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.Unfolldlng MAPP ) ) Choosing a Direction
in Clinton, Essex & Franklin Counties

Interactive group discussion around available data,

R ti the hist f ti ti .
ecounting the Mistory of any event 1s sometimes a framed bythe MAPP Tool Chest for guidandead to

treacherous road to travel. The memory fades, ) o o
documentation becomes scattered, and important people the identification of seventeen health indicators
that started the journey with you may no longer be Further discussion resulted in the selection of 3
involved. What once seemed like a dream in the tri Priority areas and related action plans by the full
county region is now a vivid reality. The MAPP process MAPP/CHA trcounty group in 200€2005:

and document is commonly referenced during meetings
and the mssing of time is marked byvo full MAPP
committee meetings held annually.

How can the local public health system:

(1) Ensureaccess to mental health services?
LY wnnnX GKS altt GaNRBFR a
agency representatives becamgart of a large scale

effort to apply community based approaches to local

health issues. What were once vague concepts and terms (3)Handlethe expected population shift in the region?
for many members the local public health system, is

now common language for most. The-¢dgunty region In 2007 the full MAPP committee restructured the
has morphed into a cohesive group, determined to make remaining 14 individual health indicators and placed

effective and sustainable health Chaman our them appropna‘te'y under the O”g'nal top three

(2) Effectivelyaddress the current rates of chronic
disease?

communities. strategic issues. This changliowed for more of the
2 KFG 083Fy & &4l 26 | NB ops identified health indicators to receive attention while
Lttt GKS REGE FyR AyT2N)I G focusing onthe three primary issues originally choseny

approach to identifying the greatest areas of health

. . A description of how each of these igsuhas been
concern in our region.

worked on since theselection may be foundn the
20042009 Summary of Accomplishments



20042009 Summary of Accomplishments

Accomplishmentg$rom 2004 through 200@nder theMAPP/CHAImbrella are listed below While this is not an alhclusive
listing of accomplishment® date, it does provide an adequate overview of the initiatives thatl been undertaken.
Activities are categorized under the Spectrum of Prevention Mditst described by Cohen and Swift (1998t provides

a useful organizational framework through whielngeted public health interventions can be proposed, implemented and
tracked.

1. Accesdo mental health services accomplishments:

Spectrum of
Prevention Level Accomplishments in Years 202009

Influencing Policy &

R i s ol s s prr,
Mobilizing o Developed a social marketing plan to increase awareness of issues surrounding suicide and availe
Neighborhoods & resources.

Communities Paricipated in two regional conferences in Lake Placid that provided workshops on mental illness i
region

Facilitated SPEAK training opportunities for members of the community, local educators, and provi

Joined several existing eonunity based coalitions/partnerships in the-tounty region that address
drug and substance abuse issues along with other mental health issues
Submission of several regional/county grant applications to address access to care issues related
mental/emotional health
Educating Providers ¢ Conducted a pilot program to determine if a standardized depression screening tool could be
implemented in a pediatric office targeting children between the ages ef711
e Developed and conducted Gate Keeper suicidaraness training and education targeting providers,
educators and members of the community on the available resources to effectively deal with issue!
related to suicide
e The North Country Healthy Heart NetwdikCHHNgollaborated with providers to offeregular
educational opportunities foproviders in mental health settings
Participated in a comprehensive regional series of stories in the local Plattsburgh Press Republical
mental and emotional iliness in the 4bunty region and the available services
Conducted several community presentations orctrunty mental/emotional health issues

Strengthening
Individual Knowledge
& Skills



2. Chronic diseaspreventionaccomplishments:

Spectrum of
Prevention Level

Changing
Organizational
Practices

Fostering Coalitions &

Networks

Accomplishments in Years 202009

Implementedtobaccafree polidesfor hospitals and arsing homes in the titounty region
hotGlFAYySR I ab2 ¢KFyl1aQ .A3 ¢206l 002 .LkftAde 7T
CFOAfAGFGSR GKS FR2LIiA2Yy 2F ab2 ¢206l 002 { LR
the tri-county region

Assistedseveral school districts in Clinton, Essex and Fra(@HErLounties as they developed and
implemented their State Education required Nutrition and Physical Activity Policies

Reality Check programs for-ttounty region worked to influence film and madutlets for tobacco
marketing

Substance Abuse organizations in Clinton, Essex & Franklin counties developed-fobagrounds &
treatment policies

Screenrtime policy changes implemented in Essex and Franklin countiesghEat Well Play Hard
North Country Coalition.

