
Eating, Active Living, and Tobacco-Free Living:

il

Helping people recognize and make healthy food and beverage
choices

Increasing access to healthy and affordable foods in communities
Implementing organizational and programmatic nutrition standards
and policies

Assuring food safety and improving nutritional quality of food supply
Supporting policies and programs that promote breastfeeding
Assessing physical activity levels and providing education, counseling,
and referrals

Supporting workplace policies and programs that increase physical
activity

Facilitating access to safe and affordable places for physical activity
Encouraging community design and development that supports
physical activity
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http://www.uspreventiveservicestaskforce.org/
http://www.uspreventiveservicestaskforce.org/
http://www.surgeongeneral.gov/initiatives/prevention/strategy/priorities.html
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1 Promoting and strengthening school and early learning policies and
programs that increase physical activity

1 Supporting comprehensive tobacco free and other evidence-based
tobacco control policies

1 Expanding use of tobacco cessation services
Using media to educate and encourage people to live tobacco free

Initiatives like these can be implemented community-wide or within
particular settings (e.g. health care, schools, or workplace). They can also
be focused on the general population or on special populations with
particular needs (e.g. children, seniors, medically underserved, persons
with disabilities).




B2. Franklin Countyd #ain Health Challenges

B2a. 3-4-50 Behavioral Risk Factors

3 Health Risk Behaviors lead to 4 Chronic Conditions which
result in 50% of Deaths in Franklin County

3 Health Risk Behaviors

Unhealthy Diet

An unhealthy diet can lead to health issues such as malnutrition, poor
digestion, inflammation, unwanted weight gain and obesity. It can also
increase the risk of chronic diseases, such as diabetes and heart disease,
and impact mental health.

Breastfeeding has many benefits for mothers as well as infants. Infants
benefit from a reduced risk of obesity, asthma, and type 1 diabetes. Mothers
reduce their risk of high blood pressure, type 2 diabetes, ovarian and breast
cancer.

Unhealthy Diet

% OF WIC WOMEN PREEGNANCY OBEPI
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Unhealthy Diet - Obesity

The percentage of obese adults is an indicator of the overall health and
lifestyle of a community. Obesity increases the risk of many diseases and
health conditions, including heart disease, type 2 diabetes, cancer,
hypertension, stroke, liver and gallbladder disease, respiratory problems,
and osteoarthritis. Losing weight and maintaining a healthy weight help to
prevent and control these diseases. Being obese also carries significant
economic costs due to increased healthcare spending and lost earnings.

Obesity is a serious health concern for children and adolescents. According
to the Centers for Disease Control and Prevention, obese children and
adolescents are more likely to become obese as adults. Contributing
factors to childhood obesity include dietary patterns, physical inactivity,
genetics, medication use, and the physical and social environment. Obese
and overweight youth are more likely to have risk factors associated with
cardiovascular diseases, such as high blood pressure, high cholesterol,
and type 2 diabetes. Losing weight, in addition to a healthy diet, helps to
prevent and control multiple chronic diseases and improves quality of life.

Unhealthy Diet: Overweight/Obese
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Sedentary Lifestyle

During our leisure time, we are often sitting: while using a computer or
other device, watching TV, or playing video games. Many of our jobs have
become more sedentary, with long days sitting at a desk. And the way
most of us get around involves sitting - in cars or on buses.

Having an inactive lifestyle can be one of the causes of many chronic
diseases. By not getting regular exercise, you raise your risk of obesity,
heart diseases, including coronary artery disease and heart attack, high
blood pressure, high cholesterol, stroke, metabolic syndrome, type 2
diabetes, certain cancers, including colon, breast, and uterine cancers,
osteoporosis and falls, and increased feelings of depression and anxiety.
Having a sedentary lifestyle can also raise your risk of premature death.
And the more sedentary you are, the higher your health risks are.

Sedentary Lifestyle

% ADULTS WITH DISABILITIES WHO PARTICIPATE |
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https://medlineplus.gov/obesity.html
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Tobacco Use

Tobacco is the agent most responsible for avoidable illness and death in
America today. According to the Centers for Disease Control and
Prevention, tobacco use brings premature death to almost half a million
Americans each year, and it contributes to profound disability and pain in
many others.

The World Health Organization states that approximately one-third of all
tobacco users in this country will die prematurely because of their
dependence on tobacco. Areas with a high smoking prevalence will also
have greater exposure to secondhand smoke for non-smokers, which can
cause or exacerbate a wide range of adverse health effects such as
cancer, respiratory infections, and asthma.

Tobacco Use
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4 Chronic Conditions

Lung Disease

Lung diseases are some of the most common medical conditions in the
world. Tens of millions of people have lung disease in the U.S. alone.
Smoking, infections, and genes cause most lung diseases.

Lungs are part of a complex system, expanding and relaxing thousands of
times each day to bring in oxygen and send out carbon dioxide. Lung disease
can happen when there are problems in any part of this system.

Lung Disease (rates per 100K)
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Diabetes

Risk factors for diabetes depend on the type of diabetes. Family history
may play a part in all types. Environmental factors and geography can add
to the risk of type 1 diabetes.

Race or ethnicity also may raise the risk of developing type 2 diabetes.
Although it's unclear why, certain people d including Black, Hispanic,
American Indian and Asian American people d are at higher risk.
Prediabetes, type 2 diabetes and gestational diabetes are more common in
people who are overweight or obese.

Long-term complications of diabetes develop gradually. The longer you
have diabetes 8 and the less controlled your blood sugar & the higher the
risk of complications. Eventually, diabetes complications may be disabling
or even life-threatening. In fact, prediabetes can lead to type 2 diabetes.
Type 1 diabetes can't be prevented. But the healthy lifestyle choices that
help treat prediabetes, type 2 diabetes and gestational diabetes can also
help prevent them. Diabetes risk can be reduced by eating healthy foods,
being physically active, and losing excess weight.

Diabetes (rates per 100K)
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Heart Disease

High blood pressure, high blood cholesterol, and smoking are key risk
factors for heart disease.

Several other medical conditions and lifestyle choices can also put people
at a higher risk for heart disease, including: diabetes, overweight and
obesity, unhealthy diet, physical inactivity, and excessive alcohol use.

Heart Disease (rates per 100K)
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https://www.cdc.gov/bloodpressure/index.htm
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https://www.cdc.gov/heartdisease/risk_factors.htm
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https://www.cdc.gov/physicalactivity/index.html
https://www.cdc.gov/alcohol/fact-sheets/alcohol-use.htm

Cancer

Cancer is a complex group of diseases with many possible causes but
certain lifestyle choices are known to increase your risk of cancer. Older
age, a personal or family history of cancer, using tobacco, obesity, alcohol
use, some types of viral infections, such as human papillomavirus (HPV),
specific chemicals, and exposure to radiation, including ultraviolet radiation
from the sun can contribute to cancer.

Cancer (rates per 100Kk)
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50% of Deaths in Franklin County

Premature Deaths 364 yearolds (rates per 100k)
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B2b. Environmental Risk Factors

Every community must prepare for and respond to hazardous events, whether a
natural disaster like a tornado or disease outbreak, or a human-made event such

as a harmful chemical spill. A number of factors, including poverty, lack of access

to transportation and crowded housing may weask
prevent human suffering and financial loss in a disaster. These factors are known

as social vulnerability.

ATSDROs Geospatial Research, Analysis
databases to help emergency response planners and public health officials
identify and map communities that will most likely need support before, during,
and after a hazardous event. The CDC/ATSDR SVI uses U.S. Census data to
determine the social vulnerability of every census tract. Census tracts are
subdivisions of counties for which the Census collects statistical data. The SVI
ranks each tract on 16 social factors, including poverty, lack of vehicle access,
and crowded housing, and groups them into four related themes. Maps of the four
themes are shown in the figure below. Each tract receives a separate ranking for
each of the four themes, as well as an overall ranking.

The SVI can help public health officials and local planners better prepare for and
respond to emergency events like hurricanes, disease outbreaks, or exposure to
dangerous chemicals.

CDC/ATSDR SVI databases and maps can be used to:

1 Estimate the amount of needed supplies like food, water, medicine, and
bedding.

9 Help decide how many emergency personnel are required to assist people. §
Identify areas in need of emergency shelters.

1 Plan the best way to evacuate people, accounting for those who have special
needs, such as people without vehicles, the elderly, or people who do not
understand English well.

1 Identify communities that will need extra funding and support before, during, and
after a disaster.

Frankl in Count ylyshe ODCATSDR Social YumérabititygIndex

2020 is Medium/High.
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CDC/ATSDR Social Vulnerability Index 2020

FRAMKLIN COUNTY, NEW YORK

Overall Social Vulnerability' (A ]

] | | 7] Data Unavailable e O 127
Highest Vulnerabili Lowest Miles
(Top 4th) (SV1 2020 (Bottom 4th)
Social wvulnerability refers toc a county. CDC/ATSDR SV 2020 groups
community's capacity to prepare for sixteen census-derived factors into
and respond to the stress of four themes that summanze the
VT hazardous ewvents ranging from extent to which the area is socially
MY natural disasters, such as tormadoes wulnerable to disaster. The factors
or disease outbreaks, to human- include economic data as well as data
ma | caused threats, such as toxic chemical regarding education, family
spills. The CDC/ATSDR Seocial characteristics, housing, language
"H'ulnerahiljty Index (CDC/ATSDR ability, ethnicity, and wvehicle access.
PA SVI 2020)" County Map depicts the Owerall Social Vulnerability combines
d social vulnerability of communities, at  all the wvariables to provide a
census tract level, within a specified comprehensive assessment.
= e
3" Am Agency for Toxic Substances ] mm-
Y and Disease Registry Geospatial Research, Analysis, and

e,
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CDC/ATSDR 5VI 2020 — FRANKLIN COUNTY, NEW YORK

CDC/ATSDR SVI Themes A

Socioeconomic Status® Househaold Characteristics®

Highest Vulnerability Lowest Highest Vulnerabili Lowest
(Top 4th) (51 2020) (Bottom 4th) (Top 4th) (SV1 2020) (Bottom 4th)
Racial and Ethnic Minority Status’ Housing Typeﬁranspnrtatinna
[ I | [ I |
Highest Vulnera bilitzl,r Lowest Highest Vulnerabili Lowest
(Top 4th) (5V1 20209 (Bottom 4th) (Top 4th) (SV1 2020) (Bottom 4th)

Data Sournces: “COC/ATSDR/GRASP, US. Census Bureay, Eoi® SrestMapTh Premium.

Notes: 'Overall Social Vuinerability: All 16 variables. "Census tracts with 0 population, *The CDCAATSDR SV combines percentile rankings of US Census American Community
Suney [ACS) 2016-2020 variables, for the state, at the cersus fract level, “Socioeconomic Status Below 150% Poverty, Unemployed, Housing Costs Burden, Mo High Schaaol
Diploma, Mo Health Insurance, *Household Characleristics: Aged 65 and Older, Aged 17 and Younger, Civilian with a Disability, Single-Parent Household, English Language
Profidency. "RaceEhnicty: Hispanic or Lating [of ary race): Black and African American, Mol Hispanic or Lating; Amedcan Indian and Alaska Mative, Mot Hispanic or Lating;
Agian, Mol His:pamc af Lating, Maties Hawaiian and Other Pacific ldander, Mol Hi;.panx: oFf Lating: Two af Mone Races, Rot Hispan'u: af Lating: Other Baces, Mol Hisp.an'u: ofF
Lating, "Housing Type/Transportation: Multi-Unit Structures, Mobile Homes, Crowding, No Vehicle, Group Quarters,

Projection: Hew York NAD 1963 UTM Zone 18N, CM shifted to -76.

References: Flanagan, BE, el al, A Sodal Vulnerability Index for Disasber Management. Journal of Hamedand Securily and Emergency Management, 2001, 811

CDC/ATSDR W1 web page: hitps/fwww. atsdrode gov/placeandheatthy/svifindes htmil.




Four (4) themes ad 15 social factors of the SVI for Franklin County:

Overall Vulnerability

SOCioeconomic
Status

Household

Composition &
Disability

Minority Status
& Language

Housing &
Transportation

N N\
Below Poverty 17.8%
(
Unemployed 7.0%
.
(
Income 52,905
s N J
h 4 N\
No High School Diplonfa 13.3%
. N J
Aged 65 or Oldér 8610
Aged B or Younge? ] 11,130
( 1\
Peoplewith a Disability’ ] 16.4%
\ v
A\ 72 N
SingleParent %
Household$ 25%
4\ V.
N N
Minority © 18.6%
NS v
N (O N
{LSI] 9y3atA 0
GKEY %S¢ 2%
VAN /
Multi -Unit Structures 3,179
Mobile Homes 1928
Crowding 29.2per sq mile
No Vehiclé 4.69%
Group Quarter$ 3947
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*Greatest Needs Zip Codes (all ranked Greatest need)

Calculated by: Conduent Health Communities Institute using data from clarities, 2019
13655 Hogansburg 12966 North Bangor
12980 St. Regis Falls 12914 Bombay

Medical Frailty Indicators
NYS Health Commerce System Empower Map Tool 2022

Electricity Dependent 798
Cardiac Device 77
Ventilator 122
BiPap 99
02 Concentrator 675
Internal Feeding 102
IV Infusion Pump 143
Suction Pump 22
At Home ESRD 22
Motorized Mobility device 77
Electric Bed 143

Franklin County Data
Receive Medicafd 25.9%
Per Capita Medicaid Expen&es N/A

NYSDOMBehavior Risk Surveillance Syste@RFSS 2020

Cognitive Disability 7.1%
Hearing Difficulty 4.7%
SelfCare Difficulty 2.5%
Vision Difficulty 2.4%
Mobility Disability 11%
Independent Living Difficulty 7.2%

Emotional Health Frailty Indicators

1 Frequent mental distress 8.16%
1 Frequent physical distress 8.14%
1 Poor Mental Health (14 days or more) 14%

1 Percentage of disconnected yolith 13.7%



VULNERABILITY PROFILE
FRANKLIN COUNTY
What makes some people especially Vulnerable in Disasters?

o ™
Being Dependent on Support Services

People who depend on others or community support services to . Some Senior Citizéns 17.7%
function independently or perform daily activities, may become
Gdzt ySNI 6t S A RA&F&GSNE 6KS . .
y y y . People with Disabilitiés 16.%%
4 Seniors with Disabilities 33.3%

.
- ) . People who are NeBnglish Speakets

Residing in HigiRisk Areas; N/ A
People who live in the older or lowarcome parts of town are . People who are Culturally or
exposed to more of the physical structural damage from disaste Geographically Isolatéd

Y, 30.9 per Square Mile
4.69%No Vehicle

™ .

. People with Substance Abuse Issues
Limited Accesg (Residential treatment) N/A
People who lack resources, trust, knowledge, or ability to acces

traditional systems frequently have great difficulty witbcovery. People who are Homeléddarginally

4 Housed oiShelter Dependent 24

oY . Children (<18) with Disabifity ~ 7.1%

Social Status; L
People lacking money, education, jobs, or other resources . People Liag in Povert§ 17.8%
probably have fewer cop@mechanisms with which to recover Alice & Poverty Househol@ls 8,214
from disaster.

L J 9. lllegal Residents N/A

( 10. SingléParent Households 25%
Grandparents as Parents 1.3%

No Support Systeng
People who live on very low incomes cannot prepare for disaste
and may not have adequate support systems pre or post disaste

L




Data Sources for Vulnerability Profile

W e

US Census Bureau Tracker

American Community Survey

City-Data.com

Comorn Assoc/Franklin County NY Comprehensive

Development

o1

~N O

Abbreviations:

NYSDOH BRFSS 2016 Behavioral Risk Factor Surveillance
System

. CHA 2020-2023 Franklin County Data Profile 2019-2021

. NYS Community Health Indicator Reports (CHRIS)

AH 1 Adirondack Health

AHMC i Alice Hyde Medical Center;

AMC 1 Adirondack Medical Center;

CVPH 1 Champlain Valley Physicians Hospital;
EMS 1 Emergency Medical Services

FC 1 Franklin County;

FCOFA'T Franklin County Office of Aging

FCPHS 1 Franklin County Public Health Services;
FQHCF 7 Federal Qualified Healthcare Facility;
NCHHN 7 North County Healthy Heart Network;
NYSDOH i New York State Department of Health;
UVMHN i University of Vermont Health Network

A_A_____
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Franklin County residents have indicators for what makes people
vulnerable.

FCPHS data indicate social determinants, medical and mental health
frailty, isolation, aging, independent living difficulty, those dependent
on and without a support system have fewer coping mechanisms and
resiliency among its residents.

Above indicators assist planners and community based organizations
to identify those most needing support. All have a shared stake to
focus on the needs of vulnerable persons and the underserved
community to ensure everyone gets the services they need for their
health and well-being.

The greatest need zip codes are located in the north end of Franklin
County. They are:

13655  Hogansburg

12980  St. Regis Falls

12966  North Bangor

12914  Bombay

Among the greatest needs zip codes, Hogansburg belongs to the St.

Regis Mohawk Tribe. Tribal members receive health care services

from St. Regis Mohawk Tribe Health Services. FCPHS provides Early

|l ntervention services, Heal t hy Fami
with Emergency Preparedness activities on the Reservation. FCPHS

works with USDA to provide a rabies clinic in Hogansburg.
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Alice Hyde Medical Center has health center sites serving the other
three greatest need zip codes providing Family Medicine. Adirondack
Medical Center maintains a health center in St. Regis Falls.

The Community Health Center of the North County (FQHC) is located
in northern Malone serving many needy zip codes in Franklin County.
The FQHC collaborates with FCPHS providing STD services and lead
screenings thereby increasing access and availability of those
services in the county. The FQHC is the sponsor of the county WIC
Program. Further collaboration potential with WIC and FCPHS is
desired specifically relating to data regarding gestational diabetes,
prenatal, hypertension, and obesity, along with 50% drop in county
breast feeding rates at six months.

School districts in all greatest need zip codes and Chateaugay School

district participate in the Creating Healthy Schools and Communities

grant. The school districts receive multi-component school-based
obesitypr eventi ons and i mplement the C
Physical Education activities. The North Country Healthy Heart
Network facilitates the grant work with schools in the greatest need zip

codes with support from that grant assisting the county pass a
Complete Streets Policy with future plans to outreach to municipalities,

which will further benefit greatest needs zip codes.

Citizen Advocates, Inc., Prevention Specialists have a presence in all
greatest needs zip codes school districts.

The geographic size of the county and poor weather in winter with only
29.2 persons per square mile compounded by 4.69% of the Franklin
County population having no vehicle illustrates the need for safe
reliable transportation in order to access health care services.

A
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Department of Social Services provides transportation to medical
appointments. Behavioral Health facilities offer vouchers for
transportation or arrange for travel to/from appointments themselves.
The county provides door-to-door pick up/ drop off. Transportation
needs will continue and contribute to the overall vulnerability of
Franklin County residents.

B2b. Policy Environment

The mission of FCPHS is to promote information and action so people
can live happier and healthier lives. FCPHS has been providing
visiting nurse services for over 100 years. The homecare agency
became Medicare Certified in 1966. FCPHS is organized as a partial-
service health department. Regulatory activities related to facility
inspections identified in the NYSDOH Sanitary Code, lead safe
housing, water quality related to public water systems, and beaches
are conducted by NYSDOH Saranac Lake District Office.

Local towns and villages have their own health codes and officers to
conduct public nuisances, health/building/electrical code violation
investigations and enforcement. Environmental Health Services
conducted by FCPHS are Injury Control activities such as lead
poisoning, prevention motor vehicle, bike, car seat, safety education
and other public education campaign activities related to
environmental health and climate change.

FCPHS has four main service units: Home Health, Population Health,
Family Health and the Administrative Unit that provides overall
administrative oversight and financial management.

The Certified Home Health Care Agency (CHHA) provides skilled
nursing and other therapeutic health services to individuals in the
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home i mplementing a physiciands
health insurances. The county commitment to its CHHA offers
residents a choice in home health care, a referral source and safety
net for Social Determinants of Health (SDOH) interventions, and
allows for population health initiatives to occur at the individual level in
the home. The provision of Occupational Therapy (OT), and Speech
Language Therapy (SL) as a therapeutic service is a gap in service
provision due to inability to recruit providers for those services.

As a partial service public health department, FCPHS is engaged in a
broad range of population health services and policy interventions.
The Population Health Unit communicable disease team manages the
Rabies Program and outbreaks as part of routine department
activities. Tuberculosis, Lead Screenings and preventive vaccinations
are offered through its clinic services. Sexually Transmitted Disease
services are provided by Planned Parenthood of the North Country
and most recently through collaboration with Community Health
Center of the North Country Federally Qualified Health Care Facility
(FQHCEF) for clients without health insurance or a regular provider.

The Population Health Chronic Disease staff implement the agency
chronic disease work plan and support all Community Health
Improvement activities. The Emergency Preparedness staff meet
required NYS deliverables and all county preparedness activities.
Staff support Injury Prevention and all public education campaign
activities.

Family Health staff at Franklin County Public Health Services
(FCPHS) operationalize Children and Youth with Special Health Care
Needs (CYSHCN), Early Intervention, Child Find, and the Maternal
Child Health program. The CYSHCN program is a referral/case
management program and serves children between the ages of O
and 21. The Early Intervention Program serves children under the

A
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age of three with identified disabilitiesordelays. Ear | y | nt er v e

counterpart program, Child Find, services children under the age of
the three who are at risk for developmental delay. Under the
Maternal Child Health program, FCPHS is able to offer expecting
mothers and new mothers breastfeeding guidance and
troubleshooting with our two Certified Lactation Councilors on

staff. FCPHS also provides postpartum support by reaching out to all
new mothers by telephone offering guidance and education. A
postpartum home visit is offered to all mothers and babies born in
Franklin County.

The Lead Poisoning Prevention Program provides case management
to those children identified with a blood lead level of 5 and

above. Lead screening and testing is offered at many community
based organizations, such as WIC and JCEO Early/Head Start, along
with being offered at FCPHS Weekly Immunization Clinics, currently
held every Monday and Wednesday from 10am to 2pm.

Franklin County Early Intervention Program has been unable to
provide sufficient therapy services to children in program due to lack
of provider capacity. It is anticipated that the municipality will expand
current Early Intervention Services to include therapy: Physical
Therapy, Occupational Therapy and Speech-Language

Pathologists. The long term hope is that the expansion of municipal
Early Intervention service provision will decrease the burden on
school Special Education programs.
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Franklin County0 Bealth challenges are complex and often linked with
societal issues that extend beyond health care and traditional public
health activities.  To successfully improve the health of all

communities?o heal t h I mprovement

determinants of health and other complex factors that are often the
responsibility of non-health partners such as housing, transportation,
education and environment.  Franklin County Legislature has
integrated health considerations into policy making to improve
community health and wellness a priority by:

1 Adopting a Complete Streets policy for all projects.

1 Working on Health in All Policies (HIAP) initiative

1 Supporting an Employee Wellness Program initiative for
Franklin County employees.

1 Supporting initiatives to achieve smoke free Franklin
County worksites

1 Committing funding in county budget to expand

transportation projects

Supporting town/village housing grant applications

Consolidating county offices in the south end of the

county to one site addressing concern for the county

north/south differences

1 Promoting programming to increase presence and
services in the south end of the county

= =4

By working to establish policies that positively influence social and
economic conditions and those t
behaviors improvement in health for large numbers of people can be
sustained over time. Improving the conditions in which we live, learn,
work and play, and the quality of our relationships will create a
healthier population, society and workforce.
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B2c. Unique Characteristics

The Amish population in Franklin County affect the health care system
and offer traffic safety challenges as well. Amish population census
and density is unknown as is morbidity and mortality. The Amish pay
for health care services on a sliding fee scale. Financial plans are
offered by hospitals for catastrophic occurrences. Medications are
purchased out of pocket. The majority of Amish babies are born at
home. Recently, vaccinations are intermittently accepted. Children
are educated in Amish schools or are home schooled. Generally,
health care is sought after failure of all home remedy attempts or in
dire emergency.

Buggy accidents occur on major highway thoroughfares, involving low
visibility and inability for car to react fast enough to avoid the buggy.
Most but not all sects accept reflectors on their buggies as a safety
measure, distributed by the county Traffic Safety Committee.

B3. Summary of Franklin County Health Assets to
Address Public Health Issues and Challenges

Franklin County identified its own assets that are available to address
the five health priorities described in the 2019-2024 Prevention
Agenda. The list summarizes the programs and initiatives within
Franklin County that have contributed to addressing each health issue
at the local level.
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Assets to Prevent Chronic Disease

Health Issue

Franklin County Assets

Asthma

Respiratory Therapy Services
Cardiopulmonary Services

Breastfeeding

Certified Lactation Consultants (CLC)
Women, Infants and Children (WIC)
Breast Feeding Council
Breastfeeding Rooms

Breastfeeding Education

Childbirth Education classes

Health Issue

Franklin County Assets

Cancer

el e N R R R e e e e

Merrill Oncology Center

Reddy Cancer Treatment Center

Breast Health Navigator

Various Cancer Screenings

Cancer Services Program of Northeastern NY
Genetic Testing

The Julie Fund & Merrill Oncology Center
Travel Fund

Nutrition

Certified Dieticians Inpatient/Outpatient
Consultations

Hunger prevention and Nutrition Assistance
Program

Comprehensive School Policies for Physical
Activity and Nutrition

Healthy Vending Machine options

Employee Wellness Programs

AFar m t o PteotaiservicesOo nut
philosophy

r
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Obesity

=4 =4 =

=4 =242

Medical and Surgical Bariatric Programs
Breastfeeding Education

Chronic disease prevention and self-
management program

Registered diabetes educators

Diabetes self-management educational classes
Decker Learning Center for Health Education
Pediatric Healthy Eating Initiative

Chronic Disease Prevention Coalition

Creating Healthy Schools and Communities

Physical
Activity

=4 =2 2=

Medical Fitness Center

Employee Wellness Events and Challenges
Fit For Life (medically supervised activity)
Cardiac Rehabilitation Program

Tobacco Use
Prevention
and Control

= =4 =

= =4 =

Decker Learning Center for Health Education
Registered Tobacco Cessation Specialist
Tobacco cessation tools, programs, and
interventions

Tobacco Free Clinton, Essex, Franklin
Health Systems for a Tobacco Free NY

NYS SmokersoQuitline
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Assets to Promote a Healthy and Safe Environment

Health
Issue

Franklin County Assets

Foodborne
Disease

=

Bureau of Community Environmental Health
and Food Protection (NYSDOH)

NYSDOH Saranac Lake District Office
County Communicable Disease Division
County Immunization Program

Public Water
Supply

NYSDOH Saranac Lake District Office
Franklin County Soil and Water Department
County Communicable Disease Unit

Injuries,
Violence and
Occupational
Health

A A2 =-_-_=

=

Environment of Care Committee
SECURE conflict de-escalation training for staff
Smart Screening forms i pediatric and
womenoés health
Emergency Preparedness
Coordinator/Committee

Physical therapy/rehabilitation services
Occupational therapy services
Occupational Health and Wellness
Speech Therapy services

Traffic Safety Board

Stop DWI

Domestic Violence CMTE

Sharps Disposal towns/villages/public
Crisis Intervention

Built
Environment

22222222329 _--2=--

Franklin County Complete Streets

Lead Poisoning Prevention Programs
Franklin County Highway Department
Franklin County Community Housing Council
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Assets to Prevent Communicable Diseases

Health Franklin County Assets
Issue
HIV/AIDS 1 Harm Reduction/Syringe Exchange T planned
and Sexually 2023
Transmitted f HIV/STD/HCV Prevention Services
infections  Regional Prevention and Support Programs
9 STD Testing and Awareness
Vaccine- 1 COVID-19 vaccine and boosters
preventable 1 Influenza vaccine clinics
disease ¢ Standard immunizations from birth+
1 Pediatric infant vaccine tracking program
1 Primary Care vaccinations and immunizations
Antimicrobial |  Antibiotic Stewardship Committee
resistance 1 Infection prevention and education
and 1 Infection Control Committee
healthcare- 1 Quality Assurance/Performance Improvement
associated Committee
infections  Sepsis Committee
1 Communicable Disease Surveillance in
Healthcare & Community
1 CDC/NYS Roadmap Antibiotic/Antimicrobial
Resistance
TCDC AnOneo Heal th
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Assets to Promote Well-Being and Reduce Mental and

Substance Use Disorders

Health Franklin County Assets
Issue

Substance Overdose Reversal

Use Medication reconciliation

Secure medication disposal drop-box

Crisis clinicians (staffed in emergency
department)

Pain management program

Pain management specialists

Ambulatory pharmacist-led medication review
Case management program

NYS PSYCKES System reporting

Colby Unit-geriatric psychiatric services

= =4 =4 =4

Community Services - local services plan
Opioid Stewardship program

Emergency Department Peer Navigator
Program

Opioid Overdose Prevention Program
Prevention Task Force & Subcommittees
Crisis Stabilization Unit

Telephone support; A Wa ir me 0O
Addiction Support Services

A =222

=2 =222

St. Josephds Addiction

’éﬁ_
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Assets to Promote Healthy Women, Infants and Children

Health Franklin County Assets
Issue
Maternal M Pre-and Post-Nat al Womenoés Hied
and 1 Healthy Families Home Visiting Program
Wo me n 6| ¢ Maternal-Child Nurse Home Visiting
Health 9 Womenos OBEGYN $ehvites
9 Childbirth Classes
Perinatal 1 Pediatric Practices
and Infant Y Medicaid Program
Health  Perinatal Program
1 Child Find
9 Car seat checks
1 Childcare safety classes
Child and 1 Child Lead Poisoning Prevention Program
Adolescent f Children with Special Health Care Needs
Health Program

=2 =222

Early Intervention Program/Pre School Program
Birth to 3 Collaborative

Community Intervention Partnership

Child Care Coordinating Council

System of Care
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Community needs are identified through regular and
comprehensive local assessments including:

1 The County Emergency Preparedness Assessment
(CEPA) conducted by the Franklin County Office of
Emergency Services through direction of the New
York State Division of Homeland Security and
Emergency Services.