Implemented a program in the tdounty training program, through the Eastern Adirondack Health C
Network for community members to become facilitators in Arthritis S&ihagement classes and
Chronic Disease Séffanagement Classes

Provided minigrant funding to local agencies/organizations to implement sustainable nutrition and
physical activity opportunities

Nutrition and Physical Activity Séissessment for Child CatdAPSAQ@®@ainingand Coordinated
Approach to Child HealttCATCHrainings provided irClinton andEssex County

NAPSACC corlants assisted childcare providers in developing and implementing nutrition and
physical activity paties in the tricounty region

Participathg on the City of Plattsburgh Saranac trails Project to establish apowfiose trail through
the City of Plattsburgh along the Saranac River

Applications have been written and submitted by Franklin and Clinton County for Built Environmel
grants to coadinate built environment changes in several communities

Safe Routes to Schools graatsarded in Lake PlaciBaranac Lakand Tupper Lake

Trail Master Plan grargwardedin Franklin County

Community Garden plans underway@finton,Essex and Frankloounties

Rural health network grant awarded to NCHHN focusing on environmental changes to support he
living.

Collaboration with CVPH Medical Center, Clinton County Health Dept. and Joint Council for Econ
Oppotunity to establish a ADA Certified Diabetes $#dihagementand Medicapbrogransthrough the
North Country Diabetes Project

Provided diabetes training in many local provider offices in Clinton County

Essex County Publieédth institutionalized Fato-Quit form with all its prevention programs & Frankli
County Public Health institutionalized FaxQuit form with its Home Care unit

NRT and materials provided to Substance Abuse organizations in all 3 counties with training
NCHHN proviel technical asstance & education to allow organizations witt@inton, Essex, Franklir
and Hamilton CEFhicounties to adopt evidence based tobacco dependence treatment office practi
The ATEN ttounty partnership mobilized manyembers of the local public health system to addres
issues around second hand smoke and promotion of the NYSDOH Smokers Quit Line
Established the Eat Well, Play Hard Coalition to address physical activity and nutrition issues in C
County, Essex, Frklin (& Hamilton) counties.

Networking to offering NAPSACC in Essex County to day care providers in underway

CATCH afterschool programs implemented Essex and Franklin counties;-dotnatsyg ski programs
implemented in afterschool programs; pedomet@ffered to afterschool programs through Eastern
Adirondack Healtitare Network



Established the Clinton County Action for Health Committee to address chronic disease
(tobacco/nutrition/physical activity/built environment) issues
Conducted several professial presentations/training on the MAPP/CHA process to encourage
collaboration
March of Dimes grant creates partnership between Planned Parenthood , MOMS Program & othe
stakeholdes in Franklin County to focus tneatment of pregnant smokers
Tobaco Free Alliance Forum & monthly calls fecdunty region coordinated by NCHHN
Educating Providers e Provided community agency training for staff participating in Kid Shape Program targeting familie
the community dealing with childhood obesity
e Proviced training for school nurses and agencies, and pediatric provider offices on proper way to \
and measure school age children using standardized methods and equipment
e Provided inservice to Essex County school nurses on importance of & methods #iniigt & tracking
BMI for students & adults
e The North Country Healthy Heart Network collaborated with providers to offer regular educational
opportunities for multilevel providers (MD, NP/PA, RN, LPN)
e Social Marketing Campaign2 y Qi . S { A fin§ ¢fféred!thdoggtiziut CEFrcaLinties
Promoting Conducted a three part television series on diabetes in otoduinty region
Selnitilive=cliies il o Established walking opportunities in the community and local school districts for student, staff anc
gereral public
Teaming Up for School Nutrition Conference offered for Essex, Franklin (& Hamilton) partners thr
Eat Well Play Hard
Farm to Schools Conference Offered to partners in Essex and Franklin counties
Social Marketing campaign for 1% or leskmith Stewarts & P.C. in CEFH counties
TV turnoff week campaigns in Franklin County
Billboards about healthcare tobacco free grounds policy in CEFH caunties