1 Franklin County Community Health Assessment
conducted by Franklin County Public Health
Department and community hospital partners.

1 Franklin County Office of Aging (OFA) Annual
Assessment

1 Franklin County Community Services Local Services
Plan

COMPLEMENTARY HEALTH INITIATIVES IN OUR REGION

Community needs assessments, service plans and strategic plans
from other community sectors in the region were reviewed to identify
opportunities for collaboration among local health
department/hospitals and other community entities to improve health
outcomes in the county and region. Efforts to build healthier
communities have the potential for being more successful when
agencies, programs and individuals from multiple community sectors
work together. Collaboration between the health sector and other
community sectors can generate new opportunities to improve health.
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Below is a summary of county, regional and statewide planning
documents, policy agendas, and mission statements from a variety of
community sectors that address health-related issues. Links are
included to facilitate access to the documents and web sites. The
contents are organized by the relevant Prevention Agenda Focus
Areas; Promote Well-Being and Prevent Mental and Substance Use
Disorders and Prevent Chronic Disease. The summary does not
provide an exhaustive analysis of multi-sector health priorities, but is
provided to illustrate the potential for collaborative health
improvement efforts in the county and region.

%. ‘
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Promote Well-Being and Reduce Mental and Substance Use
Disorders

Franklin County Community Services
Welcome to Franklin County, NY (franklincountyny.gov)

Franklin County Community Services manages a system of agencies
that provide mental health programs throughout the county.

As a local government unit, or LGU, the department is authorized to
receive and distribute mental hygiene funds. The department is
governed by New York State Mental Hygiene Law.

Community Services oversees the following services and activities:

1 Development of a comprehensive county plan for mental health,
developmental disability and chemical dependency services.

7 Allocation of funding to local mental hygiene contract agencies
based on community priorities, treatment outcomes and program
performance.

7 Provide fiscal oversight and technical assistance to contract
agencies.

7 Coordinate services across levels of care and among community
providers and other county departments.



https://www.franklincountyny.gov/departments/human_services/community_services_mental_health/index.php

Community Connections of Franklin County
https://www.communityconnectionsfc.com/

Mission

Our mission at Community Connections of Franklin County is
ensuring overall wellness for those we serve and support with
thoughtfulness, empathy and care.

Vision

We, at Community Connections of Franklin County, believe in a
society where all individuals have the power to create their own
opportunities and successes. Together we will build a healthier,
stigma free, trauma aware community.

Programs and Services

Community Oriented Recovery Empowerment

Peer Recovery and Support Services

Barnabas House Male Transitional Shelter

Health Home Care Management

Day By Day Mentoring Program

Ruth House Shelter for Women and Children

Mutual Support Warm Line

Training Programs

School Based Family Support Advocate

Rescued Treasures Thrift Store and Adolescent Work Training
Program

First Step to New Beginnings Non-Residential Domestic Violence
Services

Clinton County Transitional Dormitory Housing Program
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Alliance for Positive Health
https://www.allianceforpositivehealth.org

Program Services

The Alliance for Positive Health provides a continuum of direct
services to people living with or impacted by HIV/AIDS or other
chronic illnesses.

Care/Case Management

The Alliance for Positive Health offers care/case management for
those living with HIV/AIDS or other chronic illnesses and need
assistance to regularly access medical and support services.
Care/case managers assess an individual's needs to assist with
obtaining and engaging in medical care, and provide referrals to
services. Care managers are trained to address the unique
challenges of those we serve including LGBT individuals, rural
communities, families, women, and people living in poverty.

Criminal Justice Services (CJS)

The Alliance for Positive Healthos
focus on providing resources and services to incarcerated individuals
In designated New York State Correctional Facilities. With the goal of
preventing new HIV and Hepatitis C infections, CJS staff members
educate incarcerated individuals on how to maintain a healthy
lifestyle and offer referrals to reentry services throughout New York
State. CJS Linkage Specialists provide linkage and navigation
services to incarcerated individuals living with HIV and/or Hepatitis C
to ensure and support linkage to medical care and other needed
services with the goals of viral suppression, access to treatment and
increased health literacy.

A
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https://www.allianceforpositivehealth.org/
https://www.allianceforpositivehealth.org/programservices/casemanagement/
https://www.allianceforpositivehealth.org/programservices/cji/

Education & Support Groups

The Alliance for Positive Health offers a diverse selection of
education and support groups. Enrollment is free and group
discussions remain confidential.

Food4Life*

Food4Life is a nutrition education program for HIV+ individuals that
enables them to practice maintaining a healthy diet, learn to cook
meals appropriate for their health needs, shop for food on a budget
and link to community food resources. Participants receive a
nutritional assessment, set dietary goals and receive food pantry

bags, food vouchers and incentives based on their level of need.
*For HIV+ individuals only.

Harm Reduction Services

Opioid abuse is on the rise throughout New York State, bringing with
it HIV and HCV transmission, and death by overdose. To curve these
trends, the Alliance for Positive Health started a Syringe Exchange
Program, Project Exchange. Established in June 2015, Project
Exchange provides new sterile syringes and other injection supplies,
safe disposal of used syringes, and opioid overdose prevention.

Health Insurance Access Program (HIAP)

The Health Insurance Access Program (HIAP) assists individuals
with enrollment into comprehensive health insurance plans, including
Medicare, Medicaid, and the New York State of Health Marketplace.
We also have specialists who assist HIV+ individuals to access
specific insurance programs to assist with costly medical care and
prescriptions, and our PrEP specialist is trained to assist with the
various insurance options to pay for PrEP. Our Outreach Specialists
or Health Navigators help individuals to assess their insurance needs
and enroll in appropriate networks.
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HIV, STI, & Hep C Testing

The Alliance for Positive Health provides a robust continuum of
community-based free, confidential HIV, STl and HCV testing for
those who are at high risk and do not access testing from their
medical provider. We utilize rapid HIV, HCV and syphilis screens with
preliminary results during the test counseling session. We confirm
reactive results with testing through blood draws with results in a few
days. We also provide urine screening as well as throat and rectal
swabs for chlamydia and gonorrhea with results in a few days.

During test counseling sessions, staff assist clients to assess their
risk, decide which testing is needed, and develop risk reduction plans
to reduce becoming infected or transmitting infections to others if
results are positive. Individuals also have the opportunity to learn
about or get immediately linked to other Alliance for Positive Health
services if other needs are identified through this discussion.

Housing Retention Services*

Having housing is crucial to getting and staying healthy. We provide
a variety of services to help people with HIV who are homeless, at
risk of being homeless, or unstably housed maintain safe and
affordable housing, while also preventing eviction and utility shut off.
Housing Retention Specialists assist individuals establish and
maintain housing stability and develop the skills necessary to remain
in stable housing and live independently, thus increasing positive

health outcomes.
*For HIV+ individuals only.

LGBTQ+ Health

Alliance for Positive Health is a comprehensive health resource for
our region's LGBT+ community. Our LGBT+ Health programs
address multiple factors that impact an individual's well-being
including stigma, access to LGBT+ friendly resources,
communication with partners and providers, and sexual health.



https://www.allianceforpositivehealth.org/programservices/testing/
https://www.allianceforpositivehealth.org/programservices/housing-support/
https://www.allianceforpositivehealth.org/programservices/lgbtqhealth/

Link2Care

Link2Care helps individuals with or at risk for HIV and Hepatitis C get
and stay in medical care, access PrEP, address barriers, and
navigate complex systems in order to access health and support
services. Link2Care uses a team approach with Peer Navigators who
are reflective of the target population and staff to increase access to
services.

Peer Navigation

The Alliance for Positive Healthos
services designed to henhdexteandldr es s
barriers to achieving positive health outcomes by offering guidance,
encouragement and hope from team members whose role it is to

share their own lived experience with clients.

PreP

PrEP (pre-exposure prophylaxis) is a way that HIV negative
individuals can greatly reduce the risk of HIV infection by taking daily
anti-retroviral medications. The Alliance for Positive Health's Project
HOPE has a PrEP Assistance Program for those seeking more
information and access to PrEP.

Ryan White Medical Transportation*

White Medical Transportation is for people living with HIV/AIDS who
need help with transportation to get to medical and other services
that help them maintain their health. Transportation assistance may

be in the form of taxi.
*For HIV+ individuals only.
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https://www.allianceforpositivehealth.org/programservices/transportation/

The Alcoholism and Substance Abuse Providers of

New York State (ASAP)

http://www.asapnys.org

Working together to support organizations, groups and individuals that
prevent and alleviate the consequences of alcoholism and substances
in New York State.

Prevent Chronic Disease

NYS Office for the Aging State Plan 2019-2023

https://aging.ny.gov/system/files/documents/2019/10/state plan 2019
2023 070119 final2com.pdf#:~:text=The%202019%2D2023%20New%20Y ork,to%20measure
%20effectiveness%20and%20efficacy

Empower older New Yorkers, their families and the public to make
informed decisions about, and be able to access, existing health, long-
term care and other service options.

Enable older New Yorkers to remain in their own homes with high
quality of life for as long as possible through the provision of home and
community-based services, including supports for family caregivers.
Empower older New Yorkers to stay active and healthy through Older
Americans Act services and those offered under Medicare.

Embed ACL discretionary grants with OAA Title Ill core programs.
Ensure the rights of older New Yorkers and prevent their abuse,
neglect and exploitation.

Ensure the network is prepared to respond in emergencies and
disasters.

Enhance the capacity of the AAA network to develop business acumen
strategies to engage with and integrate into emerging health care
delivery system transformation activities that foster outcomes-driven
population health approaches.

A
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http://www.asapnys.org/
https://aging.ny.gov/system/files/documents/2019/10/state_plan_2019-2023_070119_final2com.pdf#:~:text=The%202019%2D2023%20New%20York,to%20measure%20effectiveness%20and%20efficacy
https://aging.ny.gov/system/files/documents/2019/10/state_plan_2019-2023_070119_final2com.pdf#:~:text=The%202019%2D2023%20New%20York,to%20measure%20effectiveness%20and%20efficacy
https://aging.ny.gov/system/files/documents/2019/10/state_plan_2019-2023_070119_final2com.pdf#:~:text=The%202019%2D2023%20New%20York,to%20measure%20effectiveness%20and%20efficacy

North Country Healthy Heart Network
https://heartnetwork.org/projects/

For nearly two decades, the Heart Network has contributed to the
establishment of numerous new, health-promoting opportunities for
North Country residents. Most were the result of many years working
with partners to lay the groundwork for success.

The Heart Network is funded primarily through grants, with each
grant supporting evidence-based projects that help to reduce the
chronic disease burden in the North Country by reducing tobacco
use, increasing consumption of nutritious foods and/or increasing
physical activity.

The current projects include Creating Healthy Schools and
Communities, the North Country Chronic Disease Prevention
Coalition, and Healthy Systems for a Tobacco Free New York.

Joint Council for Economic Opportunity of Clinton and Franklin
Counties, Inc. (JCEO)
https://www.|ceo.org/home

JCEO is a private, not-for-profit human service agency that serves the
residents of Clinton and Franklin Counties through its main
administrative offices as well as 13 Community Outreach Centers and

10 Head Start Centers. Al progr ams ar e based on JC
alleviate poverty through practical, timely, and innovative services that
emphasize and develop problem-solving skills for people.
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Complete Streets
Complete Streets (ny.gov)

The Complete Streets Act was signed into law on August 15, 2011
and requires state, county and local agencies to consider the
convenience and mobility of all users when developing transportation
projects that receive state and federal funding. The New York State
Department of Transportation (NYSDOT) is working to ensure that its
policies and procedures meet the new standards. The initiative
presents an opportunity to expand upon existing programs and
collaborate with bicyclists, pedestrians, people with disabilities and
others to identify best practices and designs for transportation
facilities.

Strengthening NYSDOTG6s Compl et e
internal evaluation and ideas from everyone who uses and relies
upon the transportation system - individuals, organizations and even
entire communities. We encourage you to provide your comments
about Complete Streets in New York State

at completestreets@dot.ny.gov

Cornell Cooperative Extension Franklin County
https://franklin.cce.cornell.edu/about-us

The mission of Cooperative Extension is to enable people to improve
their lives and communities through partnerships that put experience
and research knowledge to work. Extension staff and trained
volunteers deliver education programs, conduct applied research, and
encourage community collaborations. Our educators connect people
with the information they need on topics such as commercial

and consumer agriculture; nutrition and health; youth and families;
finances; energy efficiency; economic and community development;
and sustainable natural resources. Our ability to match university
resources with community needs helps us play a vital role in the lives
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of individuals, families, businesses, and communities throughout
Franklin County.

Tobacco-Free CFE (Clinton, Franklin, and Essex Counties)
https://www.tobaccofreecfe.com/

Mission

Educate. Engage. Empower. We work with communities to create
healthier places to live, work, and play. We are dedicated to reducing
youth tobacco use rates.

Our work includes helping businesses, organizations, property
managers and municipalities create tobacco free grounds (parks,
playgrounds and work sites), establish smoke-free units, reduce or
eliminate tobacco imagery and brand identification in youth-rated
media, and reduce youth exposure to retail tobacco marketing.

Promote Healthy Women, Infants and Children

Adirondack Birth to Three Alliance
http://www.adirondackbt3.org/about-us

The Adirondack Birth to Three Al 1l i a

1 Building awareness of the five building blocks of successful
development: universal nurse home visiting; family resource
centers; comprehensive home visiting services for vulnerable
families; high-quality early childhood education; and high-quality
comprehensive health care.

1 Advocating for policies and programs that enhance the
education, care, and nutrition children receive by working
directly with officials elected and decision makers.

1 Offering information training and professional development
opportunities to early childhood educators and providers.
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Catholic Charities of Franklin County
http://www.cathcharities.org

Services offered by Catholic Charities include: Counseling of
individual couples, families, children, Foster Grandparent program,
Pregnant and Parenting Teen Program, Retired and senior
Volunteers. Services are provided on a non-sectarian basis and the
agency does not discriminate on the basis of race, creed, religious
affiliation, ethnic background or sexual orientation.

New York State Early Childhood Advisory Council
WWW.Nnysecac.org

The NYS Early Childhood Advisory Council (ECAC) identifies six
levers for change as critical for strengthening the early childhood
system and providing an infrastructure to support the grounding of
this work in social justice, removing barriers to access services, and
facilitating equitable child outcomes.

The levers are:

1) Family Engagement

2) Data

3) Quality Improvement and Assurance
4) Workforce Development

5) Finances

6) Research and Evaluation

With the young child and family as the focus these levers guide the

work of the ECAC across four essential elements 1) Providers and
Practitioners; 2) Comprehensive Health, Community, and Education
Services; 3) Standards, Regulations and Statutes; and, 4) Policy and
Governance. These levers and elements are intertwined and their
alignment I s necessary in order to
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equitable, comprehensive, and culturally relevant services, thereby
ensuring healthy development.

School Wellness Policies
http://www.fns.usda.gov/tn/local-school-wellness-policy

School districts participating in the National School Lunch Program
and/or the School Breakfast Program are required to establish a
school wellness policy for every school building in the district. At a
minimum, the wellness policy must include goals for nutrition
promotion and education, physical activity, and other school-based
activities that promote student wellness. The policies must include
nutrition guidelines to promote student health and reduce childhood
obesity. Additionally, school districts are required to permit teachers
of physical education and school health professionals, as well as
parents, students, school board members, and the public to participate
in the development and implementation of wellness policies.
Opportunities exist for local health departments and health care
providers to assist school districts develop and implement school
wellness policies.

Promote a Healthy and Safe Environment

Governoros Traffic Safety Committee
http://www.safeny.ny.gov/overview.htm

Governor's Traffic Safety Committee (GTSC) awards Federal highway

safety grant funds to local, state and not-for-profit agencies for projects

to improve highway safety and reduce deaths and serious injuries due

to crashes.
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COMMUNITY HEALTH ASSESSMENT PROCESS AND METHODS

The process of identifying the important health care needs of the
residents of Franklin County involved both data analysis and
consultation with key members of the community. The data was
collected from multiple sources including publicly available health
indicator data as well as the data collected from a survey conducted
by the Adirondack Rural Health Network.

In January of 2022, the Adirondack Rural Health Network (ARHN)
conducted a survey of selected stakeholders representing health
care and service-providing agencies within a seven-county region.
The results of the survey are intended to provide an overview of
regional needs and priorities, to inform future planning and the
development of a regional health care agenda. The survey results
were presented at both the county and regional levels.

Using the results of the indicator analysis, the survey, and other
community assessments, a group of stakeholders was convened to
identify and prioritize the current healthcare challenges for the
residents of Franklin County. The group consisted of representatives
from Adirondack Health Medical Center Hospital, the University of
Vermont Health Network Alice Hyde Medical Center and Franklin
County Public Health Services. The group assessed the magnitude
of the health issues (number of people affected), the severity of the
|l ssues (consequences for those
to make a meaningful contribution in addressing the health needs.
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C. Community Health Improvement Plan/
Community Service Plan

C1l. Community Engagement Stakeholder Survey

Background

Adirondack Rural Health Network: The Adirondack Rural Health
Network (ARHN) is a program of AHI - Adirondack Health Institute,
Inc. Established in 1992 through a New York State Department of
Health Rural Health Development Grant, ARHN is a multi-
stakeholder, regional coalition that informs planning, assessment,
provides education and training to further the implementation of the
New York State Department of Health Prevention Agenda, and offers
other resources that support the development of the regional health
care system. Since its inception, ARHN has provided a forum to
assess regional population health needs and develop collaborative
responses to priorities. ARHN includes organizations from New
Yorkos Clinton, Essex, Frankl i n,
Washington counties.

Description of the Community Health Assessment Committee:
Since 2002, ARHN has been recognized as the leading sponsor of
formal community health planning throughout the region. The
Community Health Assessment (CHA) Committee, facilitated by
ARHN, is made up of hospitals and county health departments that
have developed and implemented a sophisticated process for
community health assessment and planning for the defined region to
address identified regional priorities. The CHA Committee is made up
of representatives from Adirondack Health, Clinton County Health
Department, University of Vermont Health Network - Alice Hyde
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Medical Center, University of Vermont Health Network - Elizabethtown
Community Hospital, Essex County Health Department, Franklin
County Public Health, Fulton County Public Health, Glens Falls
Hospital, Hamilton County Public Health and Nursing Services,
Nathan Littauer Hospital, University of Vermont Health Network i
Champlain Valley Physicians Hospital, Warren County Health
Services, and Washington County Public Health.

Purpose of the CHA Committee: The CHA Committee, made up of
the CHA service contract holders with AHI, is a multi-county, regional
stakeholder group that convenes to support ongoing health planning
and assessment by working collaboratively on interventions and
developing the planning documents required by the New York State
Department of Health and the Internal Revenue Service in an effort
to advance the New York State Prevention Agenda.

CHA Committee, Ad Hoc Data Sub-Committee: At the June 4,
2021, CHA meeting, it was decided that an Ad Hoc Data Sub-
Committee would be created to review tools and processes used by
CHA Committee members to develop their Community Health
Assessments (CHA) and Community Health Improvement Plans
(CHIP), as well as identify ways to enhance the CHA/CHIP process.
A primary activity of the Ad Hoc Data Sub-Committee was to
collaboratively develop a stakeholder survey.

The data subcommittee met four times from mid-July through mid-
November 2021. Meetings were held via Webex/Zoom. Attendance
ranged from 6 to 10 subcommittee members per meeting. Meetings
were also attended by AHI staff from the Adirondack Rural Health
Network.
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Survey Methodology

Conducted a baseline

(pilot) survey \w
Used Survey Monkey

Analyzed results @

Survey Methodology

Survey Creation: The 2022 Community Stakeholder Survey was
drafted by the Ad Hoc Data Sub-Committee, with the final version
approved by the full CHA Committee at the November 10, 2021,
meeting.

Survey Facilitation: ARHN facilitated the release of the stakeholder
survey in its seven-county service area, to provide the CHA
Committee with input on regional health care needs and priorities.
Stakeholders included professionals from health care, social services,
educational, and governmental institutions, as well as community
members. The ARHN region is made up of Clinton, Essex, Franklin,
Fulton, Hamilton, Warren, and Washington Counties.
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Survey Logistics: The survey was developed through
SurveyMonkey and included 14 community health questions as well
as several demographic questions. The CHA Committee provided a
list of health care, social service, education, government, and service
providers (hereafter referred to as community stakeholders) by county
to be surveyed. The collected distribution list totaled 806 community
stakeholders.

An initial email was sent to the community stakeholders in early
January 2022 by the CHA Committee partners, introducing and
providing a web-based link to the survey. CHA Committee partners
released a follow-up email approximately two weeks later after the
initial reach out. CHA Committee members were provided the names
of all non-respondents for additional follow-up, at partner discretion.

The survey requested that community stakeholders identify the top
two priority areas from a list of five which they believe need to be
addressed within their county. Community stakeholders also gave
insight on what they felt were the top health concerns and what
contributing factors were most influential for those specific health
concerns. A full list of survey questions can be in Appendix E.

Survey Responses and Analysis: A total of 263 responses were
received through March 1, 2022, for a total response rate of 32.63%.
Respondents were asked to indicate in which counties they provided
services and could choose coverage of multiple counties, as
appropriate. It took respondents an average of 20 minutes to complete
the survey, with a median response time of approximately 16 minutes.
Community stakeholder survey respondents were asked which county
their organization/agency serves. 62 of the respondents were from
Franklin County.

A
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Top priority areas for Franklin County

U Franklin County identified Promote Well-Being and Prevent
Mental and Substance Use Disorders as their top priority and
Prevent Chronic Disease as their second choice.

As survey participants were not provided focus areas or goals
associated with each priority area, it can be assumed that the answers
for these priority areas were slightly swayed due to what partners
believe Promote Well-Being and Prevent Mental and Substance Use
Disorders represents or what they feel would be listed in that category.

Top five health concerns affecting the residents of Franklin
County

Community stakeholders were asked to choose what they believed to
be the top five health concerns affecting the residents in the counties
their organization/agency served. The choices were ranked from one,
being the highest health concern, to five, indicating the lowest health
concern.

Franklin County survey respondents recognized mental health
conditions, substance use/alcoholism/opioid use, diabetes,
child/adolescent emotional health, and disability as their top 5
health concerns.

Contributing Factors for Franklin County:

Respondents were asked to identify what they believed to be the top
five contributing factors to the health concerns they chose. The
contributing factors were ranked from one to five, with one being the
highest contributing factor and five being the lowest.
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Franklin County survey respondents identified addiction to
alcohol/illicit drugs, poverty, lack of mental health services,
changing family structures, and poor eating/dietary practices as
the contributing factors to the health concerns they chose.

Priority Selection

SELECTION BASIS AND METHOD

Selection was based primarily on the following:

1. Results of stakeholder surveys outlined above.
2. Data analysis outlined above.

3. Community health planning sessions.

In order to prioritize the focus areas under the prevention agenda
priorities listed above, a workgroup was established to rank the
significant community needs based on criteria important to the
Hospital and Health Department.

Participants: The group was chosen to represent people with
community and clinical knowledge, with particular attention to include
individuals who are knowledgeable about the needs assessment
process, manage services to the underserved, or manage services
that address an identified need. Participants included:

Kathleen Farrell Strack, FCPHS
Sarah Granquist, FCPHS

Matt Scollin, AH

Lisa Tuggle, AH

Annette Marshall, UVMHN-AHMC

Too Too J>o o To
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Process

The subcommittee listed above representing the public health
department and hospitals convened on 11/15/2022 to finalize Priority
Area and Focus Area selection. Members of the subcommittee noted
the consistency in findings from the stakeholder survey and data
analysis. Therefore, Promote Well-Being & Prevent Mental and
Substance Use Disorders and Prevent Chronic Disease were
accepted as selected Priority Areas for Franklin County.

Action Plans:

Lead staff from Franklin County Public Health Services, The University
of Vermont Health Network 7 Alice Hyde Medical Center and
Adirondack Health Medical Center Hospital worked with partners to
collect potential activities and interventions. Determination of specific
interventions related to each priority area was based on population
health based initiatives occurring within the organization and
organizational ability to make a sustained impact with the intervention,
as well as Franklin County Publ:i
the Franklin County Community Services Board, Federally Qualified
Health Care Facility and the North Country Healthy Heart Network.
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2022-2024 PRIORITIES AND GOALS
County/Service Area Priorities and Disparities

Priority 16 Promote Well-Being and Prevent Mental Health
and Substance Use Disorders

Focus Areas
1 Promote Well-Being
1 Mental and Substance Use Disorders Prevention

Priority 20 Prevent Chronic Disease

Focus Areas

1 Healthy Eating and Food Security
1 Physical Activity

{1 Tobacco Prevention

1 Prevention and Care Management

Disparities Addressed
Access; Care Coordination; Poverty/Income level; Education;
Disability; Health Equity; Built Environment
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Priority Area 1: Promote WelBeing and Prevent Mental and Substan
Use Disorders

Focus Are2: Mental and Substance Use Disorders Prevention

Goal
Prevent opioid and other substance misuse and deaths.

Objective

1. Safe disposal receptacles located in Adirondack Health's primary care health centers in
Regis Falls, Lake Placid, Tupper Lake, and Keene. There is already a safe disposal recept
located in the main lobby of Adirondack Medical Center.

Interventions
2.2.5 Establish additional permanent safe disposal sites for prescription drugs and organizé
take-back days

. & 5SOSY0OSNIHnHOE ¢S gAfft KIFI@GS O2YLX SGSR
Installation of safe disposal receptacles in at least two of four Adirondack Heatihry care
health centers

PartnerRole(s) and Resources

Health system grantee will provide support on policy implementation as the lead for this
intervention. Franklin and Essex county health departments will assist by communicating a
promoting hosptial resources to reach a larger group, provide subject matter expertise to ke
hospital attuned to health disparities in the counties, and connect to healthcare resources.

Dispariies Addressed
All




Priority Area2: Prevent Chronic Disease

Focus AreaTobacco Prevention

Goal
Promote tobacco use cessation

Objective
Increase the percentage of smokers who received assistance from their healthcare provide
quit smoking by 5%.

Intervention

Use health communications and media opportunitieptomote the treatment of tobacco
dependence by targeting smokers with emotionally evocative and graphic messages to
encourage evidenebased quit attempts, to increase awareness of available cessation bene
(especially Medicaid), and to encourage healtine provider involvement with additional
assistance from the NYS Smokers' Quitline.

& 5SOSYOSNIHnHOZ ¢S oAttt KFE@S O2YLX SGSR
1. Provide guidance and education to health cefiiased primary care providers. 2. Participatg
in marketing outreach. Monitor patients via quality dashboard.

PartnerRole(s) and Resources

Health system grantee will provide support on policy implementation and the development
standards of care as the lead for this intervention. Franklin and Essex county theadthiments
will assist by communicating and promoting hospital resources to reach a larger group, pro
subject matter expertise to keep hospital attuned to health disparities in the counties, and
connect to healthcare resources.