Strengthening
Individual Knowledge
& Skills



3. Population shift (aging population) in the region accomplishments:

Spectrum of

Prevention Level Accomplishments in Years 202D09

Educating Providers e Conducted community education on issues related to the aging population targeting the workforc
and area businesses
e Conducteda regional workshop related to aging issues to increase knowledge and understanding
the issues
Promoting e Fairs and other community gathering opportunities were used to begin introducing the concept ol
O lnlpliyA=6[ieEiilely - single point of entry
e Fairsand community gatheringsere used for educating community members as to the resources
available to them or family members or friends as they.age

Strengthening
Individual Knowledge



200820090urCommitment Continues

CommunityCollaboration

The tricounty region
already possessed a
proven track record for
working well withineach
county and across
borders.

The MAPP process allowed programs, agencies,
organizations and institutions in theregion the
opportunity to engage in partnershipshdat had not
existed previously  The level of communication,
interaction and sharing of limited resources, materials
and expertise was also enhancebhe greatest evidence
of this wa exhibited by the nutmer of joint grant
applications and the coordination and pooling of scarce
resources over the last several years.

Future Focus

This 20082009 Community Health Assessment and
update of the MAPP document provides the structure for
the tri-county MAPP @up to redefine priorities and
enable the continuation of the processThe success of
MAPP and the support and enthusiasm for the update to
be written and brought to the trcounty community is
almost palpable. The MAPP group understands the need
for the process to continue and for the impact to be
measurable on the health of our tcounty region.

\VH|

dinton
Franklin \YH|

@ Local Health Department
Hospital
@ H

\W/H|
Essex

\VH|

Tri-County Community Health Assessment
Update and Hospital Community Services Plan
Merge

The New York State Department of Health (NYSDOH) ir
collaboration with the Healthcare Association of New
York State (HANYSgquired the September 2009
Local Health Department Community Health
Assessment (CHApnd the Hospital Community
Services Plan (CSB® a merged process.

The MAPP Committee decided tomplete this one
comprehensivemerged document that includes the
tri-county Community Health Assessment Data, the
l2aLAGlIEAaQ /{ta IyR &aKlNB
group. These priorities will be the health initiatives for
the tri-county regon to work on over the next four
years. This document includes the data behind why
each priority was selected as well as narrative to help
describe the issue.




20102013 Our Priority Issues

Priority Selection Process

The 2008009 MAPP/CHESP process for priority
selection iluded the following

Data
Data collectionusing the NYS Prevention Agenda and other Data Collection
Community Health Assessment indicators by the L]
Data Collection & Needs Assessment Committees

(November 2008une 2009)

Selection of
Campilation and analysis of the Data by theNeeds 1st round of

Assessment and Data  Collecton  Committee IS

(November 2008)une 2009)

Selection of first round of prioritiesising a prioritization
matrix and strategy by the Leadership Committead
Hospital Peners (June 2009)

Selection of final prioritiedy sharingfirst round priorities
with the Full MAPP Committee for their input in the form of
focus groups. There were seven focus groups with
representatives from Clinton, Essex and Franklin counties.
Foas group information was reported back to the Full
MAPP Committee and then also compiled and reviewed
again by the Leadership and Needs Assessment
Committees.  These committees weighed the data and
focus group informationin order to come to group
consensisand select final prioritiefAugust 2009)

Selection of Final Priorities

For each priority, this document will describe the issuar, 20102013 Tri-County
vision and our strategy The Spectrum of Prevention,
described in detail in the following section, will be used to
describe how each priority ige will be strategically
addressed in 2012013. It is understood by MAPP partners
that each county will be allowed the flexibility and 1. Physical Activity/Nutrition (Chronic Disease
adaptability needed to accomph these visions based on

available resources and capacities.

(Clinton, Essex, Frankliiriorities

' o _ ' 2. Access to Quality Healthcare
It is anticipated thathe Full MAPP Committee will meeh

an ongoing basisto discuss updates and strategize for
success on these priorities.



The Spectrum of PreventiGRintoduction

TheSpectrum of Preventions a framework for addressing public health issues using seven strategies.
These strategies accounbrf the complexity of community health determinants and may be used to develop

comprehensive approaches to address issues. While using these strategies is not a new concept to health practitione
is using the framework that reminds us of the many lsvand mulititude of partners with whom we must conduct our
work in order to be effective in creating healthier comnitigs.

The following diagram offers a definition of the Spectrum of Prevention first developed by Larry Cohen, then Direc
of the Prevention Program on Contra Costa County Health Services, a Public Health Department in California, based c
work of Dr. Marshall Swift, and adapted for the use of this document.

Spectrum of PreventiorLevel Strategies

Influencing Policy
& Legisation

Mobilizing A relatively young concept, this includes meeting with with communiti
NETPIsIeligelels S8 to prioritize community concerns such as violence, unemployment an
Communities keeping families togetr, so that these needs may be addressed alon
with the health department goal

Changing
Organizational
Practices

Fost_ering Coalitions & expanded partnerships are vitapublic health movements
Coalitions & and can be powerful advocates for legislative and organizational chal

Networks From grassroots partners to governmental coalitions, all have the
potential to develop a comprehensive strategy for prevention.

Educating Providers have influence within their fields of expertise to transmit

Providers information, skills, and motivation to their colleagues, patients & clien

They can become frodine advocates for pubic health encouraging the
adoption of healthy behaviors, screegiffior risks and atbcating for
policies and legiation.

Promoting Community education goals include reaching the greatest number of
Community people possible with a message as well as mass media to shape the
Education public's understanding of hedltissues.

Strengthening
Individual
Knowledge &
SIS



The IssuePhysical activity and good nutrition are essential building blocks of preventive health and overall quality

life. Physicalinactivity/poor nutrition is the underlyingor actual causeof many chroniadiseasesand isthe fastest
growingareaof disease burdenuicly closing the gap on tobacgourrently ranked number 1)

The selection of Physical Activity/Nutrition (Chronic Diseas@gewedas importantfor preventive health and overall
guality of life as well athe preventionof chronic disease.

By selecting this as the priority it provilthe opportunity for health departments, hospitals and other partners to

further developand coordinatethe continuum of care (primary, secondary and tertiary prevenjiorLocal Health
Departments have accepted the role of leaders for this priority and will work to lpartherstogether to coordinate
an approactaddresing Physical Activity/Nutrition (Chronic Disease).

Our Vision:Communities in which people may live, work and play thalude built environments, social policies, and

coordinated organizational systems that support physical actigitypd nutrition andprimary, secondary and tdary
prevention of chronic diseases.

Our Strategy:The Spectrum of Preventioprovides a frarework for overall strategic initiatives that will move us
towards realization of our visionMore detailed collaborative efforts will be forthcoming as work progresses on this

priority area

Influencing Policy &
Legislation

Mobilizing
Neighborhoods &
Communities

Changing
Organizational
Practices

Fostering Coalitions &
Networks

Educating Providers

Promoting Communi
Education

Strengthening
Individual Knowledge
& Skills

Spectrum of Preventior StrategicActions for 2012013

Support NYS and local policy & legisitive actions that positively impacphysical
activity/nutrition.