Disparitiesaddressed
Income, Access, Disability
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Priority Area2: Prevent Chronic Disease

Focus Area: Prevention and Care Management

Goal
Increase cancer screening rates

Objective
Increase the percentage of adults who receive a colorectal cancer screening basedwsthe
recent guidelines (ages 5 years old) by 5%.

Interventions
Systems change for cancer screening reminders

. & 5SOSY0SNIHnHOoZ ¢S ¢gAfft KIS O2YLX SGSR
1. Review current practice for reliability and timeliness to ensure reminders are being saiht |
providers. 2. Continue to track patient reminders. 3. Monitor patients via quality dashboard.

Partner Role(s) and Resources

Health system grantee will partner and support this intervention. Franklin and Essex county
health departments will assist lpmmunicating and promoting hospital resources to reach a
larger group, provide subject matter expertise to keep hospital staff attuned to health dispa
in the county, and connect to healthcare resources.

Disparitiesaddressed
Income, Acces®isability
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PRIORITY AREA 1: PROMOTE WWEING AND PREVENT MENTAL AND SUBSTANCE USE DISORDERS

Focus Area 1: Promote Wdking

Goal
1.1 Strengthen opportunities to build welleing and resilience across the lifespan.
1.2 Facilitate supportive environments that promote respect and dignity for people of all ages.

Objective
1.1.2Reduce the agadjusted percentage of adult New Yorkeeporting frequent mental distress during the past month by 1(
to no more than 10.7%. Baseline 11.9%

Intervention

1.1.3 Create and sustain inclusive, healthy public spaces: Ensure space for physical activity, food access, sleep; civic an
community engagement across the lifespan

1.1.5 Enable resilience for people living with chronic illness: Strengthening profiactieres include independence, social
support, positive explanatory styles, setre, seHesteem, and reduced anxiety.

1.2.3 Policy and Program interventions that promote inclusion, integration and competence.

Activities
1 The Alice Center Walkway aBeatification Project: Develop accessible and mputipose use outdoor facility space fo

NBaARSyida IyR FlLIYAtASE Syecz2eYSyidiz AyOfdzZRAY3I | LI @S
gardens and activities to promote health&amental wellbeing for residents of our Lortgrm care facility and their
families.

1 Chronic Disease Sé&ffanagement Prograrfocusing on CHF, COPD, and Diabetes, to increase patient chronic diseg
knowledge, selfnanagement skills, and reduce readmissions

1 Investigate and implement community partnerships éxpanded Primary Cardferings in the Malone community to
improve access to care.

1 In partnership with Community Connections of Franklin County, continu&Bh@eer Navigator Programplemented in
the Alice Hyde Emergency Department to provide access to and coordination of community based resources for
frequenting the ED, who need additional community based services to manage their health aheingl|

1 AchieveGeriatric Emergency Dapgment (GEDA) accreditation 2022 to support the needs of our aging population.

1 Implement the Northern NY Regional Transportation tadated in Malone, NY, to ensure appropriate care coordinai
and transportation avenues for patients to the appropeidevel of care within the UVM Health Network and North
Country Region. (Care Coordination System/NY Region).

1 Develop and plan for aanhanced/modernized/reimagined hospital campus through NYS Transformation IV Grant
funding.

1 Develop &Community Health.iaison Committeeomprised of various constituents in the community to investigate,
discuss and educate on community health needs, community health offerings, and opportunities for improved car|
delivery.

1 Acquisition of eésimulator Mannequin (to suppoAdult Care and OBYN Care training), and development of a-Bah
open to North Country regional partneits, promote education/training, and high level competency in patient
emergency care for providers and staff at Alice Hyde Medical Center and viewelsof health care providers in the
greater North Country region.

Resources
AHMC primary care; Citizen Advocates, Inc.; Hudson Headwaters Health Network; Community Health Center of the Nort
Country, UYMHN; Community Connections of Franklin County.

Disparity Addressed
Access; Care Coordination; Poverty/Income level; Health Equity




PRIORITY AREA 1: PROMOTE WWEING AND PREVENT MENTAL AND SUBSTANCE USE DISORDERS

Focus Area 2: Mental and Substance Use Disorder Prevention

Goal

2.2 Prevent opioid and other substance misuse and deaths

2.4 Reduce the prevalence of major depressive disorders.

2.6 Reduce the mortality gap between those living with serious mental iliness and the general population.

Objectives

2.2.1Reduce the agadjusted overdose deaths involving any opioid by 7% to 14.3 per 100,000 population

2.2.3Reduce the opioid analgesics prescription for pain;adjasted rate by 5% to 347 per 1,000 population

2.2.4Reduce all emergency department visitec{uding outpatients and admitted patients) involving any opioid
overdose, agadjusted rate by 5% to 53.3 per 100,000 population

Interventions

2.2.4Build support systems to care for opioid users or at risk of an overdose

2.2.6Integrate trauma informed approaches in training staff and implementing program and policy
2.4.2 Strengthening resources for families and caregivers

Activities

1 /2Yy0AydzZSR O22NRAYIF(GA2ykO2ff 1 02NI GA2Y 0 SvedtiGSy !
Centerto ensure patients presenting to the AHMC ED receive the appropriate level of care.

9 Creation of fully trained AHMC CISM Te@ritical Incident Stress Management Team) in 2022 to support
staff, patients and families experiencing crisis dgen

9 Utilize the expertise of the UVYMHN Communications and Engagement Strategies Team to educate pro
staff and the broader community on Mental and Substance Use Disorders and Prevention/early interve
strategies.

Resources
AHMC Primary Care; Citizen Advocates, Inc.; UVMHN Communications and Engagement Strategies Team (Marketing al
Communications); AHMC Clinical Education.

Disparity Addressed

Access; Care Coordination; Poverty/Income level; Education
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Focus Area 1: Healthy Eating and Food Security
Overarching Goal: Reduce Obesity and the risk of chronic diseases

Goals
1.1 Increase Access to healthy and affordable foods and beverages
1.2 Increase skills and knowledgedopport healthy food and beverage choices

Objectives

1.4Decrease the percentage of adults ages 18 years and older with obesity (among all adults)

1.9Decrease the percentage of adults who consume less than one fruit and less than one vegetablq amodagy
all adults)

Intervention

1.0.3 Worksite nutrition and physical activity programs designed to improve health behaviors and results.
Local health departments, hospitals, health centers, businesses, CBOs and other stakeholeptecaent wellness
programs at their own worksite and work with local worksites to implement nutrition and physical activity
interventions as part of a comprehensive worksite wellness program.

Activities

1 Establishment and Continued Enhancement of Employee Wellness @em(&WC) to Promote Health and WBking
for all employees.

1 Collaborate with JCEO for onsite Mobile Food Market providing access to healthy fruits and vegetables weekly di
growing season.

1 Partner with local orchard for onsite access to locallapphoney, and other naturally grown products for ease of acc

1 Utilize the expertise of the UMVHN Communication and Engagement Strategies to create and promote media pie
spotlighting and educating staff, patients and the community about the healtfefitis associated with healthy eating.

Resources
AHMC Wellness Committee; local community organizations; UVYMHN Community and Engagement Strategies

Disparity Addressed
Access; Education




Focus Area 2: Physical Activity
Overarching Goal: Reduce obesity and risk of Chronic Diseases

Goals
2.2Promote school, child care and worksite environments that increase physical activity
2.3Increase access, for people of all ages and abilitigagmor and/or outdoor places for physical activity.

Objectives

1.7Increase the percentage of adults age 18 years and older who participate in {gmmarphysical activity (among
all adults

1.11 Increase the percentage of adults age 18 years and oltie meet the aerobic and muscle strengthening
physical activity guidelines (among all adults)

Interventions

2.2.3Implement a combination of worksitkased physical activity policies, programs, or best practices through-n|
component worksitgphysical activity and/or nutrition programs; environmental supports or prompts to encourag
walking and/or taking the stairs; or structured walkibgsed programs focusing on overall physical activity that
include goaketting, activity monitoring, sociaupport, counseling, and health promotion and information messag

2.3.1 Implement and/or promote a combination of community walking, wheeling, or biking programs.
Open Streets programs, joint use agreements with schools and community facilitieRdbéds to School programs|
increased park and recreation facility safety and decreased incivilities (i.e., litter, graffiti, dogs off leash, unnahi
equipment), new or upgraded park or facility amenities or universal design features (i.e. playgamanstsuctures;

walking loops, recreation fields; gymnasiums; pools; outdoor physical activity equipment, fithess stations or zo
skate zones; picnhic areas; concessions or food vendors; and pet waste stations); supervised activities or progr
combinedwith onsite marketing, community outreach, and safety education. (Note: Parks can includeankis;
pocket parks, or parklets; neighborhood parks; community and large urban parks; sports complexes; and natu
resource areas).

Activities
1 AHMC SponsoreBvents, Programs and Environments that support the promotion of worksite physical activity and
healthy behavior, initiated and managed by the AHMC Employee Wellness Committee (discounted ski packages,
outings, YMCA membership benefits).
1 Investigatethe ability to create an employee fitness center on campus, with further investigation to expanding thos
services to the greater community.

Resources
AHMC Wellness Committee

Disparity Addressed
Access, income level
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Focus Area 3: Tobacco Prevention

Goal
3.2 Promote tobacco use cessation

Objectives
3.2.1 Increase the percentage of smokers who received assistance from their health care provider to quit smoking byrh3.]
53.1% (2017) t60.1%.
3.2.2 Decrease the prevalence of cigarette smoking by adults ages 18 years and older (among all adults)
3.2.8 Increase the utilization of smoking cessation benefits (counseling and/or medications) among smokers who arerenrg
any Medicaid* progam

Interventions

3.2.1Assist medical and behavioral health care organizations (defined as those organizations focusing on mental health 4
substance use disorders) and provider groups in establishing policies, procedures and workflows to faeldete/ény of
tobacco dependence treatment, consistent with the Public Health Service Clinical Practice Guidelines, with a focus tn Fe
Qualified Health Centers, Community Health Centers and behavioral health providers.

3.2.2Use health communicatianand media opportunities to promote the treatment of tobacco dependence by targeting
smokers with emotionally evocative and graphic messages to encourage evibesee quit attempts, to increase awareness ¢
available cessation benefits (especially Madti}, and to encourage health care provider involvement with additional assistar]
from the NYS Smokers' Quitline

3.2.3Use health communications targeting health care providers to encourage their involvement in their patients' quit atte
encouraging se of evidencéased quitting, increasing awareness of available cessation benefits (especially Medicaid), anc
removing barriers to treatment.

Activities

1 Implement workflow to ensure all primary care patients are screened and tracked for tobacco dee{a)land
referred for intervention services.

9 Utilize the expertise of AHMC Communications and Engagement Strategies Division to create content to promote
educate smokers about the benefits of evidermased quitting approaches, including annual praime of the national
Great American Smokeout Initiative.

1  Work with primary care leadership and providers to promote the delivery of evidbased cessation services by heall
care providers to patients, including access to certified tobacco cessatiorabgtscas needed and alsollaborate with
North Country Healthy Heart Network to create and provide education opportunities and tobacco cessation intervi
materials for health care providers and patients.

ResourcesAHMC Primary Care Practice; AHWElIness Committee; UVYMHN Communications and Engagement Strategie!
(Marketing and Communications); Adirondacks ACO; North Country Healthy Heart Network.

Disparity Addressed Access; Education




Focus Area 4: Chronic Disease Preventive Care and Management

Goals

4.1 Increase Cancer Screening Rates

4.2 Increase early detection of cardiovascular disease, diabetes, prediabetes and obesity

4.3 Promote evidencbased care to prevent and manageronic diseases including asthma, arthritis, cardiovascular disease|
diabetes and prediabetes and obesity.

Objectives

4.1.3Increase the percentage of adults who receive a colorectal cancer screening based on the most recent guidelines (a
75years)

4.2.1Increase the percentage of adults 45+ who had a test for high blood sugar or diabetes within the past three years by

4.3.4 Increase the percentage of adult members who had hypertension whose blood pressure was adequately controlled
the measurement year

Interventions

4.1.1Work with health care providers/clinics to put systems in place for patient and provider screening reminders (e.g., let
postcards, emails, recorded phone messages, electronic health records [EHR] alerts).

4.33 Promote the use of Health Information Technology for: Measurement, Registry Development, Patient ARnsctRinal
Referrals, Reporting

4.4.2Expand access to evidenbased seimanagement interventions for individuals with chronic disease (arthr@tsthma,

cardiovascular disease, diabetes, prediabetes, and obesity) whose condition(s) is rainmalled with guidelinedased

medical management alone.

Activities

1 Continue to optimize the Epic EMR system to enhance patient care delivery, measurand reporting.

1 Utilize the EPIC EMR Reminder System in primary care to ensure completion of annual patient screenings, incluc
management of patient alerts and reminders.

1 Implement cancer screening partnership opportunities including educatioprfmriders.

1 Continue to deliver the Chronic Disease $&dihagement program to existing patients (inpatients as identified) to
educate patients on best practice strategies for managing their chronic condition specifically with the focus on CH
COPD andidbetes, with the goal of reducing avoidable readmissions and improving the health of our patient popu
living with chronic disease.

Resources:AHMC Primary Care Practice; Reddy Cancer Treatment Center; Marketing and Communications; North Cou
Healthy Heart Network/Chronic Disease Prevention Coalition

Disparity Addressed
Access; Income, Education
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Use Disorders

Priority: Promote Well Being and Prevent Mental and Substance

Focus Area 11 Promote Well Being

resilience across the lifespan

Goal 1.1: Strengthen opportunities to build well-being and

Objective 1.1.2: By December 31, 2024, reduce the age-adjusted
percentage of adult New Yorkers reporting frequent mental
distress during the past month by 10% from 14% to 12.6%.

Key Actions:

1 Promote staff training
opportunities on early
detection of Behavioral
Health needs across the
lifespan

1 Promote participation in
County EAP Wellness
Program activities

1 Conduct food security
screenings for home care
patients in the greatest need
zZip codes.

1 Provide Public Health
Messaging on physical,
emotional health services
offered in the county

1 Increase overdose reversal
capacity opportunities

1 Promote overdose reversal
training by partners

1 Seek opportunities for
Maternal Child Health
program enhancements

Anticipated Impact

T

Improved staff early
detection of behavioral
health needs

Improved county employee
well being

Increased utilization of
behavioral and health
prevention services
Increase number of people
able to reverse opioid
overdose.

Increased access to number
of people without provider or
health insurance accessing
primary health services and
substance use care
Increased knowledge and
awareness of behavioral
health services, maternal
depression, Adverse
Childhood Experiences
(ACEs).

Disparity: Access, Education

A
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Priority AREA: Prevent Chronic Disease

Focus Area 117 Healthy Eating and Food Security

Goal 1.2: Increase skills and knowledge to support healthy
food and beverage choices.

Objective 1.4 By December 31, 2024, decrease the % of adults
ages 18 years and older with obesity (among all adults) by 5%
from 44.4% to 42.2%7

Key Actions: Anticipated Impact

1 Increase the availability of 1 Increased number of
healthy food through people with knowledge of
collaboration with nutritional value of food
community-based 1 Increased agency staff
organizations knowledge of food security

1 Develop and provide public community wealth building
health messaging to and well being
educate residents on 1 Increased agency staff
nutritional value of food ability to advocate for the

1 Institute a Franklin County needs of the community
Employee Wellness
Program

1 Strengthen systems within
the county that support
community capacity
building

Disparity: Access, Education
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Priority AREA: Prevent Chronic Disease

Focus Area 21 Physical Activity

Goal 2.2: Promote school, child care and worksite
environments that increase physical activity.

5% from 76.2% to 80%.

Objective 1.7: By December 31, 2024, increase the % of adults
age 18 and older who participate in leisure-time physical activity by

Key Actions:
91 Develop and implement

Committee wellness
activities

Policy

1 Promote safe and more
connected communities
that prevent injury
(designing safer
environments fostering
economic growth) and

for county residents to
interact.

Anticipated Impact
1 Increased number of
county employee Wellness

1 Support implementation of
county Complete Streets

provide safe shared spaces

programs that promote
physical activity and
healthy eating

Increased ability of
multisector body to
leverage existing resources
across systems

Increase number of
individuals trained on
assessing health impact in
community planning and
development

Increased access to safe
public spaces and
environments

Disparity: Built Environment, Education

A
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C3. Maintaining Engagement and Tracking Progress

The multi-county, regional CHA Committee, coordinated by ARHN,
will meet every three months throughout the 2022-2024 cycle. The
committee convenes to support regional ongoing health planning and
assessment, working collaboratively on interventions and sharing
promising evidence-based programing.

Additionally, Franklin County Public Health, The University of Vermont
Health Network 1 Alice Hyde Medical Center, and Adirondack Health
Medical Center Hospital have committed to meet bi-annually to
discuss progress and evaluate results. We will assess measurable
outcomes identified in our interventions chart, discuss strategy
updates or changes, and collaborate on additional plans. Progress
towards the identified health goals will be continually tracked with
formal progress captured in annual reports.

C4. Dissemination of Plan to Public

The Community Health Needs Assessment and Community Service
Plan/Community Health Improvement Plan will be disseminated to the
public through the websites of Franklin County Public Health
(www.franklicony.org), The University of Vermont Health Network 1
Alice Hyde Medical Center (www.alicehyde.com), and Adirondack
Health (www.adirondackhealth.org). The plan will also be available
through the website of the Adirondack Health Institute
(www.ahihealth.org/arhn).

A
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Appendix AT 2022 Data Methodology
cuodHI
Community Health Assessment Committee
2022 Data Methodology

Background:

The Community Health Assessment (CHA) Committee, facilitated by the
Adirondack Rural Health Network (ARHN), a program of Adirondack Health
Institute (AHI), is a multi-county, regional stakeholder group, that convenes
to support ongoing health planning and assessment by working
collaboratively on interventions, and developing the planning documents
required by the New York State Department of Health (NYS DOH) and the
Internal Revenue Service (IRS) to advance the New York State Prevention
Agenda.

The overarching goal of collecting and providing this data to the CHA
Committee is to provide a comprehensive picture of individual counties as
well as an overview of population health within the ARHN region, as well as
Montgomery and Saratoga counties. The ARHN region is comprised of
Clinton, Essex, Franklin, Fulton, Hamilton, Warren, and Washington
counties.

When available, Upstate New York (NY) data is also provided as a
benchmark statistic. Upstate NY is calculated as NYS total less New York
City (NYC). NYC includes New York, Kings, Bronx, Richmond, and Queens
counties.

Demographic Profile:

Demographic data was primarily taken from the United States Census
Bureau 2020 American Consumer Survey 5-year estimates. Additional
sources include 1) 2010 Census Estimate: Census Quick Stats 2) USDA
Farm Overview, 2017 and 3) Centers for Medicaid and Medicare Services,
2019. Information included in the demographic profile includes square
mileage, population, family status, poverty, immigrant status, housing,
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vehicle accessibility education, and employment status/sector.

Health System Profile:

Health System profile data includes hospital, nursing home, and adult care
facilities bed counts, health professional shortage areas (HPSAS),
physician data, and licensure data.

Most health systems data is sourced from New York State. Data used from
NYS DOH includes health profiles, weekly nursing home bed census
counts, and the adult care facility directory. NYS Education Department
(NYSED) sourced licensure data.

Education Profile:

The Education Profile is separated into two parts: 1) Education System
Information and 2) School Districts by County. Part One of the Education
Profile includes data related to the education system in the ARHN, NYS,
and upstate NY region. Metric data includes student enrollment, student to
teacher ratios, English proficiency rates, free lunch eligibility rates, as well
as high school graduate statistics. Data was sourced from the NYSED and
the National Center for Education Statistics (NCES). Part two of the
Education Profile provides detail on the school district count by county.
School district data was sourced from the NCES.

Asset Limited, Income Constrained, Employed (ALICE) Profile:

ALICE profile data includes total households, ALICE households over 65
years, ALICE households by race/ethnicity, poverty/ALICE percentages
within each county, unemployment rates, percent of residents with health
insurance, and median household income. All ALICE data is reflective of
2018 figures.

Data presented in the ALICE profile originated from the 2018 ALICE report
(www.unitedforalice.org/new-york). Within the ALICE report, data was
pulled from the 2018 American Community Survey, 2018 ALICE Threshold
and ALICE county demographics.

Data Sheets:

The data sheets, compiled of 222 data indicators, provides an overview of
population health as compared to the ARHN region, Upstate New York
region, Prevention Agenda Benchmark and/or NYS. Within each data
report, there is a benchmark comparison that indicates whether a data



http://www.unitedforalice.org/new-york

i ndi catorbés performance met, was bet
benchmark. If a data indicator was worse than the corresponding

benchmark, the distance from the respective benchmark was calculated

using quartile rankings:

Quartile 1: Less than Quartile 3: 50% - 74.9%
25%
Quartile 2: 25% - 49.9% Quartile 4: 75% - 100%

Quartile Score example: Asthma Emergency Department Visit Rate
per 10,000 7 aged 65+ years, 2017-2019 for Clinton County

Clinton County rate: 20.7 Upstate NY: 14.8
[(20.7/14.8 =11.39

The Clinton County rate is higher than Upstate NY, making it worse
than the benchmark. As .39 falls between .25 and .5, this falls under
Quartile 2.

The data report also shows the percentage of total indicators that have
worse performance than the respective benchmark by focus area:
1 If 20 of 33 child health focus area indicators were worse than the

respective benchmark, the quartile summary score would be 61%

(20/33).
1 Additionally, the report identifies a severity score (the percentage of
Aworseo performance i ndicators tha

four). Following the above example, if nine of the twenty child health
focus indicators, which are worse than the respective benchmark, land
in quartile three or four, the severity score would be 45% (9/20).

Quartile summary scores and severity scores are calculated for each focus
area within the data sheets. Both quartile summary scores and severity
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scores are used to gauge if a specific focus area offers challenges to a
county and/or regional hospital(s). In certain instances, a focus area could
have a low severity score but high quartile summary score which would
indicate that while not especially severe, the focus area offered significant
challenges to the community.

ARHN region and Upstate NY calculations:
ARHN rate calculation example: All cancer incidence rate per 100,000,
2016-2018

[ Total for North Country region + Total fth:uIton County
x100,000 ]

(Average Population for North Country region + Average Population for

Fulton County) x 3

*For all Prevention Agenda, Community Health Indicator Reports, Asthma
Dashboard, and any other NYS dashboard indicators, the North Country
region includes Clinton, Essex, Franklin, Hamilton, Warren, and
Washington counties.

Upstate NY rate calculation example: All cancer incidence rate per
100,000, 2016-2018

100,000
(Average Population for New York State 1 Average farilNew York City
region) x 3

[ otal for New York State - Total for New York City region,
X

*For all Prevention Agenda, Community Health Indicator Reports, Asthma
Dashboard, and any other NYS dashboard indicators, the New York City
region includes the five boroughs of NYC.

All rates in the ARHN region and Upstate NY (where not provided by the
data source) are calculated.

A
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Indicators are broken out by the Prevention Agenda focus areas across ten
tabs. Tabs include Mortality, Injuries, Violence and Occupational Health,
Built Environment and Water, Obesity, Smoke Exposure, Chronic Disease,
Maternal and Infant Health, HIV, STD, Immunization, and Infections,
Substance Abuse and Mental Health, and Other. Data and statistics for all
indicators comes from a variety of sources, including:

T
T
T

=4 =8 =2 24122 =4

=

Prevention Agenda Dashboard

Community Health Indicator Reports (CHIRS)

NYS Behavioral Risk Factor Surveillance System (BRFSS) Health
Indicators

Division of Criminal Justice Services Index, Property, and Firearm
Rates

NYS Traffic Safety Statistical Repository

USDA Food Environment Atlas

Student Weight Status Category Reporting System (SWSCRS) Data
USDA Economic Research Service Fitness Facilities Data

NYS Department of Health Tobacco Enforcement Compliance Results
State and County Indicators for Tracking Public Health Priority Areas
NYS Department of Health, Asthma Dashboard

NYS Department of Health Hospital Report on Hospital Acquired
Infections

Department of Health, Wadsworth Center
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Appendix B T Source Information for 2022 CHA Data Analysis

AHI Source Information for 2022 CHA Data Analysis
Demographic, Health Systems, Education and ALICE Profile Data
Sources:

A ALICE Threshold, 2018

A American Community Survey, 2018

A Centers for Medi cai d and Medi car e
Expenditures Overview, 2019

A Nati onal CeanStatisticst 2020-2®RH uc at i

A National Center for Education St at
2019-2020, 2020-2021 school years

NYS County Health Rankings, 2018

NYS Department of Health, Adult Ca
NY S D enpohHedaltim &lursing Home Weekly Bed Census, 2022

NYS Department of Health, NYS Heal
NYS Education Department, Li cense
NYS Educat i orEDAAgsassment ®aabase 2019-2020

NYS Educati on DEapddatdbase, A019-20R2020-r t
21

A United for ALICE, 2018

A US Census Bureau, 2020 A nyearHstimates Co
AL US Census Bureau, Quick Facts, 201
A US Department of Agriculture, Farm

N B T o Do o o I

2022 CHA Data Sheets and Written Analysis Data Sources:

A - Community Health Indicator Reports
A Department of Health, Wadsworth Ce
A Division of Criminal Justice Servi
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A NYS Behavioral Ri sk Factor Surveil
Indicators

A - NYS Department of Health Hospital
Infections

A NYS Department of Health Tobacco E
A  NYS Department of Health, Asthma D
A NYS Traffic Safety Statistical Rep
APrevention Agenda Dashboard

A State and County Indicators for Tr
A Student Weight Status Category Rep
A L USDA Economic Research Service Fit
A USDA Food Environment Atl as

Appendix Ci NYS Data Resources

Sources for Evidence Based Interventions

The Prevention Agenda

Prevention Agenda 2012024: New York State's Health Improvement Plan (ny.gov)

The Community Guide (Community Preventive Services Task Force)

https://www.thecommunityguide.org

County Health Rankings i What Works for Health _
http://www.countyhéalthrankings.org/take-action-to-improve-

nealth/what-works-tor-nealth

CDC 6/18 Initiative
https://www.cdc.gov/sixeighteen/

Substance Abuse and Mental Health Services Administration
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https://health.ny.gov/prevention/prevention_agenda/2019-2024/
https://www.thecommunityguide.org/
http://www.countyhealthrankings.org/take-action-to-improve-health/what-works-for-health
http://www.countyhealthrankings.org/take-action-to-improve-health/what-works-for-health
https://www.cdc.gov/sixeighteen/

National Registry of Evidence-based Programs and Practices
https://www.samhsa.gov/nrepp? sm_au_=iHVVZpZ0OQ8L1rspF

Successful Interventions to Reduce Health Disparities
https://www.cdc.gov/mmwr

The Cochrane Database http://www.cochranelibrary.com/

The Health Across All Policies/Age-Friendly NY (AAAP/AFNY/Roadmaps)

roadmap_report.pdf (ny.gov)

Data resources:

New York State Prevention Agenda Tracking Indicator Dashboard
The New York State Prevention Agenda Dashboard is an interactive
visual presentation of the most current Prevention Agenda tracking
indicator data at state and county levels. It can be used to monitor
progress toward meeting the Prevention Agenda 2018 objectives.

Sub-County Health Data Reports for County Health Rankings-Related
Measures subCounty Health Data ReporNYSACHO

These reports provide data for 11 health measures at sub-county levels,
including sub-county populations (such as race/ethnicity, age group,
Medicaid status, education level) and sub-county geographies (ZIP
codes and minor civil divisions where data are available). These reports
can be used to assess community health needs, to plan health
interventions, and specifically to identify health disparities within
counties.

Community Health Indicator Reports

This site links the previous Community Health Data Set (CHDS) and
Community Health Assessment Indicators (CHALI), with nearly 300
health-related indicators available. State and county trend data are
available for most indicators. The top part of this site allows the user

-
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https://www.samhsa.gov/nrepp?_sm_au_=iHVVZpZ0Q8L1rspF
http://www.cochranelibrary.com/
https://www.health.ny.gov/prevention/prevention_agenda/health_across_all_policies/docs/roadmap_report.pdf#:~:text=Health%20Across%20All%20Policies%20calls%20on%20all%20State,New%20York%20State%E2%80%99s%20health%20improvement%20plan%E2%80%93the%20Prevention%20Agenda.
https://health.ny.gov/preventionagendadashboard
https://www.nysacho.org/topic/sub-county-health-data-report/
https://www.health.ny.gov/statistics/chac/indicators/

to access indicator data for all counties in the state by health topic
areas. The bottom part of this site provides access to individual
county profiles of these health topic areas with direct links to county
historical (trend) data.