Educate local policy makers on the impact of policies that invoplesical
activity/nutrition including but not limited to ommunity deggn and other built
environment efforts

Provide training forcommunity partners that supports built environment, policy, an
systems changes in areas of physical activity/nutrition.

Provide advocacy tming for partnersin areas of physical activity/nutrition to ga
additional ambassadot® support clanges within targeted communities/neighborhoods
Assist organizations seeking to devel@bysical activity/nutrition changes througt
environmental, policies or systemepordinated appoaches to systems as appropriate

Adapta coordinated approach tphysical activity/nutritionin the region that allows fol
primary, secondary and tertigr prevention of chronic disease througphysical
activity/nutrition.

Educate providers on ways to incorporate physical activity/nutrition promotion du
patient contacts and how to make referrals to appropriate community resources.
Promote existingphysical activity/nutritioropportunities within the community.

Conduct outreach and educational opporttias within the community that focus on th
importance ofphysical activity/nutritionas prevention mnagement of chronic disease.
Provide, support and/or coordinate efforts targeting indival skill building in the areas «
physical activity/nutritionand chronic disease management.



The IssueAccess to qality healthcare covers a range of issues including adequate health insurarei fdrysician
and other provider supply and dii#oution, and preventive diagnostic andhealthcaretreatment.

There are manyegional factors that impact access such agalugeography population density,educational and
employment opportunities, reégnal economics, transportatioand more. All of thee factors interact and impact
access to quality healthcane the region

Access to quality healthcare in turn determirfesalth outcomesrom preconception throughout life, aging and death.

By selecting this as a priority it provides the opportunity for hospitals, health departments and other partners to furth
develop and coordinate efforts to positiyempact the factorsand issues that comprise access to quality healthcare.
Hospitals have accepted the role of leaders for this priority and will work to Ipanpers togetherto coordinate an
approachfor Access to Quality Healthcare.

Our Vision: Communities in which pple have adequate access fquality preventive, diagnost and healthcare
treatment so that their needs may be met throughout their lifespan.

Our Strategy:

Spectrum of Preventior StrategicActions for 2012013
I SupportNYS and local policy & legislative actions that positively impact access to «
Legislation healthcare and/or regional factors that influence access.
Mobilizing Facilitate training and local efforts for communities to gain undersit@gadnd supportdr
Neighborhoods & medical homes, facilitateshsurance enrollment, and referrals to community resource:
Communities targeted high risk communities.
Changing Assist organizations to adopt policies that encourage a medical harsais emegency
Organizational visits to targets disparate populations in the community.
Practices
S cesiiinne 4 Work towards single point of entry and/or coordinated enrolliment assistance fo
Networks non-private insurance options.
Work towards a codtinated approach toaccess including the Medical Home Mot
project and other efforts that encourage systematic improvements in access to q
healthcare.
Develop referral networks for providers to community resources as @pfate to
encourage individual followp for preventive healthcare within the commuity.
Educating Providers  Educate providers omesources that encourage and asgisttients to find a medica
home and use the healthcare system as designed.
Provide data that identifies potential gaps and educate m@sources within the
community that will assist and support physicians to maintain patients in a medical h
Sielleiilpleeelpnipnltiplis; Promote existing access opportunities within the community.
Education Support and/or provideoutreach and educational opptunities within the community
that focus on the importance of medical home, preventive healthcare and approp
use of the healthcare system.
Strengthening Provide, support and/or coordinate efforts targeting indival ill building in the areas
[\ BEING (o[ Of access to healthcare including health insurance, providers (including encouragen
& Skills a medical home) and associated factors that influence access.
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NYS Prevention Agen&actions

Introduction to the NYS Prevention Agenda

The New York State Department dealth Prevention
Agenda provided local héalk RS LI NI YSy (i a
Y I N3lafa indicators to measure the health of each
county. The Prevention Agenda Objectives identified a
specific target measure for counties to meet or exceed.
The State provided eh county with the latest data
available for each indicatpdata points for New York
State and the US as comparable measures. The
Prevention Agendandicatorswill be used by the state
health department over the next four years to review
progress made orthe two to three ¢rategic issues
selected incounties, based on the data points provided.

In addition to the Prevention Agendmdicators the
tri-county health departments determined additional
data was needd for a comprehensive county/regional
data picture and to select the two to three strategic
health issues to be addressed for the next four years.
All data is portioned into sections of Prevention Agenda
indicators and additional Community Health
Assessment data and analysis is included under each
indicator area.

The Layout of This Report

This report includes a section for each NYS
Péeseitisn Agerfla/ (hditor and a section for
community profiledata. Within each section, a
figure was created for each indicator showing
Clinton, Essex and Franktiounties, New York State
(NYS) and Unite States (US) data and the
Prevention Agenda 2013 Objective. In instances
where the Healtly People 2010 Goal was used for
the Prevention Agenda 2013 Objective, the
symbol is used. A brief analysis for the distalso
provided. Some sections contain additional
Community Health Assessment Figures to more
O2YLX SGSte AftdadGNIriGS GKS

There are often multiple data sources for an
indicatorffigure; therefore each figure lists a
numerical (data) sowe. The data source will detail
the source for each section of data for the indicator
(counties, NYS, US). There are two sections of data
sources in this report; NYS Prevention Agenda Data
Sources and Community Health Assessment Data
Sources. Data souws are listed numerically in the
Data Sources portion of this report.

Additional data may be found by NYS Prevention
Agenda indicator in the AppendiData sources for
tables within the Appendix are only listed directly
under the table and not includedn the Data
Sources section of the document.

The Summary of Findings section (serving as a
GNBLR2 NI OFNRéV akKz2ga [ fAy
county comparisons to the NYS Prevention Agenda
Objectives, NYS and the US.

TheCommunity Profile sectioshows demgraphic
data and more that helps create a complete profile
of the region.
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Access to Quality Healthcare

Overview

The ercentages of adults (184) with health insurance fall slightly below national and state rates for all thrasties.
This represents aerious regional health conoe The variations in percentage among these counties also are significan
with Essex County showing the lowest percentage of covered adults.

The percentage of adults who have seen a health care provider routinely are regitmaaiyd numbers, as this the
information available. This level is close to both state and national rates (being slightly higher than the natiohal lev
Early stage diagnosis for breast and colorectal cancer are notably higher than state and national averages showing su

in detection of these diseases. Early stage diagnosis for prostate canebelall these rates however, providing an area
that requires further attention.

NYSPrevention Agenda Figures and Analysis

Figure 1 percent of Adults with Health Care Covera

100% MAE: M b, { tNBGSYyi(Az

80% —, .o . - e 5% - - The Percent of Adults with Health Care Coverhge
60% improved in each of the ttounties from the 2003
40% | I I E survey. Clinton(90.7%)and Essex(86.8%) counties
20% | have better coverag than NYS or the US. Franklin

0% County (85.0%) has the lowest percentage and falls

5 & g g § g g below the NYS and US.ome of the counties, NS or
o o o .
S 8 = < 1 P = the US reach the NYS Prevention Agenda 2013
< q) E— >- . .
by g 2 = z z = Objective of 100%.
o £ Source 1 & 23
* Thesedata are combined tri02 dzy i & Rl GF O2¢f
Behavioral Risk Factor Surveillance Survey.
Figure2 Percent of Adults with
Regular Health Care Provider
100%

9694 NYS Prevention Agenda Objective

80% . - o Clinton County(87.3%)shows the highest percent of

0% o ¥ Adults with Regular HedtCare Provider followed by
Essex85.0%)and Franklin(79.4%)counties.