County Health Indicators by Race/Ethnicity (CHIRE)

CHIRE provides selected public health indicators by race/ethnicity for
New York State and counties. Data related to births, deaths, and
hospitalizations are presented.

New York State 2021 Health Equity Reports (ny.gov)

The New York State 2017 Health Equity Reports present data on
health outcomes, demographics, and other community characteristics
for select cities and towns with a 40% or greater non-White population
throughout New York State. Each town or city specific report contains
data associated with the priority areas of the Prevention Agenda, as
well as social determinant indicators such as housing, educational
attainment and insurance coverage.

US Census Bureau

The U.S. Census Bureau webpage provides links by topic, geography
or data system or survey to a vast array of information available from
the U.S. Census.

Additional resources can be found at:

Data Sources for Prevention Agenda 2019-2024
Community Assessment, Planning and Implementation
ny.gov

https://ahihealth.org/healthyadk/

Franklin, New York | County Health Rankings & Roadmaps
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https://www.health.ny.gov/statistics/community/minority/county/
https://health.ny.gov/statistics/community/minority/mcd_reports_2021.htm
http://www.census.gov/
https://www.health.ny.gov/prevention/prevention_agenda/2013-2017/sources.htm
https://www.health.ny.gov/prevention/prevention_agenda/2013-2017/sources.htm
https://www.health.ny.gov/prevention/prevention_agenda/2013-2017/sources.htm
https://ahihealth.org/healthyadk/
https://www.countyhealthrankings.org/explore-health-rankings/new-york/franklin?year=2022

Appendix

Appendix D: 2022 CHA Data Profiles
Appendix E: 2022 Stakeholder Survey Summary Report

Appendix F: 3-4-50 Data
ALICE National COVID Report

Appendix G: Franklin County SOC Needs Assessment 2021
2023 Goals and Plans Document
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e A I £ ARHMN Region | Upstate NYS® | Mew York City | New York Stave
Summary of Demographic Information Clinton Exsex Franklin Fulton Hamilton | Montgomery | Sarstogs |  Warren Washing
Square Miles
Total Square Miles 10378 17942 16281 45355 17174 4030 5100 2670 8312 B3722 4682375 30263 47.126.4
Total Square Miles for Farms 2525 0.0 2159 347 15 1797 1119 158 2695 S03.E| 10.727.538 04z 10,728 40
Percent of Total Square Miles Farms 243% 5.0% 13.5% 0% 0.1% 44 6% 138% 18% 34.8% 10.8% 023 0L1% 22.8%
Population per Square Mile T4 20.E 309 107.9 26 1223 2831 740 734 415 23738 276873 4141
Populati ‘
Total Population 50,320 37.281 50389 53452 4454 45704 229313 64,187 E1034 350117 11135297 8,379,552 19514 849
Percent White, Non-Hispanic a0.4% 53.0% 82.3% 93.0% o49% BE.5% 92.1% 95.5% 92.6% E7.9% 79.8% a14% 62.3%
Percent Black, Non-Hispanic 12% 3.2% 5.6% 19% 0.5% 28% 17% 11% 30 3.0% 10.1% 23.6% 15.4%
Percent Hispanic/Latine 29% 3.1% 3.6% 3.4% 17% 147% 33% 7% 28% 2.9% 13.0% 2EE% 19.1%
Percent Asian/Pacific |slander, Non-Hispanic 12% 0.3% 1.2% D.E% L 0.7% 1.9% 052 0.5% 0.8% 40% 14.3% B.5%
Percent Alaskan Native/&merican Indian 0.2% 0.2% 6.2% 0.4% 005 0.2% 0.2% 0.2% 0.3% 11% 0.2% 0.4% 0.4%
Percent Multi-Race/Other 22% 1.9% 2.4% 3.3% 3.9% 3.8% 26% 2.0% 21.6% 2.3% 4.3% 5.6% 47%
Number Ames 0-2 3775 1506 2,405 2750 135 3114 11,481 2829 2,868 16, 25K 605,910 534,758 1,140 669
Number Ages 5-14 E142 3.260 5622 6,102 342 6147 25,765 6,635 6,625 36,730 1,302,649 C34 646 2,237,295
Number Azes 15-17 2.502 1239 171 1843 123 2048 B8535 2176 2,042 11,736 425114 268 064 683,178
Number Azes 18-54 52,359 21537 25071 32123 2481 2E798 141,956 38,228 37,864 210,763 6,832,435 5.389,570 12,222 005
Number Apes 65+ 13542 B.740 610 10,432 1373 G187 41,546 12,319 11,505 6B 530 1,969,189 1,252,513 3,211,702
Numbar Ases 15-44 Female 15,026 5401 7825 Q018 526 £702 40,725 10,465 9,787 58 066 579,669 3,317,146 3,806,815
Family Status *
Number of Households 31,557 16.152 18,850 21 406 1416 19,621 55,595 29,034 24,054 143,528 42322533 3191691 7414224
Percent Families Single Parent Households 5.E% 10.5% 10.0% 115% /A 11.4% 8.5% 118% 118% 11.0% N/A 6.2% 7.3%
Percent Households with Grandparents as Parents 51% 24.8% 9.0% 128% 3.6% E6% 19.5% 12.1% 7.2% 11.5% 7.2% 1B.5% 18.2%
Paverty A
Mean Household Income| 5 75,442 5 77483 9680 5 69513 5 TiSE0 S 67109 % 10847 5 B5859 3 71922 |5 T4 | 5 97962 | 104,768 | 5 105,304
Per Capits Income| 5 29,960 5 33.906 26886 & 29984 5 28758 S 27346 5 45624 5 3BTM0 5 29014 | 5 31035 | 5 33208 | 5 41907 | 5 40,898
Percent of Individuals Uncer Federal Poverty Level 123% 10.1% 17.8% 14 E% B.6% 17.8% 59% B5% 10.2% 119% 12.5% 16.E% 13.6%
Percent of Individuals Receiving Medicaid 23.3% 27.1% 25.9% 2E.5% 249% 30.4% 129% 19.7% 26.5% 24.2% 20.2% 320% 25.7%
Per Capita Medicaid Expenditures L] LI H/A MfA L M8 Ny M/A M/& L H/A MiA 9,762
Immigrant Status
Percert Born in American Territories 95.4% 95.8% 56.5% 98.1% 9B.2% 96.5% Ba0% 96.1% 57.5% 56.6% 87.5% 61.3% 76.3%
Percent Born in Other Countries 16% 42% 3.2% 19% 18% 3.5% 6.0% 3.9% 5% 3.4% 12.5% 3E.7% 23.7%
Percent Speak a Language Other Than English at Home 5.9% 6.2% 5.0% 2.5% 3.0% 13.8% 6.8% 4.1% 5.0% 5.2% 17.2% LE0°% 30.3%
Hn:ll.sirg:|I
Total Housing Units 36,723 26,390 25835 29,148 B.964 23528 107,182 40,119 29,562 196,741 4343376 3,519,595 5362971
Percent Housing Units Occupied 85.9% BL3% 73.1% 76.0% 15.8% B3.4% B95% 72.4% 81.4% 73.0% 87.2% 90.7% B5.7%
Percent Housing Units Owner Occupied 679% 76.4% 72.1% 69.7% B5.3% 67.5% 721% 70.7% 2.7 T19% 61.2% 20.6% 54.1%
Percent Housing Units Renter Oocupied 321% 23.6% 27.9% 30.3% 14.7% 32.5% 27.9% 25.3% 27.3% 28.1% 26.0% 60.5% 45.9%
Percent Built Before 1970 A6 2% 53.3% 56.2% 65.0% 52.4% T0U6% 341% 45.5% 58.0% 53.2% 60.6% 75.4% 66.5%
Percent Built Between 1970 and 1979 135% 12.6% 10.8% 10.6% 13.4% 76% 135% 11.7% 0.4% 11.7% 12% TR am
Percent Built Betwesn 1950 and 1989 14.0% 10.55% 125% 7% 10.2% BEb% 14.4% 1358 10.6% 12.0% 0.6% 4. 5% T
Percent Built Between 1990 and 1959 138% 9% 11.0% 6% 12.7% T2% 14.4% 111% o0.6% 10.5% B1% 30% 6.3%
Percent Built 2000 and Later 12 5% 14.4% 9.5% T5% 11.2% 6.0% 237% 17.6% 12.4% 127% 9.7% Eo% 9.4%
| Avmilability of Vehicles *
Percent of Househelds with No Vehicles Avsilable L B.4% 10.3% 10.2% 3.0 13.4% 44% BEE% 9.3% 9.3% 9.5% S4.6% 29.0%
Percent of Households with One Wehide Available 33.1% 3.5% 32.3% 3300 321% 34.9% I1T% 33.6% 30.9% 329% 33.2% I6% 32.5%
Percent of Households with Two Vehicles Avsilable 36.6% 40.2% 41.1% 3800 4.0 33.7% 440 39.7% 38.5% 39.3% 37.9% 10.3% 26.0%
Percent of Households with Three or More Viehicles Available 15.0% 16.5% 16.2% 187% 16.9% 18.0% 19.9% 17.6% 21.4% 18.5% 19.4% 3.2% 12.5%
Education *
Totzl Population Ages 25 and Olcer 55,208 2B.740 35561 35,599 3485 34193 164,817 45,041 44768 254,422 7715731 5933426 13,649,157
Percent with Less than High School Education 114% 10.3% 12.9% 12.1% 19.8% 13.3% 6.6% E4x 12.8% 11.4% 9.4% 16.7% 125%
Percent High School Graduate/GED 35.3% 32.0% 37.4% 36.5% 28.7% 34.8% 283% 29.1% 39.5% 349% 27.1% 23.7% 25.6%
Percent Some College, no degree 16.3% 17.3% 16.6% 16 6% 17.6% 21.1% 159% 16.9% 17.5% 17.5% 16.9% 13.6% 15.5%
Percent Associates Degree 110% 11.4% 12.9% 15.4% 139% 13.0% 116% 11.4% 10.8% 12.1% 10.7% E4% Bo%
Percent Bachelor's Degree 13.5% 16.6% 10.6% DE% 10.0% 10.6% 23.2% 17.2% 11.6% 13.2% 19.6% 22.6% 20.9%
Percent Graduate or Professional Degree 10.9% 13.3% 10.1% E4% 9.9% B.0% 158% 15.1% B.6% 11.1% 16.5% 16.5% 16.5%
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Appendix 1: 2022 CHA Data Profiles

County

. : ARHN Region | Upstate NYS® | Mew York City | New York State
Ginton | Euex | Froklin | Futon | Hemiton | Montgomery | Samtoge | Wemen | Weshington
Employment Status
Tonl Populition Agec 16and Oiger| 67435 3212 418l 43801 LI B lmAd RN 115 284,702 9067 149 BEalml) 13905840
Total Papulation Ages 16 and Oder in Armed Forces 0 ) 5 b ] & 1342 112 46 20 10,553 1654 352
Total Population Ages 16and Older in Civiian Workforce| 38009 17794 2185 25803 1088 HEd 1585 362 Ll 165451 3,661,723 LA 10008209
Percent Unemployed 45% i 0% 40 1% 0% 3B 41% 5% 45 3 43% 5T
Employment Sector”
Total Employed (Chilian Employed Pop)| 36323 16952 W71 M45H 10 nns e 1w 21,146 160,324 5,350 633 4,040,008 a6
Percent in Agriculture, Forestry, Fishing, Hunting, and Mining 0% 174 364 L% 5.6% LI% 0.8% 0.6% 3 13% 0.9% 0.1% 0.6
Percent in Construction 5% B& 0% h.5% 137 6.6% 35 1.2% 174 f.8% 3% 5.1% 5T
Percentin Manufacturing| ~ 12.5% 9% 35 1.5 2% 15.1% 108 5% 137 10.1% 17 3% .0
Percent in Whaleszle Trae 18% 5% 0.9% 19% 18% 1% 15% LE% 144 15% 1% 1% 1B
Percentin Retall Trace|  13.8% 9% 135% 133% 2% 107% lIRE 120 150 12.8% 05 E% 0%
Percent in Transportation, Warehousing, Utilties SB% 15 a4 574 10.0% 1.1% 354 1T L3 47% L% b.6% 55
Percent in Information Services 14% 1% 124 15% 13% 1.6% 15% 08% 114 13% 10 18% 15
Percent in Finance/InsuranceReal Extate 14% 45 13 1% 4% 4N 6.5% 5.3% 3% T 6.5% 0.5% Rk
Percent i Other Professional Occupations 55% 6.7% 6.2% 14% 13% 6.4% 1.7 Ed% 8% 1% 10&% W 1E
Percent in Education, Health Care and Social Azistance|  26.6% P 3% 18.5% 14 B5.B% 15.5% 5% Bl 1.3 .64 11.5% 3
Percent in Arts, Ertertainment, Recreation, Hote! & Food Service 05 135 03y 6.5 10 6% 5.0% 0% 117 i1k L 1.8 10.2% a0k
Percent in Other Services 45 0% a2 5.6% T 6.0% A% 4% 3T 45 i 5.0% ¥t
Percent in Public Administration BB 534 1374 6.5% 3% 6.4% 1% 16% 6.2% 19% 55 1% L5

N/ - Diata not available

(1) 2040 Census Estimate; Census Quick Stats

(2) USDA Farm Overview, 2017

(3) US Cansus Bureau, 2020 American Cammunity Survey 5-year Estimates
|&] Centers for Medicaid and Medicare Services; 2019

*Unstate NYS = NY5 Tota! Lass NYC; NYC includes NY, Kings, Brons, Richmand, Quaans Counties
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Adirondack Rural Health Network County ARHRN

Upstate N¥Y5*] New York Stati
Summary of Health Systems Information Clinton | Essex | Franklin | Fulton | Hamilton] Montgomery | Saratoga | Warren | Washington] Region i Ew York State

Population, 2020 ACS 5-Year Estimates * B0, 320 37,281 50,389 53,452 4,454 49,2 229,313 64,187 61,034 351,117 11,135,297 19,514,849

Total Hospital Beds *
Hospital Beds per 100,300 Population 374
Medical/Surgical Bads 214
Intensive Care Beds 14
Coronary Care Beds 7
Pediatric Beds 10
Maternity Beds 21
Physical Medidne and Rehabilitation Beds
Psychiatric Beds
Other Beds

Hospital Beds Per Facility *
Adirondack Medical Center-Lake Placid Site - - - - - - - - - - - -
Adirondack Medical Center-5aranac Lake Site - - a5 - - - - - - - - -
Alice Hyde Medical Center - - 75 - - - - - - - - -
Champlain Valley Physicians Hospital Medical Center 300 - - - - - - - - - - -
Elizabethtown Community Hospital - 25 - - - - - - - - - -
Glens Falls Hospital - - - - - - - 391 - - - -
Mathan Littauer Hospital - - - 74 - - - - - - - _
Saratoga Hospital - - - - - - 171 - - - - -
5t. Mary's Healthcare - - - - - 120 - - - - - -
5t Mary's Healthcare-Amsterdam Memorial Campus - - - - - 10 - - - - - -

Total Nursing Home Beds *
Nursing Home Beds per 100,000 Population | &0 209 387 715 0 1274 201 637 a2 | eas | 672 | 514

Mursing Home Beds per Facility ©

Alice Hyde Medical Center - - 135 - - - - - - - - -
Capstone Center for Rehabilitation and Nursing -
Champlain Valley Physicians Hospital Medical Center SNF 34

Clinton County Nursing Home 80 - - - - - - - - - - -
Elderwood at North Creek -

Elderwood at Ticonderoga - a3 - - - - - - - - - -
Elderwood of Uihlein at Lake Placid - 156 - - - - - - - - - -
Essex Center for Rehabilitation and Healthcare - 100 - - - - - - - - - -
Fort Hudson Mursing Center, Inc. - - - - - - - - 211 - - -
Fulton Center for Rehabilitation and Healthcare - - - 176 - - - - - - - -
Glens Falls Center for Rehabilitation and Nursing - - - - - - - 117 - - - -
Granville Center for Rehabilitation and Nursing - - - - - - - - 122 - - -
Meadowbrook Healthcare 287 - - - - - - - - - - -
Mercy Living Center - - a0 - - - - - - - - -
Mathan Littawer Hospital Nursing Home - - - 84 - - - - - - - -
Palatine Nursing Home - - - - - 70 - - - - - _
Plattsburgh Rehabilitation and Nursing Center 113 - - - - - - - - - - -
River Ridge Living Center - - - - - 120 - - - - - -
Seton Health at Schuyler Ridge Residential Healthcare - - - - - - 120 - - - - -
Slate Valley Center for Rehabilitation and Mursing - - - - - - - - a8 - - -
5t Johnsville Rehabilitation and Nursing Center - - - - - 120 - - - - - -
The Pines at Glens Falls Center for Nursing & Rehabilitation - - - - - - - 120 - - - -

=i
=

339 138
129 47
14 B
0 ]
3 12
13
a
12
0

264 75 609
70 115 300
5 12 12
3 7 12

7 14
8 14 23

24 0 a
20 16 30
0 0 0

274 N/A N/A
590 N/A N/A
48 N/A N/A
19 N/A N/A
39 N/A N/A
B4 N/A N/A

0 N/A N/A
75 N/A N/A
25 N/A N/A

oo

oo ooooo
oo oooOooo0oo
oo oooooo

Fa
Ln
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County

Essex | Franklin |

Fulton | Hamilton] Montgomery | Saratoga | Warren | Washington

Upstate NYS*

MNew York State

Warren Center for Rehabilitation and Nursing
‘Washington Center for Rehabilitation and Healthcare
Wells Mursing Home Inc

Wesley Health Care Center Inc

‘Wilkinson Residential Health Care Facility

198

342

B0

Total Adult Care Facility Beds *

Adult Care Facility Beds per 100,000 Populaticn
Total Adult Home Beds

Total Assisted Living Program Beds

Total Assisted Living Residence (ALR) Beds
Total Enhanced ALR Beds

Special Needs ALR Beds

235
150
39

=)

1086

179
&0
30

=]

311
114
52

=]

o oo oo

1024
254
169
21
21

521
483

401
252
58

633

433
152
75
50
14
10

918

73
.

133
95
31

735
35921
BBE2
19237
B787
5063

534
51893
14123
21885
10520

5767

Adult Home Beds by Total Capacity per Facility *

Adirondack Manor HFA D.B_A Adirondack Manor HFA ALP
Adirondack Manor HFA D.B_A Montcalm Manor HFA
Ahana House

Alice Hyde Assisted Living Program

Argyle Center for Independent Living

Arkell Hall

Beacon Pointe Memory Care Community
Champlain Valley Senior Community

Countryside Adult Home

Elderwood Village at Ticonderoga

Hillcrest Spring Residential

Holbrook Adult Home

Home of the Good Shepherd at Highpeointe

Home of the Good Shepherd

Home of the Good Shepherd Moreau

Home of the Good Shepherd Saratoga

Home of the Good Shepherd Wilton

Keene Valley Neighborhood House

Pine Harbour

Pineview Commons H.F.A.

Samuel F. Vilas Home

Sarah Jane Sanford Home

The Cambridge

The Farrar Home

(3) US Census Bureau, 2020 American Community Survey 5-
year Estimates

(4) Centers for Medicaid and Medicare Services; 2019
The Sentinel at Amsterdam, LLC

The Terrace at the Glen at Hiland Meadows
Valehaven Home for Adults

Willing Helpers" Home for Women

Willow Ridge Pointe

Woodlawn Commons

Total Physician °

Total Physician per 100,000 population
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County ARHN .
Clinton | Essex | Franklin | Fulton |Hamilton| Montgomery | Saratoga | Wamen | Washington| Region Upstate IV3") New York State
Licensure Data®
Clinical Laboratory Technician 14 B b 1 0 3 19 8 4 G| 1211 1631
Clinical Laboratory Technologist 49 20 30 P’ 0 M 148 49 26 203 7421 11418
Dental Assistant 1 3 10 3 0 7 40 11 14 53 1372 1521
Dental Hygienist 45 17 13 3 2 3 260 46 40 186 7,969 10,459
Dentist 4 12 20 16 0 24 130 44 17 153 8,655 14 853
Dietitian/Nutritionist, Certified 23 g 10 4 1 1 127 22 ] 75 3,767 5,678
Licensed Clinical Social Worker (LCSW) 43 7 28 21 2 18 292 Bl 4 236 15,553 26,630
Licensed Master Social Worker (LMSW) 4 20 28 22 3 30 294 49 36 22 16,001 28452
Licensed Practical Nurse 376 195 397 291 7 340 Bas5 in 418 2005 47 600 61,550
Physician 219 50 80 B0 7 77 595 251 2 696 43,720 71,825
Mental Health Counselor 21 33 10 1 15 184 41 16 185 5,573 8,306
Midwife 5 1 2 4 0 4 17 15 4 A 40 1,080
Nurse Practitioner 20 43 46 3 M 346 99 30 326 18,074 26,172
Pharmacist 102 7 36 40 2 36 505 78 42 7 14 039 21,930
Physical Therapist 73 45 48 3l 4 43 414 n 30 302 14245 20,265
Physical Therapy Assistant 19 5 A 20 0 3 B2 26 15 106 4,080 5,619
Psychologist 12 12 5 10 1 5 115 26 5 n 6,227 11,730
Registered Physician Assistant 45 30 35 11 3 i 248 B2 19 226 10,459 15,282
Registered Professional Nurse 1320 512 742 544 57 751 4029 1166 778 5219 181,132 255,088
Respiratory Therapist 2 2 6 19 0 17 113 20 14 g2 4161 5,506
Respiratory Therapy Technician 6 0 3 2 0 1 14 4 1 16 524 678

M/ - Data not available

(1) U5 Census Bureau, 2020 American Community Survey 5-year Estimates
(2) NY5 Department of Health; NYS Health Profiles

(3) NYS Department of Health; Nursing Home Weekly Bed Census, 2022
(4) NYS Department of Health; Adult Care Facility Directory, 2022

{5) NYS Education Department; License Statistics, 2021

*Upstate NYS = NYS Total Less NYC, NYC includes NY, Kings, Bronx, Richmond, Queens Counties
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(1) National Center for Education Statistics, 2020-2021

(2) NYS Education Department; Report Card Database 2019-2020
(3) NYS Education Department: Report Card Database 2020-2021
(4) NYS Education Department; 3-8 ELA Assessment Database 2018-2020

*(pstate NYS = NYS Total Less NYC, NYC incluges NY, Kings, Bronx, Richmond, Queens Counties

108

[T AdvondackRural Heath Network | coumy | ARHN | Upstate ] NewYork|
Summary of Education System Information | Clinton | Essex | Franklin | Fulton |Hamilton| Montgomery | Saratoga | Warren | Washington| Region | NYS* | State
School System Information bl
Total Number of Public School Districts] & 10 7 i 4 5 12 9 11 55 439 731
Total Pre-K Enrollment] 347 164 269 220 18 145 319 un 217 1299 | 41126 | 112797
Total K-12 Enrollmenty 10314 | 3423 | 6717 | 6802 379 6,985 31780 | 8,058 7,708 43401 115310104 2512973
Number of Students Eligible for Free Lunch| 4,113 | 1433 | 3506 | 33%8 | 137 4055 7313 | 3092 | 317 | 18856 | 625885 1343837
Number of Students Eligible for Reduced Lu nchl 303 216 397 73 24 191 24 223 188 1714 | 53943 | 87949
Percent Free and Reduced Lunchl 4% 48% 58% 54% 2% 61% 25% 41% 44% 47% 44% 57%
Number English Proficiency 1317 | 608 | s | 1os1 | 78 300 7063 | 1616 | 1288 | 6538 | 2mm0e | e47858
Percent with English Proficiency]  37.0% | 41.0% | 25.0% | 340% | 40% 30.0% 5000 | 47.0% 39.0% 375% | 426h | 45.0%
Total Number of Graduates] 724 263 435 430 30 533 2510 603 540 3085 | 114153 | 179,195
Number Went to GED Transfer Programj 0 0 0 0 0 0 ] 17 ] 23 584 1187
Number Dropped Out of High Schnnll 60 12 pil 57 0 3 101 38 44 232 4969 | 5639
Percent Dropped Out anighSchnnll 70% | 40% | 40% | 100% | 00% 6.0% 40% | 5.0% 70% 53% | 73% | 4%
TatalNumherufPubli-:SchcolTeachersl 935 | 3938 | 6871 | 5939 | 780 5534 | 28317 | 7814 7369 | 42351 | 136911 ) 212,29
Student to Teacher Ratio] 9.3 115 10.2 87 206 19 83 97 96 98 89 84




‘Adirondack Rural Health Hetwork

Summary of Education System Information

School Districts by County *
Clinton Essex Franklin Fulton Hamilton
AUSABLE VALLEY CENTRAL SCHOOL DHSTRICT BOQUET VALLEY C30* BRUSHTON-MOIRA CENTRAL SCHOCL DISTRICT BROADALGIN-PERTH CERTRAL SCHOOL DISTRICT INDLAK LAKE CENTRAL SCHOOL DISTRICT
BEEKMANTOWN CENTRAL SCHOOL DISTRICT CROWN POINT CENTRAL SCHOOL DISTRICT CHATEAUGAY CENTRAL SCHOOL DISTRICT GLOVERSVILLE CITY SCHOOL DISTRICT LAKE PLEASANT CENTRAL SCHOOL DISTRICT
CHAZY UNION FREE SCHOOL DISTRICT KEENE CENTRAL SCHOOL DISTRICT IMALONE CENTRAL SCHOOL DISTRICT JOHNETOWN CITY SCHOOL DISTRICT LONG LAKE CENTRAL SCHOOL DISTRICT
MORTHEASTERN CLINTOM CENTRAL SCHOOL DISTRICT LAKE PLACID CENTRAL SCHOOL DISTRICT SAINT REGIS FALLS CENTRAL SCHOOL DISTRICT MAYFIELD CENTRAL SCHOOL DISTRICT WELLS CERTRAL SCHOOL DISTRIET
MORTHERN ADIRONDACK CENTRAL SCHOOL DISTRICT MINERYA CENTRAL SCHOOL DISTRICT SALMON RIVER CERTRAL SCHOOL DISTRICT HORTHVILLE CENTRAL SCHOOL DISTRICT
PERU CENTRAL SCHOOL DISTRIET MORIAH CENTRAL SCHOOL DISTRICET SARANAL LAKE CENTRAL SCHOOL DISTRICT WHEELERVILLE LIKION FREE SCHOOL DISTRICT
PLATTSBURGH CITY SCHOOL DISTRICT HEWCOME CENTRAL SCHOOL DISTRICET TURPER LAKE CENTRAL SCHOOL DASTRICT
SARANAC CENTRAL SCHOOL DISTRICT SCHROON LAKE CENTRAL SCHOOL DISTRICT
TICONDEROGA CENTRAL SCHOOL DISTRICT
WILLSBORO CERTRAL SCHOOL DISTRICT
Wontgomery Saratogs Waren Washington
ANSTERDAM CITY SCHOOL DISTRIET BALLSTON SPA CENTRAL SCHOOL DISTRICT BOLTOR CENTRAL SCHOOL DISTRICT ARGYLE CENTRAL SCHOOL DISTRICT
CANAJOHARIE CENTRAL SCHOOL DISTRICT BURKT HILL-BALLSTON LAKE CENTRAL SCHOOL DISTRICT GLENS FALLS CITY SCHOOL DISTRICT CAMBRIDGE CENTRAL SCHOOL DISTRICT
FONDA-FULTONVILLE CENTRAL SCHOOL DISTRICT CORINTH CENTRAL SCHOOL DISTRICT GLENS FALLS CORMON SCHOOL DISTRICT FORT ANN CENTRAL SCHOOL DISTRICT
FORT PLAIN CENTRAL SCHOOL DISTRICT EDINBURG CORMON SCHOOL DISTRICT HADLEY-LUZERNE CENTRAL SCHOOL DISTRICT FORT EDVWARD UNION FREE SCHOOL DISTRICT
(OPPENHEIM-EPHRATAH-ST. JOHNSVILLE €50 GALWAKY CENTRAL SCHOOL DISTRICT JOHNSBURG CENTRAL SCHOOL DISTRICT GRANVILLE CENTRAL SCHOOL DISTRICT
MECHANICVILLE CITY SCHOOL DISTRICT LAKE GEORGE CENTRAL SCHOOL DISTRICT GREENWICH CENTRAL SCHOOL DISTRICT
SARATOGA SPRINGS CITY SCHOOL DISTRICT NORTH WARREN CENTRAL SCHOOL DISTRICT HARTFORD CENTRAL SCHOOL DISTRICT
SCHUVLERVILLE CENTRAL SCHOOL DISTRICT CUEENSBURY UNIOK FREE SCHOOL DISTRICT HUDSON FALLS CENTRAL SCHOOL DISTRICT
SHENENDEHOW A CENTRAL SCHOOL DISTRICT WARRENSBUIRG CENTRAL SCHOOL DISTRICT PUTNAM CENTRAL SCHOOL DISTRICT
SOUTH GLENS FALLS CENTRAL SCHOOL DISTRICT SALER CENTRAL SCHOOL DISTRICT
STILLWATER CENTRAL SCHOOL DISTRICT WHITEHALL CENTRAL SCHOOL DISTRICT

WATERFORD-HALFIMOON UKION FREE SCHOOL DISTRICT

{1} National Center for Education Statistics, public school district data for the 2020-2021 school years
* BOQUET VALLEY €50 was formed when Elizabethtown-Lewis C50 and Westport G50 merged in December 2018

Homiton -'.'m!:.'.'n'.rt School- no angar 0 pubilc schoal fuition oniy
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ALICE is a United Way acronym that stands for Asset Limited, Income Constrained, Employed.

Adirondack Rural Health Netwaork County
- , - - - ARHN** | Upstate NYS* | New York State
Surnmary of ALICE Information Clinton Essex Franklin Fulton | Hamilton | Montgomery | Saratoga | Warren | Washington
Total Households 31,382 15,425 13,088 22439 114 13,665 94,156 28,007 24,008 141484 | 4185726 1370,211
ALICE Househaolds over 65 years of age 3,209 2108 2,055 251 158 2792 10,254 3613 1m 16,926 476,148 816,702
ALICE Households by Race/Ethnicity
Asign 102 0 0 5 0 55 126 76 0 183 23,540 132 069
Black 63 0 13 4 0 166 197 113 kY 8 125,803 456,100
Hispanic &7 B 42 185 0 i1 454 156 8 612 130372 513372
Americon Indian/ Alaska Native 5 0 258 0 0 0 17 0 ] vy 5,051 11770
White| 7,753 4187 4768 6,047 520 5647 24511 8312 7738 315,325 886,364 1251617
2+ races 6l 4 4 52 0 g5 25 70 57 3% 21622 62,524
Poverty % 123% 8.7% 17.7% 14.0% 9.5% 17.2% b.4% 35% 12.0% 124% 11.0% B7%
ALICE % 24.6% 17.8% 15.4% 26.0% 46.2% 304% 26.8% B.7% 116% 27.6h 1% 3L0%
Above ALICE % 63.1% 615% 57.0% 59.5% 44.0% 514% 66.9% 60.8% 56.4% 60.0% 61.9% 55.3%
# of ALICE and Poverty Househalds 11568 5,782 g 214 8588 630 9357 31,198 10,584 10,465 56,635 1593472 3251828
Unemployment Rate 1.8h 5.8% 11% 6.1% 3.0% 1.7% 16% 47% 5.7% 5.9% N/A 5%
Percent of Residents with Hezlth Insurance 95% 96% 93% 55% 94% 55% S6% 95% 55% 54 7% N/A B%
Median Household Income 556,704 | 556136 | 451636 | 550248 | 5578552 | S45837 583765 | Seedm) | S4l1d | smT13 N/A 567,344

(1) American Community Survey, 2018
(2) ALICE Threshold, 2018
{3) United for Alice, 2018
(4) NYS County Health Rankings, 2018

*Lipstate NYS = N¥S Total Less NYC; NYC includes NY, Kings, Bronx, Richmond, Queens Counties

**ARHN region refiects an average of ARAN counties
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Summary of 202Zommunity Stakeholder Survey

@ Public Health
@ Hospital/Medic

Adirondack Rural Health Network Service Area
Clinton, Essex, Franklin, Fulton, Hamilton,
Warren and Washington Counties

cudHI

ARHN is a program of AAtlirondack Health Institute
Supportedby the New York State Department of Health, Office of Health Systems Management,
Division of Health Facility Planning, Charles D. Cook Office of Rural Health.

2022
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Background:

Adirondack Rural Health Networkihe AdirondacRural Health Network (ARHN) is a program of-AHI

Adirondack Health Institute, Inc. Established in 1992 through a New York State Department of Health

Rural Health Development Grant, ARHN is a rstdtkeholder, regional coalition that informs planning,
asessment, provides education and training to further the implementation of the New York State

Department of Health Prevention Agenda, and offers other resources that support the development of

the regional health care system. Since its inception, ARHNrbaglpd a forum to assess regional

population health needs and develop collaborative responses to priorities. ARHN includes organizations
TNRBY bSé 2Nl Qa /tAyG2yT 9aaSEX CNIYylftAYyS Cdf G2y=2

Description of the Commuity Health Assessment Committe&ince 2002, ARHN has been recognized
as the leading sponsor of formal community health planning throughout the region. The Community
Health Assessment (CHA) Committee, facilitated by ARHN, is made up of hospitals apdhealtimt
departments that have developed and implemented a sophisticated process for community health
assessment and planning for the defined region to address identified regional priorities. The CHA
Committee is made up of representatives from Adironddelalth, Clinton County Health Department,
University of Vermont Health NetworkAlice Hyde Medical Center, University of Vermont Health
Network- Elizabethtown Community Hospital, Essex County Health Department, Franklin County Public
Health, Fulton CougtPublic Health, Glens Falls Hospital, Hamilton County Public Health and Nursing
Services, Nathan Littauer Hospital, University of Vermont Health Netp@Hamplain Valley Physicians
Hospital, Warren County Health Services, and Washington County Pudillic. He

Purpose of the CHA Committe&he CHA Committee, made up of the CHA service contract holders with
AHI, is a multcounty, regional stakeholder group that convenes to support ongoing health planning and
assessment by working collaboratively on inemtions and developing the planning documents

required by the New York State Department of Health and the Internal Revenue Service in an effort to

advance the New York State Prevention Agenda.

CHA Committee, Ad Hoc Data SGommittee: At the June 4, 2021CHA meeting, it was decided that an

Ad Hoc Data SuBommittee would be created to review tools and processes used by CHA Committee
members to develop their Community Health Assessments (CHA) and Community Health Improvement
Plans (CHIP), as well as idBntvays to enhance the CHA/CHIP process. A primary activity of the Ad Hoc
Data SubBCommittee was to collaboratively develop a stakeholder survey.

The data subcommittee met four times from midly through mieNovember 2021. Meetings were
held via Webex/Zom. Attendance ranged from 6 to 10 subcommittee members per meeting.
Meetings were also attended by AHI staff from the Adirondack Rural Health Network.

Survey Methodology:

Survey CreationThe 2022 Community Stakeholder Survey was drafted by the ABD#&tac
SubCommittee, with the final version approved by the full CHA Committee at the November 10, 2021,
meeting.

Survey FacilitationARHN facilitated the release of the stakeholder survey in its sewenty service
area, to provide the CHA Committee vihput on regional health care needs and priorities.
Stakeholders included professionals from health care, social services, educational, and governmental
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institutions, as well as community members. The ARHN regioade up of Clinton, Essex, Franklin,
Fulton, Hamilton, Warren, and Washington Counties.

Survey Logisticsthe survey was developed through SurveyMonkey and included 14 community health
guestions as well as several demographic questions. The CHA Conprittéged a list of health care,
social service, education, government, and service providers (hereafter referred to as community
stakeholders) by county to be surveyed. The collected distribution list totaled 806 community
stakeholders.

An initial email vas sent to the community stakeholders in early January 2022 by the CHA Committee
partners, introducing and providing a wdlased link to the survey. CHA Committee partners released a
follow-up email approximately two weeks later after the initial reach.dZitA Committee members

were provided the names of all nemspondents for additional followp, at partner discretion.

The survey requested that community stakeholders identify the top two priority areas from a list of five
which they believe need to beddressed within their county. Community stakeholders also gave insight
on what they felt were the top health concerns and what contributing factors were most influential for
those specific health concerns. A full list of survey questions can be found Apgendix A.

Survey Responses and Analysistotal of 263 responses were received through March 1, 2022, for a
total response rate of 32.63%. Respondents were asked to indicate in which counties they provided
services and could choose coverage of multjaenties, as appropriate. The total response count per

county is outlined in th&y Countyection. It took respondents an average of 20 minutes to complete
the survey, with a median response time of approximately 16 minutes.

Analysis is sorted alphabedity and in order of how the questions were listed in the survey to make the
analysis easier to comprehend. Each table is labeled to identify whether the information is by response
count or percentage. For tables containing counties, the table below itedi¢able is color coded to

identify counties. All written analysis for each section is provided, with table below, and all written
results are done in percentages.

This report provides a regional look at the results thru a wadgle lens, focusing on thdirondack

Rural Health Network (ARHN) service area. It provides individual analyses of Clinton, Essex, Franklin,

Fulton, Hamilton, Warren, and Washington counties. This stakeholder survey was conducted to gather
information from a variety of fields andpNA LISOG A @S&a (G2 LINRPGARS @l fdzZ 6t S 7
needs. The results enable us to guide strategic planning throughout the Adirondack region, for partners

who serve individual counties, and those whose footprint covers multiple counties.

Clinton
Essex
Franklin
Fulton
Hamilton
Warren
Washington




Summary Analysis
1. Indicate your jobtitle

Approximately 48.22% of respondents listed themselves asoanministrator or DirectofThere was a
significant number ofespondents who identified their title as Other (39.13%). Of those responses, the
majority included police and fire chiefs, health educators, school nurses, and town supervisors.

LGiQa AYLERNILIIFIyG G2 y230S (GKFG o0l aSigha®sWweFchdicBsa L2 y & S
Moving forward, a recommendation would be to broaden answer choices to incorporate more
community stakeholders.

Respondent Job Titles
. Responses
289 T Count Percentage
Community Member 9 3.56%
Direct Service Staff 7 2.77%
Program/Project Manager 16 6.32%
Administrator/Director 122 48.22%
Other 99 39.13%

2. Indicate the community sector that best describes yoonganization

Community stakeholders were asked to indicate one community sector that best described their
organization or agency. Over 198 organizations responded to the survey, spanning multiple counties in
the ARHN region. Respondents provided a wide range of sepuntdudingeducation (22.75%lHealth

Care (19.22%), Public Health (10.2%), and Local Government (&6&#%), many others.

Response Counts by Community Sector
Community Sector Total

Business 1
Civic Association
College/University
DisabilityServices
Early Childhood
Economic Development
Employment/Job training
FaithBased
Food/Nutrition
Foundation/Philanthropy
Health Based CBO
Health Care Provider
Health Insurance Plan
Housing
Law Enforcement/Corrections 7

Local Government (e.g. elected official, zoning/planning
board) 22
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Media 1

Mental, Emotional, Behavioral Health Provider 13
Public Health 26
Recreation 3
School (K 12) 58
Seniors/Aging Services 12
Social Services 12
Transportation 0
Tribal Government

Veterans 1
Other (please specify) 26

3. Indicate County/Countieserved

Respondents were asked which county their organization/agency serves. Over 64% of respondents
were from Essex and Washington counties. Approximately 20&spbndents listed the county they
serve as outside of the seven ARHN counties, including Montgomery, Saratoga, and St. Lawrence
counties. Twentffive percent of respondents identified themselves as serving the Adirondack/North
Country region as a whole.

It should be noted that the figures below may not add up to 100%, due to organizations with multiple
county coverage areas.

Respondents by County
: Total Responsg Total Response
CRNmSH R Count Percentage
Adirondack/North Country Region 67 25.77%
Clinton 51 19.62%
Essex 90 34.62%
Franklin 62 23.85%
Fulton 44 16.92%
Hamilton 44 16.92%
Warren 67 25.77%
Washington 79 30.38%
Other (please specify) 52 20.0%

*Figures do not add up to 100% due to multiple counties per organization.



4.NYS Prevention Agenda Prioriyreas
Top Priority Area for the ARHN Region:

Survey participants were asked to rank the NYS Prevention Agenda Priority Areas in order of most to
least impact. Overall, respondents in the ARHN region idenffredhote WelBang and Prevent

Mental and Substance Use Disord@8.05%) as their top priority, followed Byomote a Healthy and
Safe Environmer{29.33%).

NYS Prevention Agenda Top Priority Area for the ARHN Region

County First Choice Second Choice

ARHN Promote WeHBeing and Prevent Mental and

Region Substance Use Disorders Promote a Healthy and Safe Environment

Top Priority Area by County:

To analyze the chosen priority areas, responses were totaled per county and the priority area that
received the most responses is listed as first Choicefollowed by the second most responses listed
asSecond Choice.

All seven of the ARHN counties identifiletbmote WelBeing and Prevent Mental and Substance Use
Disordersas their top priority. Additionally, Clinton, Franklin, Fulton, Hamilton, and Warren counties
identified Prevent Chronic Diseaas their second chioe while Essex and Washington counties
identified Promote a Healthy and Safe Environmasitheir second choice.

As survey participants were not provided focus areas or goals associated with each priority area, it can
be assumed that the answers for theepriority areas were slightly swayed due to what partners believe
Promote WetBeing and Prevent Mental and Substance Use Disorelgrasents or what they feel

would be listed in that category.

NYS Prevention Agenda Top Priority Area by County
County First Choice Second Choice
Clinton Promote WeHBeln_g and Prevent Mental and Prevent Chronic Disease
Substance Use Disorders
Essex Promote WeI-IBem_g psierentdientaliany Promote a Healthy and Safe Environment
Substance Use Disorders
Eranklin Promote WeHBemg and Prevent Mental and Prevent Chronic Disease
Substance Use Disorders
Fulton Promote WeI-IBeln_g and Prevent Mental and Prevent Chronic Disease
Substance Use Disorders
Hamilton Promote Wel-lglng and Prevent Mental and Prevent Chronic Disease
Substance UsBisorders
Warren Promote Wel-lBemg and Prevent Mental and Prevent Chronic Disease
Substance Use Disorders
Washington Promote WeHBemg U (PSS AT e Promote a Healthy and Safe Environment
Substance Use Disorders




5. In your opinion, what are the top five health concerns affecting the residents of the counties your
organization/agencyserves?

Health Concerns for the ARHN Region:

Community stakeholders were asked to choose what they believed to be theveopealth concerns
affecting the residents in the counties their organization/agency served. The choices were ranked from
one, being the highest health concern, to five, indicating the lowest health concern.

Survey respondents felt that the top five Héaconcerns affecting the residents within the ARHN region
were Mental Health (20.96%), Substance Use/Alcoholism/Opioid Use (13.1%), Child/Adolescent emotional
health (9.61%), Overweight/Obesity (7.428)J] Adverse childhood experiences (6.99%).

Response Counts for ARHN Region Health Concerns
ARHN Region Health Concerns (Higlhest) 2 3 4 (LOV5V€S'[)
Adverse childhood experiences 16 15 9 11 8
'f1 KSAYSNRDA RAASIFASKk5SYSy 2 9 3 |10 5
Arthritis 0 1 0 1 1
Autism 0 3 1 2 2
Cancers 14 12 8 5 5
Child/Adolescent physical health 6 10 7 4 7
Child/Adolescent emotional health 22 23 17 | 15 9
Diabetes 10 12 10 | 12 4
Disability 7 4 1 2 7
Dental health 0 5 4 5 12
Domestic abuse/violence 5 3 9 7 11
Exposure to air and water pollutants/hazardauaterials 1 1 0 1 4
Falls 0 1 6 3 3
Food safety 3 0 1 1 4
Heart disease 5 6 15 7 5
Hepatitis C 0 1 2 1 0
High blood pressure 0 3 0 5 3
HIV/AIDS 0 0 1 0 2
Hunger 3 3 8 5 10
Infant health 1 1 2 0 1
Infectious disease 7 2 3 3 7
LGBT health 1 1 1 0 1
Maternal health 2 4 1 1 6
Mental health conditions 48 28 32 | 26 11
Motor vehicle safety (impaired/distracted driving) 0 2 1 2 1
Overweight or obesity 17 8 15 | 23 17
Pedestrian/bicyclist accidents 0 0 0 0 1
Prescription drug abuse 0 4 4 10 2
Respiratory disease (asthma, COPD, etc.) 1 5 5 2 5
Senior health 16 5 9 8 13
Sexual assault/rape 0 1 0 1 0
Sexually transmitted infections 1 2 0 2 3




Social connectedness 5 8 8 9 9
Stroke 0 0 0 3 2
Substance abuse/Alcoholism/Opioid Use 30 29 30 | 14 16
Suicide 0 3 2 5 4
Tobacco use/nicotine addictiopnsmoking/vaping/chewing 6 8 9 17 17
Underage drinking 0 2 1 3 6
Unintended/Teen pregnancy 0 1 2 0 0
Violence (assault, firearm related) 0 1 0 0 2

Health Concerns by County:

Overall, most of the health concerns identified per county aligned with the top five health concerns
identified for the ARHN region. Several counties recognized health concerns outside the top five for the
ARHN region. Three out of the seven ARHN coulidiiesl Diabetesas a top health concern in their

county.

Warren and Washington county respondents felt t&anior Healthvas a concern in their area, while
Franklin and Hamilton counties includBisabilityas a concern for their counties. Outliers in@uéulton
County listingCancerss a top concern in their county.

Top Five Health Concerns by County

CO u nty 15[ 2nd 3I'd 4th 5th
Mental Health Substance Adverse
Clinton . Use/Alcoholism/Opioid Diabetes Childhood Overweight ofObesity
Conditions .
Use Experiences
Substance . Adverse
Essex TR .I—_|ealth Use/Alcoholism/Opioid Chlld{AdoIescent Childhood Diabetes
Conditions Emotional Health .
Use Experiences
Substance .
Franklin RS _I-_|ea|th Use/Alcoholism/Opioid Diabetes Ch||d_/AdoIescent Disability
Conditions Use Emotional Health
Substance .
Fulton WS _I—_|ea|th Use/Alcoholism/Opioid Chlld_/AdoIescent Cancers Diabetes
Conditions Use Emotional Health
Substance :
Hamilton S _I—_|ea|th Use/Alcoholism/Opioid Senior Health Overwe|ght or Disability
Conditions Use Obesity
. Substance Adverse
Warren M(e:gféit'*ig:gh ggg{ggjﬁgg;‘; Use/Alcoholism/Opioid  Childhood Senior Health
Use Experiences
Substance : .
Washington HEES _I-_|ea|th Use/Alcoholism/Opioid AdverseC_thhood Senior Health Chlld{AdoIescent
Conditions Use Experiences Emotional Health




6. In your opinion, what are the top five contributing factorsto the health concernsyou chosein the

previous question, affecting the residents of the counties yanganization/agencyserves?

Respondents were asked to identify what they believed to be the top five contributing factors to the

health concerns they chose. The contributing factors were ranked from one to five, with one being the

highest contributing facr and five being the lowest.

Contributing Factors for the ARHN Region:

The top five contributing factors identified by survey respondentdaick of mental health services

(14.2%), Poverty (12.9%), Addiction to alcohol/illicit drugs (12.0%), Age of residents (10.2%), and
Changing family structures (9.8%hprty-six percent of respondents chose these factors as either the
highest or second higlsé contributing factors for the health concerns that they had previodggtified.

Response Counts for Top Contributing Factors in the ARHN Region

Contributing Factors Highest| 2 3 4 | Lowest
1) (5)
Addiction to alcohol/illicit drugs 27 26 20 | 12 7
Addiction to nicotine 6 5 7 4 5
Age of residents 23 5 4 9 8
Changing family structures (increased foster care, grandparents as parents 22 16 9 9 5
Community blight/Deteriorating infrastructure (roads, bridges, water system 1 1 2 1 1
etc.)
Crimel/violence 0 2 2 1 2
Discrimination/racism 0 1 0 1 1
Domestic violence and abuse 0 4 6 4 8
Environmental quality 4 1 6 1 4
Excessive screen time 2 8 4 5 8
Exposure to tobacco smoke/emissions from electronic vapor products 2 2 2 2 4
Foodinsecurity 5 8 4 6 4
Health care costs 7 11 7 5 5
Homelessness 0 2 3 3 4
Inadequate physical activity 4 14 11 | 10 10
Inadequate sleep 0 0 2 2 3
Inadequate/unaffordable housing options 2 3 12 | 10 1
Lack of chronic disease screening, treatment selimanagement services 4 2 7 5 1
Lack of cultural and enrichment programs 2 1 1 0 1
Lack of dental/oral health care services 1 3 5 2 3
Lack of educational, vocational or jttaining options for adults 1 4 1 0 3
Lack of employment options 0 3 3 5 4
Lack of health education programs 3 2 3 2 1
Lack of health insurance 1 0 4 1 2
Lack of intergenerational connections within communities 4 2 0 3 2
Lack of mental health services 32 16 17 | 12 12
Lack of opportunities for health for people with physilaitations or 1 2 2 1 4

disabilities




Lack of preventive/primary health care services (screenings, annual-apsik 1 3 2 3 3
Lack of quality educational opportunities for people of all ages 1 1 1 2 2
Lack of social supports foommunity residents 1 8 6 12 5
Lack of specialty care and treatment 2 1 5 3 3
Lack of substance use disorder services 1 5 2 2 2
Late or no prenatal care 0 1 0 1 0
Pedestrian safety (roads, sidewalks, buildings, etc.) 0 0 0 1 0
Poor access to healtfgod and beverage options 0 4 8 5 6
Poor access to public places for physical activity and recreation 1 2 2 4 4
Poor community engagement and connectivity 2 4 2 6 9
Poor eating/dietary practices 10 9 5 14 13
Poor referrals to health care, speciatigre, and communitpased support 6 5 3 4 6
services

Poverty 29 9 14 | 12 11
Problems with Internet access (absent, unreliable, unaffordable) 0 1 1 0 3
Religious or spiritual values 0 0 0 0 1
Shortage of childcare options 0 0 2 6 3
Stress (work, familyschool, etc.) 14 11 12 | 12 13
Transportation problems (unreliable, unaffordable) 1 9 12 | 15 12
Unemployment/low wages 2 7 3 3 7

Contributing Factors by County:

The majority of the ARHN counties identified contributing factors that fell in line with the overall ARHN
NBEIA2YyQa (2L FTAGSP® | y2GKSNI O2yiNAROdziAy 3 FdorOG 2 NI A
eating/dietary practices.

Top Five Contributingractors by County
Cou nty st 2nd 3rd 4th 5th
Poor referrals to health
Clinton Addl(_:t_lo_n to Poverty Poor eatm_g/dletary Age of residents care, sp_emalty care, ang
alcohol/illicit drugs practices community-based support
services
Essex Changindamily Poverty Add|(_:t!o_n to Lack of me_ntal Age of residents
structures alcohol/illicit drugs | health services
Eranklin Addiction to Povert Lack of mental Changing family Poor eating/dietary
alcoholillicit drugs y health services structures practices
Fulton Povert ARGl i S il Age of residents
y alcohol/illicit drugs | health services Structures g
Hamilton Addlc.:t_lo_n 1o Age of residents G men - Poverty Addiction to nicotine
alcoholfillicit drugs health services
: : Addiction to Lack of chronic disease
Lack of mental Changing Family - .
Warren : Poverty alcohol/illicit screening, treatmenand
health services Structures d 2
rugs selfmanagemenservices
Washington Lack of meptal Changing Family Poverty Age of residents Addiction to alcohol/illicit
health services Structures drugs
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8. Pleaserank the following SocialDeterminantsof Healthimpactingthe residentsof the counties
GKFG @2dzNJ 2NBFYAT FdA2ykl 3SyOe a88BOS&t tZAyyadl

Thissurvey question asked respondents to rank the Social Determinants of Health, listed below, in order
from one, very poor, to five, excellent. The table below encompasses response counts for the entire
survey.

Many respondents chogeconomic Stability (55.7%s the social determinant of health that they felt
most impacted the residents of the counties that they serve, followe8dgial and Community Context
(14.2%).

Response Counts per Social Determinants of Health Ranking

: : 1 5
Social Determinants of Health (Very Poor) 2 | 3] 4 (Excellent)
Economic Stability (consider poverty, employment, 106 37 | 25| 10 9

food security, housing stability)

Education (consider high school graduation, enrollme
in higher education, language and literacy, early 14 31 | 48| 48 47
childhood education and development)

Social and Community Context (consider social
cohesion, civic participation, perceptions of
discrimination and

equity, incarceration/institutionalization)
Neighborhood and BuilEnvironment (consider access|
to healthy foods and beverages, quality of housing,
crime and violence, environmental conditions,
transportation)

Health and Health Care (consider access to primary
care, access to specialty care, healiferacy) 24 40 | 45| 51 53

27 39 | 53| 45 35

19 59 | 42| 47 34
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9. Inyour opinion, what population in the countiesyour organization/agencyservesexperiencegshe
poorest healthoutcomes?

To help determine who the target audience that has the greatest need is, we askbéirinpinion,
what population, in the counties they serve, experiences the poorest health outcomes.

Every county in the ARHN region chose eithdividuals living at or near the federal poverty lesel
Individuals with mental health issuas the population they felt had the poorest health outcomes.
Clinton, Essex, Fulton, and Hamilton counties identiineliividuals living at or near the federal poverty
levelor Individuals with mental health issyashile Warren and Washington counties intidied
Individuals with mental health issugsranklin county had a split tie between the two.

Response Counts for Poorest Health Outcomes by County

Population Clinton | Essex| Franklin | Fulton | Hamilton | Warren | Washington
Children/adolescents 1 3 2 4 1 4 4
Females of reproductive age 1 1 1 0 0 0 0
Individuals living at or near the federa 16 12 11 14 15
poverty level 13 28
Individuals living in rural areas 4 8 5 1 6 8 12
Individuals with disability 0 3 2 1 2 0 0
Individuals with mental health issues 11 17 16 10 10 21 17
Individuals with substance abuse issu 8 11 6 4 7 8 8
Migrant workers 0 0 0 0 0 0 0
Seniors/elderly 9 9 9 4 5 4 7
Specific racial and ethnic groups 0 0 0 0 0 0 0
Other (please specify) 0 0 0 1 0 0 1
Total per county 47 80 57 37 42 59 64

12




10.New York State Prevention Agendzoals

Top Three Goals for the ARHN Region:

Respondents were asked to choose three goals that their organization could assist in achieving in their
counties. The top three goals for each NP¥&vention Agenda priority area aligned with most of the
individual county goals.

Top Three Prevention Agenda Goals for the ARHN Region

NYS Prevention Agend;
Priority Areas

Goal #1

Goal #2

Goal #3

Prevent Chronic Disease

Increase skills and knowledg
to support healthy food and

beverage choices

Promote school, childare, and
worksite environments that
support physical activity fggeople
of all ages andbilities

Promote the use of evidenee
based care to manage chronic
diseases

Promote Healthywvomen,
Infants and Children

Support and enhance childre
R2f S&0S
emotional development and

FYR I

relationships

Increase use of primary and
preventive care services by wome
of all ages, with a focus on wome

of reproductive age

Increase suppos for children
with special health care needs

Promote a Healthy and
Safe Environment

Promote healthy home and

40K22t4Q Syd

Reduce falls among vulnerable
populations

Reduce violence by targeting
prevention programs to highest
risk populations

Promote WelBeing and
Prevent Mental and
Substance Use Disorders

Strengthen opportunities to
promote weltbeing and

resilience across the lifespar

Facilitate supportive environments
that promote respect and dignity
for people of all ages

Prevent ancaddress adverse
childhood experiences

Prevent Communicable
Disease

Improve vaccination rates

Reduce inappropriate antibiotic us

Improve infection control in
health care facilities
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Top Three Goals by County:

To align with the structuref the survey, county analysis is provided per NYS Prevention Agenda priority
area.

Prevent Chronic Disease

Most of the counties contained three specific go&ddsymote the use of evidentased care to manage
chronic diseases, improve selinagement ski for individuals with chronic disease, and Increase skills
and knowledge to support health food and beverage choleesex County also identifi€dlomote

school, childcare, and worksite environments that support physical activity for people of ahages
disabilities,while Hamilton County identifiethcrease screening rates for breast, cervical, and colorectal
cancer Lastly, Washington County identifitntrease food securigndPromote the use of evidence
based care to manage chronic diseases.