40% Franklin County shows a lower percentage than NYS

20% and the US. ThEBercent of Adults with a Health Care

0% Provider in NYS has declined fr®85.0% in 2006 to

0
) 82.8% in 2008 Datawas notpreviously available for
the tri-county arean order to show a comparison

Clinton (2008)
Essex (2008
Franklin (2008)
NYS (2006)
NYS (2008
US (2006)

Source 1 & 23
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Figure 3

100%

Percent of Adults Who Have
Seen a Dentist in the Past yeal

Clinton County (74.4%) shows the high&stcent of
Adults Who Have Seen a Dentist in the tP¥sar

f(illlowed by Essex (71.5%) and Fran{@ia6%).
83%1 NYS Prevention Agenda jettive

80%

60% | 69.2%

( 71.8%

The percent dropped iNYS from 2006 to 2008. oNe
of the counties, NY or the U8ach the NYS Prevention
Agenda 2013 Obijective of 83%.

* Thesedata are combined tri02 dzy i & RF G O2f t
Behavioral Risk Factor Surveillance Survey.

All three counties have betterates of early stage
breast cancer diagnosis than NYS and the US, though
none reach the 2013 Objective of 80%.

80% BreastNYS Prevention Agenda Objective

65% CervicalNYS Prevention Agenda Objective

The rate of early stage cervical cancer diagnosis in
Clinton, Essex &ranklin counties was suppressed
there were less than 3 casesrpgear, though the NYS
Prevention Agenda Objective is shown at 65%.

40% —
20% —
0%
CEF Clinton Essex Franklin NYS NYS US (2006)
(2003)* (2008) (2008) (2008) (2006) (2008)
Source 1 & 23
Figure4 . .
9 Early Stage Cancer Diagnosis
Cervical & Breast
100%
80% 70.4% 74.8% 74.1% oo
4.0%
60%
40%
20%
0%
2 g 3 3 g
5 5 5 5 3
§ = 2 3
= i S
© s Source 2
FigureS  Early Stage Cancer Diagnosis: Colore
100%
80%
60% 51I% 51%

40%
20%

50%

Clinton and Franklin Counties have met the
Prevention Agenda Objective for early stage
colorectal cancer diagnosis for males aark just

above the obgectlve foboth sexesombined.
50% NYS Prevention Agenda Objective

0%

—
—

—

41%

40%

Clinton (20032005)

Essex (2002005)

Franklin (20022005)
NYS (2002005) ‘
US (19962003) ‘

L Essex County meets the 50% objective for men and
Female women.
Combined
Source 2
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Community Health Assessment Figuraisd Analysis

— This figure shows similar percentages of Clinton
QU percent of Residents Reporting Cancer Screenings by Test, (92.79%, Essex93.1%)and Franklir(88.8%)ounty
100 residents reporting having ever had a
mammographycompared to NYS (89.8%)
90 93.1 _ _
80 Clinton County (84%) shows the highest percent of
women reporting mammography in the past 2
70 years, followed by Essex County (8%.2and
60 Franklin count (77%) which matches the NYS
50 percent (77.99.
40 The percent of men han@ had a Prostate Specific
30 Antigen test in Clinton County (68.5%) matched
the percent in NYS. Those in Essex County%$7.4
20 > and Franklin County (624 were lower.
10 2
0 w Clinton County (79%) shows the tghest percent
had 6 had thot hag had g of residents reporting having a Sigmoidopyg or
% had Mammography% had Mammography? had Prostate Specifi® had Sigmoidoscopy 0
Ever (40 Years +) with past 2 Years (40 Antigen Test (40 Years or Colonoscopy (50 CoIorvmscopyfollowed by Essex Count‘y ‘\(75'5,/0)
Years+) +) Years§ource23| YR CNI yl1tAy /2dzyue oco
66%.
Figure? Physician Supply and Distribution in New York, 2006
Number of Active Patient Care Physcians per 100,000 Population by Re
350 =
ks
]
8
300 >
©
£
a
250 £
P
£ 3
200 o) E .
z %
IS » o ©
£ < § 2
150 a 3 ) B
e 5 8 8 g 2 < 8
© z 2 = S ‘S s} =
O N =] 9 = = @ =
100 —5 E 2 8 £ - gz &5 3 2
E st @ 3% o = £ 3 §&§ z &
a $ 3 3 & z =2 E » z £ B 3
z = — [as] T 0 4 Q = [) = = E=
50 5 = 5 § 2 £ % 5 £ § B 8 2 6
< = c =} ) > = ) S " = a
8 £ 8 g & & ° ° |8 o a7
8 26 8
0
North Country Regior NYS Source 24
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One of the greatest challenges to Access to Healthcare in tlw®drty region is physician supply. Tpreviouschart is
adapted fromthe report New York Physician Supply and Demand through 2030: Executive Sunamatlye Center for
Health Workforce Studies, School of Public Health, University at Albany. Other than General Surgery, the North Col
region shoveg significantly lower pysicians per capita across all specialties comparédketw York State.