Priority Area: Prevent Chronic Disease

County/Region Goal #1 Goal #2 Goal #3
Improve s.elfr.ngnagem{ent SereE (e 1Ea el e s Increase skills and knowledge
Clinton skills for |pd|v!duals with based care to manage chronic support healthy food and beverag
chronic disease diseases choices
Increase skills and knowledc Promote school, child care, and
to supnort healthy food and Improve selimanagement skills worksite environments that
Essex kp)gverage ChinceS fOI’ |nd|V|dL.|aIS W|th Chl‘OhIC Support physical activity for peopl
disease of all ages and abilities
Rrometeithe useiofevidence Improve seHmanagement skills| Increase skills and knowledge tq
Franklin based care to manage chron ¢ ingividuals with chronic | supporthealthy food and beverag
diseases disease choices
Promote the use of evidenee Increase skills and knowledge t Imorove selimanagement skills fo
Fulton based care to manage chron g, 5501t healthy food and prov S gh >
diseases beverage choices individuals with chronic disease
Promote the use of evideneg Improve seimanagement skills :
Hamilton based t h for individuals with chronic INEHEESS SEESTIIE [EES (07 |2lieE)
ase carg‘ 0 manage chron disease cervical, and colorectal cancer
iseases
Waren | e e K00 | based care to manage chronid "TPTOVe sefmanagement skils f
to support healthy food and i 9 individuals with chronic disease
beverage choices
Increase skills and knowledg
Washington to support healthyfood and Increase food security Promote the use ofhewd_er:je_iazased
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Promote Healthy Women, Infants and Children

All ARHN counties choo$edzLJLJ2 NJi

FYR SyKFyOS Okdanfotondgvelopyight | R2 € S

and relationship®r Increase use of primary and preventive care services by women of adisatesr
number one goal. Clinton, Essex, Franklin, and Washington counties ald&kshece racial, ethnic,
economic and geographic disparities in maternal and child health outcasnese of their top three

goals.

Priority Area: Promote Healthy Women, Infants and Children

County/Region

Goal #1

Goal #2

Goal #3

Clinton

Increase usef primary and
preventive care services by
women of all ages, with a
focus on women of
reproductive age

Support and enhance children

YR R2f S&08S)

emotional development and
relationships

Reduce racial, ethnic, economic
and geographic disparitsein
maternal and child health
outcomes and promote health
equity for maternal and child
health populations

Essex

Support and enhance childre

YR FFR2ft S&04

emotional development and
relationships

Increase use of primary and
preventive careservices by
women of all ages, with a focus
on women of reproductive age

Reduce racial, ethnic, economic
and geographic disparities in
maternal and child health
outcomes and promote health
equity for maternal and child
health populations

Franklin

Increase use of primary and
preventive care services by
women of all ages, with a
focus on women of
reproductive age

Support and enhance children

YR FR2f 5085

emotional development and
relationships

Reduce racial, ethnic, economida
and geograpit disparities in
maternal and child health
outcomes and promote health
equity for maternal and child
health populations

Fulton

Support and enhance childre

YR I R2f S&04

emotional development and
relationships

Increase use of primary and
preventive care services by
women of all ages, with a focus
on women of reproductive age

Increase supports for children
with special health care needs

Hamilton

Increase use of primary anc
preventive care services by
women of all ages, with a
focus onrwomen of
reproductive age

Support and enhance children
IyR FR2f S&08S)
emotional development and
relationships

Increase supports for children
with special health care needs

Warren

Support and enhance childre

YR I R2f S&04

emotional development and
relationships

Increase use of primary and
preventive care services by
women of all ages, with a focus
on women of reproductive age

Increase supports for children
with special health care needs

Washington

Support and enhancehildren

YR I R2f S&0¢

emotional development and
relationships

Increase use of primary and
preventive care services by
women of all ages, with a focus
on women of reproductive age

Reduce racial, ethnic, economic
and geographic disparities in
maternal and child health
outcomes and promote health
equity for maternal and child

health populations
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Promote a Healthy and Safe Environment

t N2Y230S KSIfGKe

K2 YS was/cRoseh skhe ® gbadforSiy aittoNsBvgnvobtyel a
ARHN counties, witReduce falls among vulnerable populatichesen by Hamilton CountiReduce

violence by targeting prevention programs to highest risk populati@ssalso listed as one of the top

three goals for Clinton, Essex, Franklin, Warren, and Washington counties.

Priority Area: Promote a Healthy and Safe Environment

County/Region Goal #1 Goal #2 Goal #3
Promote healthy hom : ;
° l_ote ﬁea tyyéi)( 2e’ Reduce falls among vulnerable Reduce violence by targeting
Clinton y a i populations prevention programs to highest
environments risk populations
Promote hvealttlyvhome’ Redgce violence by ta.rgetlng' Reduce falls among vulnerable
Essex 'y R aOK2 3 prevention programs to highest ris :
: : populations
environments populations
Promote healthy hom R iolen rgetin
omote ea tvyv ° e’ Reduce falls among vulnerable educ.e violence by ta getl g
Franklin YR a4 O0OK23 . prevention programs to highest
. populations . .
environments risk populations
Promote healthy home Red tional in d
St I yR a0OKzj7 Reducdalls among vulnerable educe ocglljlpa lonalinjury an
: ; illness
environments populations
_ Reduce fallsamong [t NRY2GS KSI f (K& | Reduceoccupational injury and
Hamilton vulnerable populations environments illness
Improve design and maintenance
Promote healthy home Reduce violence by targeting of the built environment to
Warren anda OK 2 2 f & prevention programs to highest ris promote healthy lifestyles,
environments populations sustainability, and adaptation to
climate change
o | BT | i o | Retuc s among e
Washington 1 P prog 9 populations

environments

populations
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Promote WeiBeing and Prevent Mental and Substance Use Disorders

Strengthen opportunities to promote wdleing and resilience across the lifespaud facilitate
supportive environments that promote respect and dignity for all agae both within the top three
goals for every county. Clinton, Franklin, and Fulton tiearistedPrevent opioid and other substance
misuse and deathis their top three goals, while Essex, Warren, and Washington counties Heteent
and address adverse childhood experiemiggleir top three goals.

Priority Area: Promote WelBeing anl Prevent Mental and Substance Use Disorders

County/Region

Goal #1

Goal #2

Goal #3

Strengthen opportunities to
promote wellbeing and resilienct

Facilitate supportive environments

Prevent opioid and other

Clinton _ that promote respect and dignity fo sybstance misuse and death
across the lifespan peopleof all ages
StrengthTS) o.pportudnltlesll.to Facilitate supportive environmenty Prevent and address advers
Essex promote welrbeing and resilienct. that promote respect and dignity fo  childhood experiences
Stringthir; o.pportu;|t|e§|.to Facilitate supportive environments  Prevent opioid anather
Franklin promote weltbeing and resilience that promote respect and dignity fo sybstance misuse and death
across the lifespan people of all ages
Strengthen opportunities to Facilitate supportive environments .
Fulton promote welltbeing and resilienc{ that promote respect and dignity fo L OP'O'd I SN
. substancemisuse and deaths
across the lifespan people of all ages
SITEMEINED ERPEHrEs (o Facilitate supportive environmentg REeUES S (eIl e
Hamilton promote welkbeing and resilience 4t promote respect and dignity fo SRR tholsgil DUy Elt -
general population
Strengthen opportunities to Facilitate supportive environments
Warren promote weltbeing and resiliencq that promote respect and dignity fo| Prevent and addresadverse
across the lifespan people of all ages childhood experiences
Strengthen opportunities to Facilitate supportive environments
Washington | Promote weltbeing and resilience that promote respect and dignity fo Prevent and address advers

across the lifespan

people of all ages

childhoodexperiences
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Prevent Communicable Diseases

All seven ARHN counties listidprove vaccination ratess their number one goaimprove infection
control in health care facilitiesas identified at the number two goal by Clinton, Essex, Franklin, and
Washington counties. Fulton and Hamilton counties liskediuce inappropriate antibiotic uas their
number two goal. Five out of seven counties also li®teduce vaccination coveradesparitiesin their
top three goals.

Priority Area: Prevent Communicable Disease

County/Region Goal #1 Goal #2 Goal #3
: Improve vaccination rates Improve infection control in Reduce vaccination coverage
Clinton s ; .
health care facilities disparities
Improve vaccination rates Improve infection control in Reduce vaccination coverage
Essex s : .
health care facilities disparities
. Improve vaccination rates Improve infection control in Reduce vaccination coverage
Franklin e ; o
health care facilities disparities
inati Reduce inappropriate antibiotic Reduce the annual growth rate fc
Fulton Improve vaccination rates Pprop Sexually Transmitted Infections
use
(STIs)
: . Reduce inappropriate antibiotic Reduce vaccination coverage
Hamilton Improve vaccination rates - o
use disparities
Improve vaccination rates Reduce vaccination coverage Improve infection control in
Warren : o s
disparities health care facilities
Washington Improve vaccination rates Improve infection control in Reduce vaccination coverage

health care facilities

disparities
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12. Basedon the goalsyou selected,pleaseidentify the resourcesyour organization/agencycan
contribute toward achieving thesgoals.

Respondents were asked to indicate the resources that their organization/agency would be able to
contributetoward achieving the goals they listed. The table below encompasses the top ten resources

listed.

Approximately 59% of all respondents identifiedrticipating on committees, workgroups, and
coalitionsand Provide subjeemnatter knowledge and expertisesthe main resources they can

contribute to help achieve the NYS Prevention Agenda goals listed above. Respondents also felt strongly
that they canShare knowledge of community resouraesl Promote health improvement activities

through social medi&o helpachieve the listedoals.

Response Counts and Percentages for Resources Organizations Can Contribute
Resources Count Percentage

Participate on committees, work groups, coalitions to help achieve the selected gg 59.33% 124
Provide subjectatter knowledge and expertise 57.89% 121
Share knowledge of community resources (e.g. food, clothing, housing, transporta] 49.76% 104
etc.)
Promote health improvement activities/events through social media and other 47.37% 99
communication channels yowrganization/agency operates
Offer healthrelated educational materials 33.97% 71
Facilitate access to populations your organization/agency serves (to encourage 31.58% 66
participation in programs, provide feedback about health improvement efforts, etc.
Facilitate access to committees, work groups, coalitions currently working to achie. 29.19% 61
the selected goals
Provide letters of support for planned health improvement activities 29.19% 61
Sign partnership agreements related to commuiéyel health improvement efforts 22.97% 48
Offer periodic organizational/program updates to community stakeholders 22.01% 46
Provide inrkind space for health improvement meetings/events 21.53% 45
Provide knowledge of and/or access to potential soufesinding (grants, 17.7% 37
philanthropy)
Share prograntevel data to help track progress in achieving goals 17.22% 36
Assist with data analysis 11.48% 24
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Appendix A. 2022 Stakeholder Survey
2022 CHA Stakeholders Survey

Introduction

Tohelp inform a collaborative approach to improving community health, the Adirondack Rural
HealthNetwork (ARHNand CommunityHealthAssessmentCHAX ommitteeseekso identify
priorities, factors and resources that influence the health of residents oAtieondack region
(Clinton, Essex, Franklin, Fulton, Hamilton, Warren, and Washingtoriies).

You have been identified as a key informant who can provide insight into health andeired|

of the people your organization/agency serves. Please anfheesurvey questions in the

context of your role within your organization/agency and in representing the population(s) your
organization/agency serves.

All survey information will be held confidential, and no responses will be attributed to any one
individual or agency.

Your Organization/Agency
Please provide the following information about your organization/agency and yourself:

1. Organization/Agencgame:

2. Your name (Please provide first and laaine):

3. Your joltitle/role:

CommunityMember
Direct Servicé&taff
Program/ProjecManager
Administrator/Director
Other (pleasespecify)

(e e e e e

4. Your emaibddress:

5. Indicate theone community sector that best describes yanganization/agency:

Business
CivicAssociation
College/University
DisabilityServices
EarlyChildhood
Economidevelopment

el e e N e

N
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Employment/Joliraining
FaithBased

Food/Nutrition
Foundation/Philanthropy
Health BasedBO

Health Cardrovider

Health Insuranc®lan

Housing

Law Enforcement/Corrections
Local Government (e.¢elected official, zoning/planninigoard)
Media

Mental, Emotional, Behavioral Healrovider
Public Health

Recreation

School (K 12)
Seniors/Agingervices

Social Services
Transportation
TribalGovernment

Veterans

Other (pleasespecify):

Indicate the counties your organization/agency sen@seck all thaapply.

Adirondack/North Countrjregion
Clinton

Essex

Franklin

Fulton

Hamilton

Warren

Washington

Other:
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Health Priorities, Concerns and Factors

The NYS Preventigkgenda for 20122024 identifies five main priority areas that are key
to improving the health of residents that you serve.

7. Please ranlyy indicating 1 through 5the priority areas that, if addressed localiypuld
have the greatest to the smallest imgamn improving the health and welleing of the
residents of the counties your organization/agency serves. (#1 ranked priority area
would have the most impact; #5 ranked priority area would have the Iegsict.)

Prevent ChroniDiseases

Promote HealthyWomen, Infants, an€hildren

Prevent CommunicablBiseases

Promote a Healthy and Safe Environment

Promote WellBeing and Prevent Mental and Substance Dserders

e e U e A e i e

8. In your opinion, what are theop five (5) health concernaffecting the residents of the
counties your organization/agency serves? Please rank the health concerns from 1
(highest) to Hlowest).

Adverse childhooéxperiences
I £ T KS diseaieamentia
Arthritis

Autism

Cancers

Child/Adolescent physicakalth
Child/Adolescent emotiondlealth
Diabetes

Disability

Dentalhealth
Domesticabusel/violence
Exposure to air and water pollutants/hazardauaterials
Falls

Foodsafety

Heartdisease

HepatitisC

High blood pressure
HIV/AIDS

Hunger

Infant health

Infectiousdisease

LGBT health

Maternalhealth

eni N enl U e e N e e e e O e e en N e U an N an N e U e 0 e N e

(e e i el

e )
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Mental healthconditions

Motor vehicle safety (impaired/distractedriving)
Overweight oobesity

Pedestrian/bicyclist accidents

Prescription drugbuse

Respiratory disease (asthma, COD.)
Seniorhealth

Sexuahssault/rape

Sexually transmittethfections

Social connectedness

Stroke

Substance abuse/Alcoholism/Opioid Use
Suicide

Tobacco use/nicotine addictionsmoking/vaping/chewing
Underagedrinking

Unintended/Teerpregnancy

Violence (assault, firearnelated)

Other (Pleasspecify):

In your opinion, what are theop five (5) contributing factorsto the health concerns you
chose in question #8? Please rank the contributing factors from 1 (highes{)awést).

Addiction to alcohol/illicidrugs

Addiction tonicotine

Age ofresidents

Changing family structures (increased foster care, grandparents as patny}s,
Crime/violence

Community blight/Deteriorating infrastructure (roads, bridges, water systencs)
Discrimination/racism

Domestic violence andbuse

Environmentafuality

Excessive screetime

Exposure to tobacco smoke/emissions from electronic vapoducts
Foodinsecurity

Health carecosts

Homelessness

Inadequate physicalctivity

Inadequate sleep

Inadequate/unaffordable housingptions

Lack of chronic disease screenitrigatment, and seimanagemenservices
Lack of cultural and enrichmeptograms

Lack of dental/oral health caervices

Lack of quality educational opportunities for people ofagiés
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Lack of educational, vocational, or jrdaining options foradults

Lack of employmenptions

Lack of health educatioprograms

Lack of health insurance

Lack of intergenerational connections witl@ammunities

Lack of mental healtBervices

Lack of opportunities for health for people with physical latiins odisabilities
Lack of preventive/primary health care services (screenings, aoheekups)
Lack of social supports for communigsidents

Lack of specialty care ametatment

Lack of substance use disordmrvices

Late or no prenatatare

Pedestrian safety (roads, sidewalks, buildirggs,)

Poor access to healthy food and beveraggions

Poor access to public places for physical activityranteation

Poor community engagement and connectivity

Poor eating/dietarypractices

Poor referralgo health care, specialty care, and commuHitysed supporservices
Poverty

Problems with Internet access (absent, unreliableaffordable)

Religious or spiritualalues

Shortage of childcareptions

Stress (work, family, scho@ic.)

Transportationproblems (unreliableynaffordable)
Unemployment/lomwages

Other (pleasespecify

(e e e N e e el e el el el el el el el el e el el e e e el el el el el

Social Determinants of Health

Social Determinants of Health are conditions in the places where people live vieaknand play
that affect a wide range of health risesd outcomes. Please rate the following Social
Determinants of Health impacting the residents of the counties that your organization/agency
serves using a scale of (1) "very poor" to'écellent".

Economic Stabilitfconsider poverty, employment, foagkcurity, housingtability)

U Education(consider high school graduation, enrollment in higher educalamguage
and literacy, early childhood education adevelopment)

U Social and Community Contextonsider social cohesion, ciparticipation,
perceptions of discrimination and equitincarceration/institutionalization)

U0 Neighborhood and Built Environmer{tonsider access to healthy foods and beverages,
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guality of housing, crime and violence, environmental conditibasisportation)

U0 Health and Health Caréonsider access to primary care, access to specialty care, health
literacy)

10. In your opinion, whapopulation in the counties your organization/agerssrves
experiences the poorest health outcomes? Please seleepopulation.

Specific racial or ethngroups
Children/adolescents

Females of reproductivage
Seniors/elderly

Individuals withdisability

Individuals living at or near the federal poveltyel
Individuals with mental healtlssues
Individuals living in rurareas
Individuals with substance abussues
Migrantworkers

Others (pleasspecify):

[ el e N el e N e Y e S et Y e N et N et e}

Improving Health and WelBeing

The NYS Prevention Agenda 2@D24 identifies specific goals for improving the health of New
Yorkers of all ages. New York State envisibasimproving the health of all New Yorkers
requires strategies that can be implemented by a diverse set of health anthealth
organizations and agencies.

Over the next 5 questions, select the top 3 goals your organization/agency can assist in
achievig in the counties it serves.

11. Prevent Chroni®iseases

U Increase access to healthy and affordable food and beverages

U Increase skills and knowledge to support healthy food and beveriagiees
U Increase foodecurity

U0 Improve community environments thaupport active transportatioand

recreational physical activity for people of all ages abilities
U Promote school, childcare, and worksite environments that sugguoysical
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activity for people of all ages aradbilities

U Increase access, for peoplealf ages and abilities, to safe ind@ord/or
outdoor places for physicaktivity

U Prevent initiation of tobacco use, including combustible tobaccovapihg
products by youth and youradults

0 Promote tobacco use cessation, especially among populatispsoportionately
affected by tobacco use including low income; frequent mental
distress/substance use disorder; LGBT; disdbility

U0 Eliminate exposure to secondhand smoke and exposure to secondhand
aerosol/emissions from electronic vapproducts

U Increase screening rates for breast, cervical, and colorextater

U Increase early detection of cardiovascular disease, diabetes, prediabetes, and
obesity

U Promote the use of evidendeased care to manage chroriseases

0 Improve seimanagement skills fandividuals with chronidisease

12. Promote Healthy Women, Infants, an@hildren
U Increase use of primary and preventive care services by women of all ages, with
a focus on women of reproductiage
Reduce maternal mortality anhorbidity
Reduce infanmortality andmorbidity
Increase breastfeeding
{ dzLILR2 NI | yR Sy KIyOS OK-rhoRondgdévelopmBnt I R2f S &
andrelationships
U Increase supports for children with special health aaeds
U0 Reduce dental caries (cavities) amatgidren

13. Reduceacial, ethnic, economic, and geographic disparities in maternatlaifdihealth
outcomes and promote health equity for maternal and child health populations

el e e

[an

14. Promote a Healthy and Satenvironment

0 Reduce falls among vulneralgepulations
Reduceviolence by targeting prevention programs to highest psgulations
Reduce occupational injury afithess
Reduce traffierelated injuries for pedestrians aricyclists
Reduce exposure to outdoor air pollutants
Improve design and maintenance of the beihvironment to promotédealthy
lifestyles, sustainability, and adaptation to climateange
t NEY23GS KSIf (Keentiranméntsk YR 320K22f 4Q
Protect water sources and ensure quality drinkivager
Protect vulnerable waterbodies to reduce potential pulblealth riskessociated
with exposure to recreationalater
Raise awareness of the potential presence of chemical contaminants and

26
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promote strategies to reducexposure
U Improve food safetynanagement

15. Promote WellBeing and Prevent Mental and Substance WBisorders

U Strengthen opportunities to promote welleing and resilience across the
lifespan

Facilitate supportive environments that promote respect and dignitpéaple
of allages

Prevent underage drinking and excessive alcohol consumptiaaliiys
Prevent opioid and other substance misuse atehths

Prevent and address adverse childhaogberiences

Reduce the prevalence of major depressypésodes

Prevent suicides

Reduce the mortality gap between those living with serious mental ilbreds
the generalpopulation

N

e e e N e N e S e

16. Prevent Communicabl®iseases

Improve vaccinatiomates

Reduce vaccination coveragesparities

Decrease HIV morbidity (new Hl\Agnoses)

Increase HIV viraluppression

Reduce the annual growth rate for Sexually Transmiltdections(STISs)
Increase the number of persons treated for Hepatiis

Reduce the number of new Hepatitis C cases among people whodnjeyst
Improve infection control in health cafacilities

[ N e N e N e A N et S e S cnt N e

Reduce infections caused by multidrug resistant organenasCdifficile
Reduce inappropriate antibiotigse

N

17.Based on the goals you selected in Questiond@,2please identify the primary
assets/resources your organization/agency can contribute toward achievirgptis
you haveselected.

[an

Providesubjectmatter knowledge an@éxpertise

Provideknowledgeof and/or accesgo potential sourcesof funding(grants,
philanthropy)

Facilitate access to committees, work groups, coalitions currently waidking
achieve the selectedoals

0 Participate on commites, work groups, coalitions to help achieve the selected
goals

[ax

[an
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U Share knowledge of community resources (e.g., food, clothing, housing,
transportation,etc.)

U Facilitate access to populations your organization/agency servesn@fourage
participation inprograms, provide feedback about health improvement efforts,
etc.)

0 Promote health improvement activities/events through social media ether

communication channels your organization/ageopgrates

Share prograntevel data to help track progressachievingyoals

Provide inkind space for health improvementeetings/events

Offer periodic organizational/program updates to commursitgkeholders

Provide letters of support for planned health improvemaeuwtivities

Sign partnership agreements relateddommunity level healtimprovement

efforts

Assist with datanalysis

Offer health relatededucationaimaterials

Other (pleasespecify):

[ e e e e N e

[ e N e e

18. With the overwhelming impact of COVID, were operations with your organizatipat
on hold or modified, and if séor how long? Via the scalg below, please measure the
impactof COVImd 2y & 2 dzNJopexsHons/ AT I A2y Qa

0 1 ¢ Operations were not changed

O 2 - Minimal operational changes

O 3 - Moderate operationathanges

0 4 - Significant operationathanges

015 - Operations cannot be completed (Limited or no resousaslable)

AdditionalDetails:

19. Are you interested in being contacted at a later date to discuss the utilization of the
resources you identified in Questiail7?

U Yes
u No

20. Please add any oth@omments/recommendations you have about improving hiealth
and weltbeing of the residents of the counties your organization/agessyes.
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Franklin County New York

Northern border of the U.S. state of NY; St. Regis Mohawk Reservation within county border; 4 border crossings, 2 unmanned;
Area 1697 sq mi., 4% wated" largestcounty in NY by land area; 29eople per sq. miPopulationdeclining- 65 +
increased from 16.2% to 17.7¥pspitals2 UVM AHM®& AMC; 1IFQHC7 SchooDistricts,2 CollegesNCC@&: PaulSmiths

FRANKLISOUNTPUBLIGIEALTISERVICESeventionAgenda
Current Public Health Staff4 Vacant- 3, Admin3

PRIORITIES

*Promote WeliBeing andPrevent Mental and Substance Use Disorders Focus Area Promotbaivigl
and Resilience »&quent mental distresduring past month among adults149PA 10.7%; >% of adults
who have experienced 2 or more ACEZ®.14PA 33%; >Indicated # of abuse/maltreatment rate per 1k
children age @7 F 26.99NYS 14.6; >Suicide mortality age adjusted rate per EODK 7PA 7;

>Newborns with neonatal withdrawal syptoms affected by maternal use of drugsl6.3%PA 9.1%;

>Percentage of people under age 18 in povery.25%d\NVS 17%
FCPHWIll Reregister asanOpioid Overdosd’reventiorProgram+MCHProgramEnhancements

*Prevent Chroni®iseaselFocus Areablealthy Eating; Food Security; Physicahdtgt>% of adults with
annual income less than $25k with: obedityi3%PA29%, consume 1 or more sugary drinks per day

F 31.3%A 28.5%, perceived food insecufityp9.59NYS 55.8%, smoke cigaretteS0%PA 159; >% of

population with low income low access to supermarket or grocery StaBel9NVS 2.2%; # of registered

tobacco vendor$ 123NYS 110; >Prevalence of cigarette smokirdd).5% (fron(28.8%PA11%

Participate in Leisure time physical activity@2% PZAX7.4%,> participate in leisure activity age 65+

F68.9%PA 75.9%, > Number of Recreational and Fitness Facilities per 100K 7.8 NYS 12; Premature Deaths
Age 3564 > Diseases of the He&112.8NYS 83.9 > Overall premature deaths F24.4% 2F8&w2

FCPHS will iplement 34-50 Prevent Chronic Disedgamework Age Friend) literacy initiatives Swpport Conplete

Streets initiativesand institute a countemployee wellnesgrogram

Partners: UVM, AHMC, AMC, County CHHA, OFA, DSS, Community §6f@Qe&C, Highway, Community
Connections, Heart Network, Catholic Charities, to name a few
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3 Health Risk Behaviors Cause

1. Unhealthy Diet

Pre-pregnancy*: % of WIC prgregnant obesé

Pregnancy: R S 2F LINBIY bgfiBR0%! | yR 0ANIKA
Pregnancy consequences of obegity*® Gestational weight gain, diabetes, hypertension,
preterm® NAS drugs of addictioft

Birth ¢ Breastfeeding % of infants fed breast milk at delivery hospital% exclusively BF in
hospital 12

WICc Breastfeeding * Enrolled in WIC who are BF @ 6 riigroving

WIC¢ Breastfeeding % of infants supplemented with formula in hotsp

Age 24 * % of obeseeceiving WIC? ; *TV viewing 2 hours or le$s

Children* Overweight/Obesé>'® “Elementary’® "Middle Schoot® *High School’
"Adolescentg * Total Studentg®

18+* 20

Adults* 2! *Percentage of adults with annual income less than $25k consuming sugary=drinks

2. Sedentary Lifestyle

Leisure Time Physical Activity®2°
Number of recreational and Fitness Facilitie®

3. Tobacco Use

Rate 20.5%- 28.8% previously
Number of Tobacco Vendors: Frankl?3 NY810¢
Adults with incomes less $25K

Concurrent Factors affecting health risk behaviors
*FoodInsecurity?®27 * Lack ofSupermarket acces8
*Wellbeing31:32:33.3¢ *|ndicated child abuse repor#§ 'mproving * Syjicide ageadjusteds3® Improving
*Overdoses’ *Alcohol consumption *a +! B a
*Access$?®: *Rate of pneumonia/flu hospitalizations 65% ~ Rate of asthma hospitalizatiois
age groups’#344 2544 4564 65+*Screenings: breast canc®r cervical
cancers? prostrate®! colon 49 and rectaf cancer *Rate of preventable
hospitalization$® *Government sponsored insurance Wwehild visits and
vaccination compliance->? * %of adults over age 18 with regular medical
provider75.5%2 - % of adults with health insurance 91.7%

X: Katie/amy/3 Health Risk Behaviors €&au



4 Chronic Conditions

1. Lung Diseas#?® 4445, 49 2. Diabetes?*®

3. Heart Diseasé! 42 4. Cancer** 4’Colon Rectdl® Prostate®?!
Breast*8

Claiming the lives of 50% FC Residents

Premature Deaths
*Age 35-64 rate of diseases of the heart 4*
*Age 35-64 rate of coronary heart disease #?
*Age 35-64 rate of cardiovascular diseases #?
*% of overall premature deaths at 65 52

Rate of Total Deaths®!

Cancer Diabetes* Chronic Lower Respiratory Diseae
Lung*

Bronchus*

Colon/Rectaf®

All 47
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Key:Red means worse
Green means improved

SUMMARY OF 2022 COMMUNITY HEALTH DATA
1. Rate of preghancies ages-18 per 1K females 2012019

F51.1% NYS 41.1%
2. Rate of births ages 8 LISNJ mY F3X20178040 | 3Sa wmy
F 43.4% NYS 21.1%
3. % of WIC women pigregnancy obese (BMI >30) 202617
F 36.7% NYS 26.6%
4. % of WIC Women with gestational weight gain greater than ideal-2019
F 50.7% NYSA1%
5. % of WIC Women with gestational diabetes 22037
F 10.1% NYS 6.6%
6. % of WIC Women with gestational HTN 200%7
F11.2% NYS 7.5%
7. % of infants fed any breast milk in delivery hospitals 22010
F 74.6% NYS 88.5%
8. (#35) % of infantsreolled in WIC who are Breast Fed at 6 months among all WIC infants
F 23.1% NYS 42% PA 2024 45.5%
9. (#31) % of births that are preterm
F8.7% NYS 9.2% PA 2024 8.3% No Significant Change

10. (#32) Newborns with neonatal withdrawal symptoms andffected by maternal use of
drugs of addictions

F 16.3% NYS 7.9% PA 2024 9.1% No Significant Change
11. % of births with early fitrimester) prenatal care 2032019

F 73% NYS 76.3%
12. (#33) % of infants who are exclusively breastfethénhospital among all infants

F 60.3% NYS 47.1% PA 2024 41.9% No Significant Change
13. (#34) % of infants supplemented with formula in the hospitals among breastfed infants

F 20% NYS 46.9% PA2024 41.9% No Significant Change

% of obese (95percentile or higher) children age£fin WIC 2012017
F 15.6% NYS 13.8% CHRIS RPT
(#5) % of obesity WIC home among children agégarticipating in WIC

F 18.1% NYS 13.9% PA 2024 13% Worse
14. % of WIC children ageg Ziewing twohours TV or less per day 202817

F 83.1% NYS 86.6% Worse
15. % of total students overweight 202819

F 19% AHRN 17.8% No change for NYS
16. % of elementary students overweight, not obese 20089

F 19.3% AHRN 17.2% No change for NYS
17. % of middle and high school overweight, not obese 221D

F 18.4% AHRN 17.4% No change for NYS
18. % of middle school and high school obese 2208

F 33% AHRN 25.3% No change for NYS
19. % of elementary students obsess 22189

F 294% AHRN 19.4% No changes for NYS
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20. (#7) % of adults 18+ who are obese 2018

F 44.4% PA 24.2% No changes for NYS
21. % of adults overweight or obese 2018
F 75.5% NYS 62.7%
22. (#7.1) % of adults with annual household income less than $286Kbasity
F 43.6% NYS 31.8% PA 2024 29% No Significant Change
23. (#8) % of adults with annual income less than $25K who consume 1 or more sugary drinks
per day
F 31.3% NYS 31% PA2024 28.5% No Significant Change
24. (#6) % of children dradolescents with obesity
F 23.6% NYS 17.3% PA2024 16.4% No Significant Change
25. (#9) % of adults with annual income less than 25K with perceived food insecurity
F 59.5% NYS 55.8% PA 61.4% Baseline
26. (#10) % of adults who participate in leistime physical activity
F 76.2% NYS 76.2% PA 77.4% No Significant Change
(#10.2) % of adults who participate in leisure time physical activity age 65+
F 68.9% NYS 68.9% PA 2024 75.9% No Significant Change

27. (#9) % of population with lomcome and low access to a supermarket or grocery store
2015

F9.1% NYS 2.2% AHRN 6% Worse
28. % of adults with an annual income less than $25K with perceived food security
F 59.5% NYS 55.8% PA 2024 61.4 Baseline

PA Opportunity Index #4@41, #42, #48
29. (#10.1) % of adults living with a disability 2018

F 29.1% NYS 26.2% AHRN 29.2% Worse
(#10.2) % of adults with disabilities who participate in leisure time physical activity.
F 67.2% NYS 61.2% PA 61.8% No Significant Change
30. Number of Recreational and Fitness Facilities per 100K 2016
F7.8 NYS 12.3
31. (#40) Frequent mental distress during past month among adults, age adjusted percentage
F 14% NYS 11.2% PA 10.7% No Significant Change

32. (#48) Percentage of adulidro have experienced 2 or more adverse childhood experiences
0!/ 9Qadv

F 40.1% NYS 35.6% PA 33% BASELINE
33. (#41) Economy Score

F 51.3% NYS 51.9% PA 51.9% IMPROVED
34. (#42) Community Score

F 33.1% NYS 58.4% PA 16.4% WORSE
35. (#49)ndicated reports of abuse/maltreatment rate per 1,000 children agErO

F 26.9% NYS 14% PA 15.66 IMPROVED
36. (#50) Suicide mortality agmljusted rate per 100K

F11.7 NYS 8.2 PA 2024 7 IMPROVED
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37

38

39

40

4].

. (#44) OD deaths involving any opioids, age adjusted rate per 100K
F7.2 NYS 14.9 PA 2024 14.9 WORSE
Opioid analysis prescription age adjusted rate per 100K
F 462.2 NYS 270.7 PA 350 Significantly Improved
. Rate ofotal motor vehicle crashes per 100K 2020
F 2463.7 NYS 1693.1 Upstate 2157.0 WORSE
AHRN 2298.7
Rate of speed related accidents per 100K 2020
F 280.2 NYS 292.08 Upstate 205.7 WORSE
AHRN 260.2
(PA) Opportunity Index Score
F 48.7% NYS 57.4% PA 59.2% 2024IMPROVED
Suicide rate for 189 per 100K
F 0% NYS 6% AHRN 6.2%
. (#11) Prevalence of cigarette smoking among adults
F 20.5% NYS 12.8% PA 2024 11% No Significant Change
. (#11.1) % of cigarette smokingieng adults with income less than $25K
F 30% NYS 20.4% PA 15.9% No Significant Change
Number of registered tobacco vendors per 100K 2118
F 123 NYS 110 WORSE

42.

43.

44,

45.

46.

47.

48.

49.

50.

Rate of diseases of the heart premature deaths535yrs per 100K 2012019
F112.8 NYS 83.9
Rate of Coronary Heart diseases premature deatB43%rs per 100K 2012019
F 78 NYS 66.4
Rate of cardiovascular premature deaths@®bys per 100k 2012019
F 131 NYS 104.2
Rate of chronic lower respiratory disease deaths per 100K-2019
F 68.8 NYS 36.7 WORSE
Rate of lung and bronchus cancer deaths per 100K-2018
F 52.7 NYS 31.3 WORSE
Rate of lung/bronchus cases per 100k 2@03.8
F 105.4 NYS 72.6
Number of registered tobacco vendors per 100k 22068
F 123 NYS 110 WORSE
Rate of diabetes deaths per 100K 220719
F 26.5 NYS 17.6
Rate of all cancer deaths per 100K 20068
F 198.8 NYS 175.5
Rate o female BreaSancer deaths per 100K Female population 22063
F29.4 NYS 25.1
Rate of colon and rectal cancer incidence per 100K
F 56 NYS 45.7
Rate of colon and rectal cancer deaths per 100K-2018
F20.4 NYS 15.1
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51. Rate of prostate cancer inciuge per 100K

52.

53.

54.

55.

56.

57.

58.

F 75.6 NYS 158.7
Rate of prostate cancer late stage cancer cases per 100K
F 39.9 NYS 30.5
Rate of total deaths per 100K 2062019
F 937.6 NYS 798.8 WORSE
% of children with recommended number of well child visits in government sponsored
insurance programs 2019
F 69.8% NYS 75.2%

Percentage of overall premature deaths at 65
F 24.4% NYS 22.7% PA2024 22.8% No Significant Change
Percentage of 285 month old children with the 4:3:1:3:3:1:4 Immunizations series 2022
F 48.9% NYS 62.7% PA 70.5% Medium
Largest % increase 2%AP action plan No Significant Change
Percentage of 13yrs with completd®M series 2020
F 15.5 PA 37.4%
Increase HPV vaccination coverage among county girls and boys aged 13yrs
F2022 19% NYS 26.08% LOW
Target increase-$%- IAP action Plan No Significant Change
Age adjustegercentage of adults with regular health care provider over age 18
F 75.5% NYS 79.1% PA 86.7% No Significant Change

% of women ages 504 years receiving breast cancer screening based on recent guidelines
2018

F 80.7% NYS 82.1%
% @6 adults age 184 with health insurance
F91.7% NYS 92.5% PA2024 97% No Significant Change

% of women 2365 years receiving cervical cancer screenings based on recent guidelines
2018

F 80.3% NYS 84.7% AHRN 87.2%
Rate of potentidy preventable hospitalizations among adults per 10K 2019
F125.1 NYS 125.9 PA 115 No Significant Change
Rate of pneumonia/flu hospitalizations ages 65{+ per 10K populationrZy
F 107.4 NYS 85.5 AHRN 83.9 WORSE
*All asthma rates igellow Hospitalizations
25-44 45-64 65+
DENTAL

% of MKD enrollers ages?® with at least one dental visits with in the last year 2018
2020

F 43.1% NYS 46.9 AHRN 49.3%
% off 34 graders with dental insurance 20911

F 78.%0 AHRN 85.2%
% of 3 graders with at least one dental visit 262911

F 69.3% AHRN 81%
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Rate of caries outpatient visits for children ages s per 10K 2012019
F 229.6 NYS 146.4 AHRN 243.2

% of adults who had a dental visit within tleest year 2018
F 63.2% NYS 69.8%

% of MKD enrollees with at least one preventive dental visit within the year-2028
F 22.4% NYS 26.9%

59.Access
Increase medical doctor visits needed:

1 Well child government sponsored insurance (51)

1 Vaccinations and HPV vaccine (52)

1 Screenings: breast cancer (53), cervical cancers (54),
prostrate (51), colon (49) and rectal( 50) cancer

% of adults 184 with health insurance 91.7% (54)
% of adults with regular HCP over 18 75.5% (53)
Rate of preventable hospitaktions (55)

Rat of pneumonia/flu hospitalizations 65+ (56)
Increase Dental Disaster (58)

60. Claiming the lives of 50% FC residents

Premature Deaths:
Age 3564 rate of diseases of the heart (41)
Age 3564 rate of coronary heart disease (42)
% of overall premature deaths at 65 (52)

Other Deaths:
/' FYOSNI 60[dzy3 o6nn0X . NRYOKAQa o6nnoOoX |/
Diabetes (46)
Chronic LR Disease (43)

cmM® wl S 2F K2aLWAGlrt 2yasSid /& RAFF AYyFSOGaA
2019
F11.8 NYS 4.0
cCH® wliGS 2F O2YYdzyAde 2yasSi KSIfGKOFNB FI O
not risk adjusted, 2019
F.2 NYS .2
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Key:Red means worse

SUMMARY OF 2022 velow means cauton.
COMMUNITY HEALTH DATA

wic

1 % of WIC women pre-pregnancy obese (BMI >30) 2015-2017

F 36.7% NYS 26.6%
1 % of WIC Women with gestational weight gain greater than ideal 2015-2019

F 50.7% NYS 41%
1 % of WIC Women with gestational diabetes 2015-2017

F 10.1% NYS 6.6%
1 % of WIC Women with gestational HTN 2015-2017

F11.2% NYS 7.5%
1 (#35) % of infants enrolled in WIC who are Breast Fed at 6 months among all
WIC infants

F 231% NYS 42% PA 2024 45.5%  Improved
1 % of obese (95" percentile or higher) children age 2-4 in WIC 2015-2017

F 15.6% NYS 13.8% CHRIS RPT
1T #5) % of obesity WIC home among children ages 2-4 patrticipating in WIC

F 18.1% NYS 13.9% PA 2024 13% Worse
1 % of WIC children ages 2-4 viewing two hours TV or less per day 2015-2017

F 83.1% NYS 86.6% Worse

MCH/Breast Feeding

1 Rate of pregnancies ages 18-19 per 1K females 2017-2019

F 51.1% NYS 41.1%
1 Rate of birthsages18-19 per 1K f e nl8,2B382W1%9ages 18

F 43.4% NYS 21.1%
1 % of infants fed any breast milk in delivery hospitals 2017-2019

F 74.6% NYS 88.5%
1 (#31) % of births that are preterm

F 8.7% NYS 9.2% PA 2024 8.3% No significant change
1 (#32) Newborns with neonatal withdrawal symptoms and/or affected by maternal
use of drugs of addictions
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F 16.3% NYS 7.9% PA 2024 9.1% No significant change
% of births with early (15t trimester) prenatal care 2017-2019

F 73% NYS 76.3%
(#33) % of infants who are exclusively breastfed in the hospital among all infants

F 60.3% NYS 47.1% PA 2024 51.7% No significant change
(#34) % of infants supplemented with formula in the hospitals among breastfed
infants

F 20% NYS 46.9% PA 2024 41.9%  No significant change

Prevent Chronic Disease/Obesity

9 % of total students overweight 2018-2019

]

F 19% AHRN 17.8% No data for NYS
% of elementary students overweight, not obese 2018-2019

F 19.3% AHRN 17.2% No data for NYS
% of middle and high school overweight, not obese 2018-2019

F 18.4% AHRN T1.4% No data for NYS
% of middle school and high school obese 2018-2019

F 33% AHRN 25.3% No data for NYS

% of elementary students obese 2018-2019

F 29.4% AHRN 19.4% No data for NYS
(#7) % of adults 18+ who are obese 2018

F44.4% PA 24.2% No significant change
% of adults overweight or obese 2018

F 75.5% NYS 62.7%
(#7.1) % of adults with annual household income less than $25K with obesity

F 43.6% NYS 31.8% PA 2024 29% No significant change
(#8) % of adults with annual income less than $25K who consume 1 or more
sugary drinks per day

F 31.3% NYS 31% PA2024 28.5% No significant change
(#6) % of children and adolescents with obesity

F 23.6% NYS 17.3% PA2024 16.4% No significant change
(#9) % of adults with annual income less than 25K with perceived food insecurity

F 59.5% NYS 55.8% PA 61.4% Baseline
(#10) % of adults who participate in leisure time physical activity
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F 76.2% NYS 76.2% PA 77.4% No significant change

1 (#10.2) % of adults who participate in leisure time physical activity age 65+

F 68.9% NYS 68.9% PA 2024 75.9% No significant change

Disparity CHIP

1 (#9) % of population with low-income and low access to a supermarket or
grocery store
2015
F9.1% NYS 2.2% AHRN 6% Worse

1 % of adults with an annual income less than $25K with perceived food security

F 59.5% NYS 55.8% PA 2024 61.4 Baseline
1 PA Opportunity Index Score
F 48.7 NYS 57.4 PA 59.2 IMPROVED
1 (#10.1) % of adults living with a disability 2018
F 29.1% NYS 26.2% AHRN 29.2% Worse
1 (#10.2) % of adults with disabilities who participate in leisure time physical
activity.
F 67.2% NYS 61.2% PA 61.8% No significant change

1 Number of Recreational and Fitness Facilities per 100K 2016

F7.8 NYS 12.3
1 Rate of diseases of the heart premature deaths 35-64 yrs per 100K 2017-2019

F112.8 NYS 83.9
1 Rate of Coronary Heart diseases premature death 35-64 yrs per 100K 2017-
2019

F 78 NYS 66.4
1 Age adjusted percentage of adults with regular health care provider over age 18

F 75.5% NYS 79.1% PA86.7% No significant change
1 % of adults age 18-64 with health insurance

F91.7% NYS 92.5% PA 2024 97% No significant change
1 Rate of potentially preventable hospitalizations among adults per 10K 2019

F125.1 NYS 125.9 PA 115 No significant change
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Injuries, Violence, Occ Health

1 (#40) Frequent mental distress during past month among adults, age adjusted
percentage

F14 NYS 11.2 PA 10.7 No significant change
1 (#48) Percentage of adults who have experienced 2 or more adverse childhood
experiences ( ACEG6 s)

F 40.1% NYS 35.6% PA 33% BASELINE
1 (#41) Economy Score
F51.3% NYS 51.9% PA 51.9% IMPROVED
1 (#42) Community Score
F 33.1% NYS 58.4% PA 16.4% WORSE
1 (#49) Indicated reports of abuse/maltreatment rate per 1,000 children age 0-17
F 26.9% NYS 14% PA 15.66 IMPROVED
1 (#50) Suicide mortality age-adjusted rate per 100K
F11.7 NYS 8.2 PA 2024 7 IMPROVED
1 (#44) Overdose deaths involving any opioids, age adjusted rate per 100K
F72 NYS 14.9 PA 2024 14.9 WORSE
1 (#46) Opioid analysis prescription age adjusted rate per 100K
F 462.2 NYS 270.7 PA 350 Significantly Improved
1 Rate of total motor vehicle crashes per 100K 2020
F 2463.7 NYS 1693.1 Upstate 2157.0 WORSE
AHRN 2298.7
1 Rate of speed related accidents per 100K 2020
F 280.2 NYS 292.08 Upstate 205.7 WORSE
AHRN 260.2
1 (PA) Opportunity Index Score
F 48.7 NYS 57.4 PA 2024 59.2 IMPROVED

7 Suicide rate for 15-19 per 100K
F 0% NYS 6% AHRN 6.2%

Reduce lliness, Disability & Death Related to Smoking

1 (#11) Prevalence of cigarette smoking among adults

F 20.5% NYS 12.8% PA 2024 11% No significant change
(Past prevalenc28.8%)
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(#11.1) % of cigarette smoking among adults with income less than $25K

F 30 NYS 20.4 PA 15.9 No significant change
Rate of chronic lower respiratory disease deaths per 100K 2017-2019

F 68.8 NYS 36.7 WORSE

Rate of lung and bronchus cancer deaths per 100K 2016-2018

F 52.7 NYS 31.3 WORSE

Number of registered tobacco vendors per 100K 2016-2018

F 123 NYS 110 WORSE

Rate of diabetes deaths per 100K 2017-2019

F 26.5 NYS 17.6

Rate of all cancer deaths per 100K 2016-2018

F 198.8 NYS 175.5
Rate of female Breast Cancer deaths per 100K Female population 2016-2018

F29.4 NYS 25.1

Rate of colon and rectal cancer incidence per 100K 2016-2018
F 56 NYS 45.7

Rate of colon and rectal cancer deaths per 100K 2016-2018

F 20.4 NYS 15.1

Rate of prostate cancer incidence per 100K

F 75.6 NYS 158.7

Rate of prostate cancer late stage cancer cases per 100K

F 39.9 NYS30.5

Rate of total deaths per 100K 2017-2019

F 937.6 NYS 798.8 WORSE
Percentage of overall premature deaths before 65

F 24.4% NYS 22.7% PA 2024 22.8%  No significant change

% of women ages 50-74 years receiving breast cancer screening based on
recent guidelines 2018

F 80.7% NYS 82.1%

% of women 21-65 years receiving cervical cancer screenings based on recent
guidelines 2018

F 80.3% NYS 84.7% AHRN 87.2%

Rate of pneumonia/flu hospitalizations ages 65+ per 10K population 2017-2019

F 107.4 NYS85.5 AHRN 83.9 WORSE
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1 All asthma rates and asthma hospitalizations at 25-65+ age group  CAUTION

Vaccination/Kids

1 Percentage of 24-35 month old children with the 4:3:1:3:3:1:4 Immunizations
series 2022

F 48.9% NYS 62.7% PA 70.5% No significanthange

1 Percentage of 13yrs with complete HPV series 2020

F 15.5 PA 37.4%
1 HPV vaccination coverage among county girls and boys aged 13yrs

F 19% NYS 26.08% No significant change

1 % of children with recommended number of well child visits in government
sponsored

insurance programs 2019
F 69.8% NYS 75.2%

Antibiotic Resistance

T Rate of hospital onset C. diff infections
adjusted),
2019
F11.8 NYS 4.0
1 Rate of community onset healthcare facilit y associ ated CDI 6s per
admissions,
not risk adjusted, 2019
F 0.2 NYS 0.2
DENTAL
1 % of MKD enrollers ages 2-20 with at least one dental visits with in the last year
2018-
2020
F 43.1% NYS 46.9% AHRN 49.3%

% of 3" graders with dental insurance 2009-2011

F 78.7% AHRN 85.2%
% of 3" graders with at least one dental visit 2009-2011

F 69.3% AHRN 81%
1 Rate of caries outpatient visits for children ages 3-5 yrs per 10K 2017-2019
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F 229.6 NYS 146.4 AHRN 243.2
1 % of adults who had a dental visit within the last year 2018

F 63.2% NYS 69.8%
1 % of MKD enrollees with at least one preventive dental visit within the year
2018-2020
F 22.4% NYS 26.9%
Access

Increase medical doctor and dental visits needed:

1 Well chid government sponsored insurance (51)
i Vaccinations and HPV vaccine (52)
1 Screenings: breast cancer (53), cervical cancers (54),
prostrate (51), colon (49) and rectal( 50) cancer
% of adults 184 with health insurance 91.7% (54)
% of adults with reguladCP over 18 75.5% (53)
Rate of preventable hospitalizations (55)
Rak of pneumonia/flu hospitalizations 65+ (56)
Increase Dentist visits needed (58)

Claiming the lives of 50% FC residents

Premature Deaths:
Age 3564 rate of diseases of the hegrl)
Age 3564 rate of coronary heart disease (42)
Age 3564 rate of cardiovascular disease (42)
% of overall premature deaths before 65 (52)
Other Deaths:
Cancer (Lung (44), Bronchus (44), Colon/Rectal (50), all (47)
Diabetes (46)

Chronic Lowr Respiratory Disease (43)
Rate of total deaths (51)
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WHATISUNITEDFORALICE?

UnitedForALICEisadriver ofinnovationyesearchand

action around financial hardship. At its coreAEICE:

AssetLimited, IncomeConstrained Employedii a KEWERMS

measure of households that earn above the Federal ALICE: AssetLimited, IncomeConstrained,Employed

Poverty Level but below the cost of household basics. Tt households with income above the Federal Poverty
ALICE research drills down to the local level for both . .
Level but below the basic cost of living.

household incomes and costs, showing the mismatch

betweenlow-payingobsandwhatit takesto survive Household Survival Budget: The lowestcost
financiallycounty by county andstate by state. optionsfor household basics (housing, child care,
This research is bolstered by external advisory [OrEieh USRI, [TEENN CEIE: .and 2 SEEIOE
committees of experts in fields ranging from health plan, plus taxes and a small contingency). Calculate
care and child care to labor and technology. The at the county level for various household types.
ALICE research team dlaborates with a statéevel ALICEThreshold of Financial Survival (the ALICE

committee in each partner state, and it draws on those
expserts ngtlonW|de fo.r a biennial Methodology needs toafford the household basics defined by the
ReviewThiscollaborativenodelensureghatall ALICE .

i ~ HouseholdSurvivaBudgetfor eachcounty.
products and tools are based on unbiased data that is
transparentreplicable, current, and incorporates local Below ALICEThreshold: Includesbothpoverty-
context. level and ALICE househoidsall households unable

With this data and research, ALICE partners convene, 12 Gl TElREEs.

advocate, and innovate in their communities to highlight ALICE Essentials Index: A national standardized
the issues faced by ALICE households, and to build measure of the change over time in the costs
solutions that promote financial stability of household basics included in the

AL | C E O N Ll N E Household Survival Budaet.

Visit UnitedForALICE.org for more details about ALICE, including:

Threshold): Theaveragencomethatahousehold

Interactive Data ALICEReports ALICE Essentials Index

Learn about the extent of ~ financial hardship Read United For ALICE national and See change over time in the cost of
and ALICE demographics at the national, partner state Reports, aswell Reports household essentials, compared to other
state, and local level on other special topics rates

of inflation

ALICE Wage Tool COVIDTracker

Explore how wage levels impact ALICEand SeeCOVID -19casesmapped with ALICE MEthOd()logy
what wages different occupations pay by data, and learn more about the impacts Read an overview of the sources and
location of COVID onALICE calculations used in the ALICE research

Follow us on Facebook and Twitter @United4ALICE

46


https://unitedforalice.org/




UNITEBF-ORALICESTATESNDPARTNERS

Over the last decade, United For ALICE has grown from a study of financial hardship in Morris County, NJ, to a
grassrootanovementhatincludedJnitedWays,corporations,foundationsandnonprofitsin 24 states Learnmore
aboutour partnersat UnitedForALICE.org/Governance
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INTRODUCTIONTALEOFTWOPANDEMICS

Thereare manyemergingstoriesaboutthe impactof the COVID-19 pandemidn the U.S.over the pastl8 months. Some
are stories of job loss, rising food insecurity, housing instability, and haaiterns: Others point to an economyn
fullrecoveryfi newbusinessespeningat arecord rate, householddebtat anearlow, savingsatesand homeprices
rising,andthe stock marketat analkttime high? All of thesestoriesaretrue. The highsandlows of the pandemidave
beenexperiencedrerydifferentlyacrossthe U.S populationfi andinitialreports indicatethat akey differentiator is
income?

United For ALICE a driver of research, innovation, and action on financial hardship in the U.S., shines a light on the
challenges oALICE: AssetLimited, IncomeConstrained Employedfi households that struggle to make ends meet
and have little or no savings, but oftemake too much to qualify for public assistance. The ALICE Threshold of
Financiaburvivablrawsaline betweensurvivalthe bareminimumneededo live andwork in the moderneconomy) and
stability;it isbasedon the ALICEHouseholdSurvivaBudgef(the lowestcostoptionsfor housingchildcare,food,
transportation,healthcare,andasmartphoneplanfor allhouseholdypesin eachU.S.county).

Manyof the economicindicatorsthat are usedto guidepolicy are average®f householdsat all incomelevels.These
averagesoncealthe harshrealitiesmillions of familiesfacedduring the pandemicBy contrast,the ALICEThreshold
delineateswo categorieof householdghat experiencedhe pandemiadn very differentways:

A Below the ALICEThreshold: householdsvithincomethatistoo lowto coverthe HouseholdSurvivaBudgefor
their householdypein the countieswheretheylive.ThisgroupincludesALICEhouseholdsaandhouseholdsvith
incomebelowthe FederaPovertylLevel(FPL).

A Above the ALICEThreshold: householdsvithincomegreaterthanthe costofthe SurvivaBudgefor their
householdypein the countieswheretheylive.

Using the ALICE Threshold as its framework, this Report analyzes three nationally representative surveys about
householdexperiencesluringCOVID-19,aswellasfindinggrom aseriesof non-representativeéocalALICECOVID-19
ImpactSurveys:

A FederaReserveB o a rSdnéewfHousehold
Economics and Decision maki@HED)

Together, the survey results show that
A Universityof SouthernC a | i f Wndenstardiig thOUSGhOldS below the ALlCE

America Studyods Undrer s

Americasurvey(UASCOVID survey) ThreSh0|d fared Signiﬁcantly worse
AU.SCensu u r eGOVI®-49HouseholdPulse than hOUSQhOldS above the TthShOld
Survey (Household PulSairvey) 1 ﬁnancia"y’ physica"y’ and

A United ForA L | QOO¥I1D-19 Impact Surveys emotiona”y'[ during the pandemicl

conducted with state and local partners (United
For ALICESurveys)

Together, the survey results show that households below the ALICE Threshold fared significantly worse than
households above the Threshold fi financially, physically, and emotionally fi during the pandemic. Everwiththe
added protective measures of eviction moratoria and housingfaod assistance programs, conditions worsened for
householddelowthe ALICEThresholdfrom March2020to May2021.
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Overall,the surveydataincludedin this Reportrevealshat duringthe pandemicexperiencesandrealitiesdivergedor
householdaboveandbelowthe ALICEThreshold Comparedto householdsabovethe ALICEThreshold thosebelow
the ALICEThresholdwere more likelyto have:

A Struggled financially:

- Reportedthattheywere o | gedtingb yod 0 f i ntdliffiulgo getb y 6

- Were lesslikelyto havereportedo | i ovd mfgor t abl y o
A Had few savings or assets:

- Hadno rainydayfundsevenbeforethe pandemicstarted
- Hadno assetor retirementsavingspr hadamuchlower amount
- Sawadecreaséan the fundsusuallyin their checking/savingscounts

- Were renters rather tharhomeowners
A Faced disruptions in employment:

- Lostajob, experiencedcatemporarylayoff,or worked fewer hours
- Were not employedn full-time, salariedobs
- Worked in hourly paidjobs,hademploymengapspr were underemployed

- Wantedto work, or if theywere alreadyworking,wantedto work more hours
A Faced barriers to work:

- Had caregivindemands
- Faced healtlssues

- Hadfew paidsickdaysavailable
A Faced additional concerns as parents:

- Worked reducedhoursor quitajob becaus¢heirc h i | dlassesvd@enot completelyin-personor
accesdo childcarewasdisrupted

- Faced foodnsecurity

Hadconcernsaboutpayindnousingxpensegayingffdebtsandfacinghon-COVID-19-related
medicalssues

- Di daiwaydhaveacomputeror other digitaldeviceavailableéo childrenfor educationapurposes
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A Experienced more mental and physical health challenges:

- Hadahouseholdnemberwith ahealthissue
- Facecdelevatedsymptomsof anxietyanddepression

- Hadhealthissueghatincreaseatoncernsaboutpayindiousingexpensegrovidingfood, payingff
debt,andlosingajob

A Needed alternative sources of income to make ends meet:

- Di dhadethe sameancomesourcesasbeforethe pandemic

Usedstimuluspaymentandunemploymenbenefitsto coverbasicneeds

- Reliedon publicandprivateassistance

Borrowed from friendsandfamily

These surveys algorovide an alarming look at the breakdown of pandemic experiences by race/ethnicity. The
differencedere are evenstarkerthanwhenlookingatincomealone,givingcredenceto concernsthat the pandemic is
exacerbating racial inequities across all facéigfe. The analysis reveals that, in particular, Black and Hispanic
household$avebeennegativelympactedby the pandemic.

The combinedanalysi®f thesesurveysepresentsanewandfruitful frontier for understandind\LICEhouseholds.

With questionson a variety of topics not previously covered by ALICE research, these surveys offer new insights
into the challenge#LICEhouseholdgaceandthe strategiegsheyemployto getby.The surveysalsoprovide
additionalvalidatiorfor the ALICET hresholdasameaningfuheasureasmostsurveyquestiongevealedignificant
differencedetweenhouseholdsaboveandbelowthe Threshold.

ALICBBEFOREHEPANDEMIC

It is precisely the challenges that ALICE families were facing before the pandemic that made them
vulnerable to the health and economic crises of COMI®. Before the pandemic, ALICE households already
faced persistent challenges related to income, basic expenses, employment, and savings and credit, and for
many households these issues were compmahby systemic racism and discrimination. Tiusdlengeare
detailednthenationaPO20ALICEReportOnUneven Ground: ALICE and Financial Hardship in the U.S.
andoutlinedbelow:

A ALICEneverrecoveredfrom the Great Recession.

A ALICE was already struggling to afford essential household fieraad the costs of these basics
continue torise.

A Employmengrowth over the lastdecadehasbeenconcentratedn low-wagejobs.

A ALICEearnstoo little to saveyettoo muchto qualifyfor manypublicandprivateassistancerograms.
A Manyhouseholdg$acesystemidarriersto financiastability.

A Householdgaceadditionalexpensesot capturedby the HouseholdSurvivaBudget.

A ALICEhouseholdsiremorevulnerabléntimesof crisis astheyfeelthe economidmpact
almostimmediately.
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SURVEY DATA & METHODOLOGY

ThisReportpresentsthe resultsfrom three nationallyrepresentativesurveysusingan ALICElens,aswell asfindings frona
seriesof localsurveysconductedby United For ALICEandour partners:

A The October 2019andNovember2020FullSurveysandJuly2020Supplementargurveyof HouseholdEconomics
andDecision makinfrom the Boardof Governorsof the FederaReservg SHED)seeAppendixA)

A The ongoing biweekly Understanding Amerga u dypyder st andi ng Coronavirus in Am
conductedbythe Universityof SouthernC a | i f @enterfor&dsomi@andSociaResearclilUASCOVID survey)
(see AppendiB)

A Theongoingveekly/biweekl\COVID-19HouseholdPulseSurveyconductedoythe U.S CensusBureau
(HouseholdPulseSurvey)seeAppendixC)

A Septembe020to June2021United For ALICECOVID-19 ImpactSurveysonductedn 18locationswith stateand
localUnitedWaysandtheir communitypartnerswith morethan45,000respondentgUnited For ALICESurveysjsee
AppendixD)

There aredifferences between the surveys that are noted in the text and fully detailed in the appendices. Notably, the
surveysvariedin surveydates samplesize andthe time point usedfor incomedeterminationIn addition,the SHEDthe UAS
COVID survey andthe HouseholdPulseSurveyarerepresentativesamplessothe weightedresultsarereported for population
or householdgaccordingo the question) TheUnitedFor ALICESurveysrenon-representativeeonvenience sampleso
resultsarereported for respondentsonly.

Survey Dates: Forongoingsurveysthe weeksand/orwaveshoserfor analysisvere basedon 1) whenthe question being
analyzed was asked (not all questions are repeated in each iteration of the ongoing surveys), and 2) if thevgagestion
asked multiple times, whether the data is presented over time or a specific week is selected based on rétetraniopic
(e.g.weekswhenschoolwasin sessiorfor questionsaboutp a r ewwork isnpacts)or to match thetime period for whicha
relatedquestionwasaskedn one of the other surveys.

ALICEThreshold of Financial Survival (the ALICEThreshold): With therawdatafromthesesurveysyewereable to
determine whether the survey participants were above or below the ALICE Threshsilty three key criterial)
householdncome,2) location,and3) householdcomposition Locationandfamilycompositionwere usedto identify the
appropriateHouseholdSurvivaBudgetbasedn 2018United For ALICEdata) whichwasthencomparedo the

r e s p o nhdusahdlddicometo determinewhethertheywere aboveor belowthe ALICEThreshold.

Significance Testing: Thedifferenceseported betweentheresponsesfrespondentaboveandbelowthe ALICE Threshold
were statistically significant (nattributed to chance) at a 95% confidence level. Depending on the type of question,
squaredests,We | ctiesdtstwo-tailed),andrankedt-tests(in casesvhereWe | ctdestsassumptions weraot met) were
used.

Analysis by Race/Ethnicity: Wherepossiblewesharedatabyrace/ethnicitywith thefollowinggroupsncludednthis Report:
A AlAN/Hawaiian/Pacifislanderfi Americanindianor AlaskaNative,Native Hawaiianpr Pacifidslander
A Asianfi further breakdownof this broad groupwasnot possibledueto lackof dataon country of origin

A Blackii reported hereasnon-Hispanicthoughin manyareasof the countrythere is substantiabverlapbetweenrace
and Hispaniethnicity

A Hispanidi includesrespondentsdentifyingasSpanishHispanicor Latinx
A White fi reported hereasnon-Hispanicthoughin manyareasof the countrythere issubstantiabverlapbetweenrace
and Hispaniethnicity
The groupings and the ability to break down respondents by race/ethnicity differed across surveys. &geetidices and
the notes shown below figures for more details.

To access the data used in this Report, download the Report CrosstabnigedForALICE.org/NationdReports
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THEFINANCIAIMPACTOFCOVIDBLY

For many households, overall household finances were constricted during the pandemic, and it became more difficult to
meet basic needs. There were a variety of reasons for this: reduced income or other employment impacts$, schoo
closuresgapsn accesdo healthcare,new or worseninghealthproblems,decreasedocialsupportduringquarantine,

andother issues.While allhouseholdswere undoubtedlyaffectedn someway,it is not surprisingthat thosewho were
alreadystrugglingo makeendsmeetbeforethe pandemidaredworse.

The serious financial impact of the pandemic has been concealed by summary statistics. For example, according to the
Federal ReservBHED there was a slight increase in the percentage of hoakhstruggling to get by financiallyttae
beginningfthe pandemigfrom 25%in October 2019to 27%n April 2020),but ratesimproved fallingto below pre

pandemic levels by July 2020 (238%ijnilarly, the percentage of households reportingthdt ey wer e o1l i vi n ¢
c o mf o rdeaehbsedlightlyatthe beginningf the pandemigfrom 36%in October 2019to 29%in April 2020)but

improvedby July2020(endingat 37%).

But behind the averages of all respondents, two very different trajectemesrged for people with household income

above and below the ALICE Threshold. In July 2020, when total responses suggested full recovery, the reality was quite
different: When asked in the SHED how they were managing financially overall, 42% of respbetiamtdhe ALICE
Threshold were struggling, compared to |l ess than 10% c
and13%vs.2%were o f i ntdifficoldo getb y &€9nverselyrespondentsaabovethe ALICEThresholdwere significantly

more likelythanthosebelowthe Thresholdto saythattheywered | i ova mfgo r (bl&os.L AP Figurel).

Figure 1.
Managing Financially by the ALICE Threshold
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Question: Overall, which of the following best describes how you are managing financially these days?

Source: ALICE Threshold, 2018; Federal Reserve Board, Survey of Household Economics and Decisionmaking (SHED), July 2020
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The gap between those struggling financially during the pandemic and those living comfortably was even wider by
race/ethnicity. According to the July 203HED Black and Hispanic respondents below the ALICE Threshold were
significantlynore likelyto report thattheywereo f i ntdifficuldo getb y(66%and15%respectivelyfomparedo

White respondents (11%) and especially to respondents of all race/ethnicities above the ALICE Threshold (less than 3%
On the other endof the spectrum abovethe ALICET hreshold White respondentsvere significantlynore likelyto report
thattheywereo | i ova mfgo r (56&jsdmpadedio BlackandHispaniaespondentg33%and37%)(Figure2).

Figure 2.
Managing Financially by the ALICE ThresholdRam®/Ethnicity

FindingitDifficultto Get By Living Comfortably
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Below ALICE Threshold Above ALICE Threshold Below ALICE Threshold Above ALICEThreshold

Question: Overall, which of the following best describes how you are managing financidligt¢hese days?
Groupingsinclude Black non-Hispanic, Hispanic, and White non-Hispanic respondents.

Source: ALICE Threshold, 2018; Federal Reserve Board, Survey of Household Economics and Decisionmaking (SHED), July 2020

Ability to Afford Basic Expenses:Thesubjectiveexperience®fhowhouseholdsairemanagininanciallgluringthe
pandemiavere reflectedin their abilityto coverthe costof householdasics:

A Respondents below the ALICE Threshold were almost three times more likely to report difficulty paying for
househol d expenses. Over hal f (52 %) of respondent s
di f farc wddr yo fto payfor usuahouseholdexpensegincludingout not limitedto food, rent or mortgage,
car payments, medical expenses, and student loans), a significantly higher percentage than respondents above ti
ALICEThreshold at 19%(HouseholdPulseSurveyAugustl 96August31,2020).

A The majority of households below the ALICE Threshold had difficulty meeting at least one basic need in the
HouseholdSurvivaBudgetOnly 23%reported that their householchadno trouble meetingbasicneedscompared
to more thantwo-thirds (69%)of thoseabovethe Thresholdwho reported no trouble meetingoasicneedgUnited
For ALICESurveyskebruargJune2021).

A Byrace Blackrespondentsvere significantlynore likelyto report thatit wasd s o me avih faftar@wddri yd f i c u |
to payfor usuahouseholdexpenseg47%)comparedo White or Asianrespondent29%and31%yespectively),
and the difference was even greater when considering ALICE Threshold statusoi@xpercent of Black
respondents below the ALICEhreshold had difficulty paying usual household expenses, a significantly higher
percentageghanWhite or AsianrespondentyHouseholdPulseSurveyAugust196August31,2020)

A Only 39%of respondentdelowthe ALICEThresholdsaidin July2020that they were very confidenttheywould be
ableto payalltheir billsin fullin August,comparedto 73%of respondentsabovethe ALICEThreshold(SHED July
2020) (Figurs).



Figure 3.
Ability to Pay Bills in Full by the ALICE Threshold
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Question: How confident are you that you will be able to pay all of your bills in full in August?

Source: ALICE Threshold, 2018; Federal Reserve Board, Survey of Household Economics and Decisionmaking (SHED), July 2020

Breaking down expenses further exposes the depth and breadth of the financial challenges households faced during the
pandemic and provides context for the differences in pandemic impacts between households abbeanithe
ALICE Threshold, as discussed in subsequent sections.

Ability to Afford Housing: Becauséousingorovidesunderlyingstabilityfor allother facetsof dailylife,difficulties paying
housingexpensesvere asubstantiatoncernfor manyduringthe pandemic:

A AmongUASCOVID surveyrespondentdbelowthe ALICEThreshold17%reportedin Augus2020thatthey
thoughtthere wasmore thana25%chancehat theywouldbe evicted,gointo foreclosureor beforcedbya
landlordto movein the next 30 dayscomparedto only 4%of thoseabovethe Threshold.

A Amongrenters,householddelowthe ALICEThresholdwere significantlynore likelyto haveaskedheir landlords
for permission to delay or reduce payment of rent than those above the Threshold ($8%3%) (UAS COVID
survey, May020).

A Amongrenter householddelowthe ALICEThreshold thoseheadedysomeoneof color were more likely
to report beingbehindon rent (29%of Blackrespondents23%o0f Asianrespondentsand22%of Hispanic
respondentscomparedo 17%of White respondents)HouseholdPulseSurveyAugust19631,2020).

A Thesedifferencesetweengroupsalsoplayedout over time: FromAugust2020to May2021,renter households
belowthe ALICEThresholdwere significantlynore likelyto report thattheywere not caughtuponrent payments
thanthoseabovethe ALICEThreshold(fluctuatingpbetweenl19%and28%of rentersbelowthe ALICEThreshold
vs. between 7% and 11% of renters above the Threshold) (Household Putgey August 19August31, 2020
and May 1824,2021).
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Given these difficulties, it is not surprising that meeting housing needs was the concern most often daleetsgmbndents
below the ALICE Threshold in the United For ALICE Surveys (conducted Februadynm® 2021): 68% of respondents
below the ALICE Threshold said that they were concerned about paying for housing expenses during the pandemic
36%saidit wastheir biggestoncern.In contrast,the concernmost often selectedby respondentsabove theALICE
ThresholdwascontractingCOVID-19 (78%)i only 21%saidthat payinghousingexpensesvasaconcern,and everfewer
(9%)saidthat it wastheir biggestoncern.

Respondentbelowthe ALICEThresholdwere significantlynore likelythanthoseabovethe Thresholdto saythatthey

had difficulty meeting housing needs during the pandemic (51% vs. 12%). Additionally, the percentage of households
struggling to meet their housing expenses was significantly higher among Black (60%) and Hispanic (578lgshouseh
belowthe ALICEThreshold comparedo 37%0of White household$elowthe Threshold(Figure4).

Figure 4.
Difficulty Meeting Housing Needs by the ALICE Threshold and Race/Ethnicity
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Question: Since March 1, 2020, has your househald t r oubl e meeti ng any of the foll owing needs? [ ol

Note: All racial groups include respondents who selected that race alone. The Hispanic ethnic group includes respondents who selected "Spanish, Hispanic, or Latinx" alone or in
combination with one or more racial groups.

Source: ALICE Threshold, 2018; United For ALICE COVID Impact Surveys, September 20207 June 2021

Ability to Afford Non-Housing Expenses:Housingvasnotthe onlybudgetcategornthatposedachallengéo struggling
householdsluringthe pandemicRespondentbelowthe ALICEThresholdwere significantlynore likelythanthoseabove

the Threshold to say that they had difficulty meeting #fwusing expenses, including food needs (39% vsh@#jh care
needs(22%vs.12%)technologyneeds(16%vs.8%),andtransportationneeds(15%vs.3%).(Seethed Ch al foe ng e s
FamiliesVith Ch i | &ecteomfad more detailson childcareneeds.)



SAVINGS AND ASSETS

A defining feature of ALI CE households is in the phras
families struggle to meet t heir househol ds o Ailenaloeed i at e,
for the future i adifficult task. As a result, ALICE families can neither build assets nor catch up to those who already
haveassetgespeciallghosewho havebeenbuildingthem for generations)But until now, there hasnot been definitive

data on savings and assepecifically for households below the ALICE Threshold. Analysis of the SHED helps fill this

gap.

Savingsfor a Rainy Day: It hasbeenwidelyreported that savingincreasedluringthe pandemic¢.One indicatorof this
wasinthe S H E Q@estionaboutwhetherrespondentdadsetasideemergencyr 6 r adayi y n tthagt véould cover

their expenses for three months in case of sickness, job loss, economic downturn, or other emergencies. In October
2019 justover halfof allrespondent{53%)reported havinghesefunds;by November2020,that sharehad increased

to 55%(Figureb).

Yetthis average conceals a huge gulf between those above and below the ALICE Threshold. @hlydoofe
respondentdelowthe ALICEThresholdreported havingainydayfundswith the percentagelroppingfrom 33%in
October 2019to 32%byNovember2020.Incontrast,more thantwo-thirds of thoseabovethe Thresholdhadrainy day
funds,andthat shareincreasedrom 68%to 71%duringthe pandemic.

Thegapbyrace/ethnicitywasevengreater,with White respondentssignificantlynore likelyto report thattheyhad

saving$or anemergencyhanBlackandHispaniaespondentsi both aboveandbelowthe ALICEThreshold(Figure 5).
FromOctober 2019to November2020,the percentag®f respondentdelowthe ALICEThresholdwith savings

decreased for Hispanic respondents (from 28% to 27%) and Black respondents (from 27% to 25%) while remaining flat
at 36% for White respondents. In contrast, the percentage of resleoits with savings increased for all groups above

the ALICE Threshold, narrowing the racial/ethnic gap slightly: 73% for White respondents (up from 70% in October
2019)vs.65%for Hispaniaespondentgupfrom 57%)and62%for Blackrespondentgupfrom 55%)SHED, October
2019;SHEDNovember2020).

. SOldAaS 2F GUKS t23a 2F 62N] 2F g2 27
cannot pay our hills, car loans, etc. Our three credit cards have been canicelied
nonpayment, damaging our credit score. There are things happening tfeter thought could
so quickly destroy your life.

T United For ALICE Survey respondent, Tennessee
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Figure 5.
Rainy Day Fundsto CoeK NBS a2y iKaQ 9ELISyasSa o0& (KS ![L
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Question: Haveyousetaside emergency orrainy day fundsthatwould coveryourexpensesfor3monthsinthe case of sickness, jobloss, economic downturn, orother
emergencies?

Note: Groupings include Black, non-Hispanic, Hispanic, and White non-Hispanic respondents.

Source: ALICE Threshold, 2018; Federal Reserve Board, Survey of Household Economics and Decisionmaking (SHED), November 2020

Covering New and/or Unexpected Expenses:Not havingafinanciatushionmakesALICEhouseholdsnore vulnerable

to the effects of disasters from floods, hurricanes, and wildfires to pandemics, and crises ranging from illness toer@saccid
ALICE families feel the economic impact almost immedidtely f t h ey ¢ a n 0pay,awdifrthiey, getsickgtherel o s e
areunbudgetednedicabillsto pay.

Theoverallpicture of the pandemiceportedin the 2020SHED however,wasone of financiastability.On averagemost
households found that their monthly income increased or stayed the saméhairdnonthly spending decreased or

stayed the same; as a result, their checking account balance increased or stayed the same compared to one year prior
(pre-pandemic, Novembez019).

Breakinglownthe responsedyincomelevelshowever revealsadifferentexperiencgor thosebelowthe ALICE
Thresholdthanfor thoseaboveit:

A Monthly income decreased for 26%of householddelowthe ALICEThresholdvs.14%abovethe Threshold
A Monthly spending increased for 24%of household$elowthe ALICET hresholdvs.16%abovethe Threshold

A The amount of money usually in checking/savings accounts (after paying monthly bills) decreased for 33%of
householddelowthe ALICEThresholdvs.15%abovethe Threshold

The November 2020 SHED provides insight ifitow households cover unexpected expenses. Respondents were asked,
0 lyduhadanunexpectecemergencyexpensehat costs$400,how would you payfor thise x p e nFHgerééh
Responsedifferedfor householdsaboveandbelowthe ALICEThreshold:

A Respondents above the ALICE Threshold were significantly more likely than those below to say that they would
paythe expenseawith the moneycurrentlyin their checking/savingscountor with cash(51%vs.36%)or putit on
their credit cardandpayit off in full at the next statement(48%vs.19%).
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A Respondentbelowthe ALICEThresholdwere significantlynore likelythanthoseaboveto saythattheywould
put the expense on credit and pay over time (18% vs. 13%), borrow from frien@snoity (17% vs. 3%), sell
something(11%vs.3%),useabankloanor line of credit (3%vs.2%),0r usea paydayoan,depositadvanceor
overdraft (2% vsl%).

A Amongrespondentbelowthe ALICEThreshold 25%saidthattheyw o u | lkableto payfor the expenseaight
now, while only 3%o0f thoseabovethe Thresholdsaidthattheyw o u | gk ableto pay.

Figure 6.
How Respondents Wouldover a $400 Emergency Expense by the ALICE Threshold

60%
o,
50% 51% 48% Above ALICE Threshold
S B BelowALICE Threshold
= .
c_;s 40% 36%
o
o
& 30%
b 25%
3 18%
5} o 19% ()
E 20% 17%
0,
13% 1%
10%
3% 3% 3%
0%
UseCashorMoney Coul dPayot CreditCard/PayNext Credit Card/Pay Borrow From Sell Something
in Checking/Savings Expense RightNow Statement Over Time Friends/Family for Cash

Question: Suppose that you have an emergency expense that costs $400. Based on your current financial situatjmay, fanwhisoedggodéste:
Respondents could select all that apply

Source: ALICE Threshold, 2018; Federal Reserve Board, Survey of Household Economics and Decisionmaking (SHED), November 2020

Responses also differed by race/ethnicity. Among respondents below the ALICE Threshold:

A White respondents weresignificantly more likely to say that they would pay the expense with the money
currently in their checking/savingsccountor with cashthanBlackor Hispaniaespondentg39%vs.32%and
34% respectivelypr putit ontheir credit cardandpayit offin fullatthe next statement(23%vs.11%o0r 14%,
respectively).

A Hispaniaespondentsvere significantlynore likelyto saythat theywould put the expenseon credit andpayover
time thanWhite or Blackrespondentg22%vs.17%each)borrow from friendsor family(23%vs.15%and17%
respectively)or sellsomething17%vs.8%and12% respectively).

A Blackrespondentswere significantlynore likelyto saythattheyw o u | likabieto payfor the expenseaight now
(37%)comparedo 27%of Hispaniaespondentand22%of White respondents.
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Bank Accounts: The way t hat househol ds save (or dondt) vari ed

Threshold and by race/ethnicity. According to the October 2B ED across all householdmost had a checking,
savingspr moneymarketaccount(94%)however,thoseabovethe ALICEThresholdwere significantlynore likelyto
haveone (99%versus90%).The percentageof householdwith abankaccount(saving®r checking)ariedfurther by
race/ethnicity:

A Gaps between racial/ethnic groups: Almostall White householdg97%)hadabankaccountcomparedto 87%of
Blackhouseholds.

A Gaps within races/ethnicities: For White households, 100% above the ALICE Threshold had a bank account vs.
94% below the Threshold. For Hispanic households, the rates were 99% for those above the Threshold vs. 87% for
thosebelow,and for Black households, 99% for those above the Thoksias. 82% for thosbelow.

Retirement Savings: A lackofsavingalsolimitsfuture possibilitiesSendin@childto collegeputtingadown
paymenbnahousepr buildinganesteggor retirementbecomeunattainablelreamsThe2020SHEDprovidesmore
concretedataonretirementsavingsgjetthe gapbyincomestatussconcealedbythetotals.Forexampleopfthe total
population20%ofrespondentseportedhavindesshan$10,000nsavingfor retirementinNovember2020.

However, mostrespondents below the ALICE Threshold (43%) had less than $10,000 in savings and only 12% had
more than$100,000At the other endofthe spectrumnearlyone-third (30%)f thoseabovethe ALICEThresholdhad
$100,000 to $500,000, and almost anothwgrarter (23%) had more than $500,000 saved (Figure 7).

Figure 7.
Amount Saved for Retirement by the ALICE Threshold
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Question: Approximately how much money do you currently have saved folNetirement?
Respondents who selected "Don't Know" are not shown.

Source: ALICE Threshold, 2018; Federal Reserve Board, Survey of Household Economics and Decisionmaking (SHED), November 2020
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Thegapsn retirementsavingsvere evengreaterbyrace/ethnicityAmongthosebelowthe ALICEThreshold Blackand
Hispanic respondents were significantly mékely to report having less than $10,000 in savings compared to White
respondentg46%eachvs.42%)Andatthe other endof the spectrum White respondentsabovethe ALICEThreshold
were significantly more likely to have savings of $100,000 or mmorepared to Hispanic or Black respondents above
the Threshold(57%vs.44%and32% respectively(Figured).

Figure 8.
Amount Savedor Retirement by the ALICE Threshold and Race/Ethnicity
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Question: Approximately how much money do you currently have saved for retirement?
Note: Groupingsinclude Black, non-Hispanic, Hispanic, and White non-Hispanic respondents. Respondents who selected "Don't Know" are not shown.

Source: ALICE Threshold, 2018; Federal Reserve Board, Survey of Household Economics and Decisionmaking (SHED), November 2020

Investments: Giventhesedifferencesnthe amountof retirementsavingbetweenhouseholdsboveandbelow the
ALICEThresholdandby race/ethnicityjt is not surprisingthat gapsexistin whetherhousehold$aveanduse
relatedfinanciatools i assetsuchas401(k)s|RAs,or other investmentghat produceincome(like stocksor rental
properties).

Accordingto the November2020SHEDrespondentabovethe ALICEThresholdwere significantlynore likelyto have
the followingretirementassetsomparedo thosebelowthe Threshold:

A 401(k): 74% vs. 29%

AIRA: 48% vs.14%

A Pension: 31% vs. 9%

A Businessor real estate that will provide income in retirement: 14%uvs. 3%

A Additional retirement savings: 68%vs. 28%

ALICE NATIONAL COVID SURVEY REF 13 OCTOBER 202



United For ALICESurveyshowsubstantiatacial/ethnidisparitiesn investmentassetownership.Overall,almosthalf of
respondents reported having a 401(k), IRA, or other investment, concealing huge gulfs between those above and below
the ALICEThresholdandbyrace/ethnicityWhite respondentsvere significantlynore likelyto haveinvestments than

Asian Hispanicpr Blackrespondentsandfor eachrace/ethnicitythoseabovethe ALICEThresholdwere atleast three
timesaslikelyto haveinvestmentsasthosebelow (Figure9).

Figure 9.
Investments by the ALICE Threshold and Race/Ethnicity
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Question: Whi ch of the following assets does your household have? [ O0Have

Note: All racial groups include respondents who selected that race alone. The Hispanic ethnic group includes respondents who selected "Spanish, Hispanic, or Latinx" alone or
in combination with one or more racial groups.

Source: ALICE Threshold, 2018; United For ALICE COVID Impact Surveys, September 20207 June 2021

Vehicles: ALICE households depend on reliable transportation to reach jobs, schools and child care, health care,
stores, and more. Yet vehicles are not an effective means of accumulating wealth because the value of a car normally
decreases ovetime. Results from the United For ALICE Surveys suggest substantial disparities in vehicle ownership
between households above and below the ALICE Threshold and by race/ethnicity.

Almost all respondents above the ALICE Threshold, of all races and etbgjaiéiported that their household owns a
vehicle(91%) Vehicleownershipwaslessuniversafor respondentdelowthe ALICEThreshold(75%)with substantial
gapsby race/ethnicityWhite (81%)Asian(67%) Hispanid68%)andBlack(63%).Therewere alsogapsn ownership with
or without anautoloanwithin everyrace/ethnicity.

Homeownership: The next most common asset is a home perhaps the most important asset in providing financial
stability and a means for leimcome families to accumulate wealth. Homeownership can increase both financial and
social stability for families. But with les&ome to save for a down payment, build credit, and qualify for a mortgage,

i tnétsurprising that households below the ALICE Threshold had significantly lower homeownership rates than those
above(41%vs82%)(United For ALICESurveys).
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Theresultsof the United For ALICESurveyslsorevealedstark differencesn homeownershigoy race/ethnicityat all
incomelevelsfor thoseboth with andwithout amortgage(Figurel0):

A Homeownershigfor BlackandHispaniaespondentshouseholdsvassignificantlyower thanfor other groups:

- BelowALICEThreshold:24%0f Blackand35%of Hispanichouseholds/s.48%o0f White and58%0f Asian
households

- AboveALICEThreshold:65%0f Blackand73%of Hispanicss.77%0f Asianand85%0f White households
A BlackandHispaniadespondentshouseholdsvere significantlyesslikelyto owntheir homeswithout amortgage:

- BelowALICEThreshold:5%o0f Blackand7%of Hispanichouseholdss.14%o0f White and16%0f Asian
households

- AboveALICEThreshold:10%of Hispanicand12%of Blackhouseholdws.16%0of Asianand21%of White
households

Figure 10.
Homeownership by the ALICE Threshold and Race/Ethnicity
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Note: All racial groups include respondents who selected that race alone. The Hispanic ethnic group includes respondents who selected "Spanish, Hispanic, or Latinx" alone or in
combination with one or more racial groups.

Source: ALICE Threshold, 2018; United For ALICE COVID Impact Surveys, September 20207 June 2021
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