The report also notes that between 2002 and 20€@& number of primary carghysicians per 100,000 grew in many
regions, though the North Country showed a 5% decline. The Northtt@awgion includes Clinton, Essex, Franklin,
Hamilton, Jefferson, Lewis and St. Lawrence countiékile not an indicator tracked in the NYS Prevention Agenda, it is &
strong indicator for access in the-tbunty community.

Other NYSpysician demograghs noted in the report included:

e 70% of active patient care physicians practicing in NYS in 2006 were male;

¢ the average female practicing was younger at 47.1 compared to male at 52.8;

e 70% were norHispanic Whites with underrepresented minorities (URBtEnprising 10% of the workforce while
URMs made up 35% of the NYS population;

e 38% were graduates of medical schools located in NYS;

e 36% were international graduates (IMGSs)

e 80% were certified by the nationally recogniz&aherican Board of Edicd Specidties of their principlespecialty.

Figure8  |h_State Retention of Physicians Figured Percentage of Residents/Fellows Reporting
2001 Compared to 2008 Confirmed Practice Plans in NY by Nativity anc
60% Medical School Location, 2008

100%

40%

- &
’ o
0% . . . IR

0% 1 1 1 1 1 J
Native NY NonNative Other US MG US IMG Foreign IMG
2001 2008
Source25 MG NY MG Source25

MG Medical Graduate IMG International Medical Graduate

A Resident Exit Survey completed by the Center for Health Workforce Studies, School of Public Health, Universi
Albany, State University of New Yarhlled Fewer Physicians are Staying in New York After Completing Traiming
released December 2008 sums up another access to quality health care issue. It notes that there has been a gr:
decline of physician retention from 53% in 2001 to 45% in 20Q8tive New Yorkers are the most liké®p%)to report
planning to practice in NYS after the qaletion of their training

The twomain reasons ded for leaving NYS were proxigito family (23%) and better jobs in desired locations outside
NYS (17%)When new physicians were asked to report alhreasons for leaving NYS, 50% indicated better salaries
offered outside NYS, followed by better jobs in more desirable locations outside of NYS (47%), cost of living in
(47%),proximity to family (37%), ther jobs in desired practice setting outside NYS (36%) among others.
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Additional Data Completedatafor this section may béoundas followsin the Appendix.

Community Health Assessment Dasad Analysis

Physician Supply and Distribution in New Y8006 Appendix Access Tablel Page62
In-StateRetention of Physicians, 2004.\2008 Appendix Access Table2 Page62
Percentage of Residents/Fellows Reporting Confirmed Practice

Plans in NY by Nativity and Medical School Location, 2008 Appendix Acess Table3 Page63
Medicaid Spendingy County Appendix Access Tableda, 4b Page63
Available Licensed Professionals Appendix Access Table5a, 5b Page64
Hospital Beds Available Appendix Access Table6 Page65
Nursing Home Bed&vailate Appendix Access Table7a, 7b Page65
Adult Living Facilities Appendix Access Table8a, 8b Page66
Psychiatric/Alcohol Fre8tanding Clinics Appendix Access Table9 Page66
Specialty Care Services in Hospitals Appendix Access Tablel0 Page67
Children WitliWithout Health Insurance Appendix Access Tablell Page68
Dentistsand Oral Health Providers Appendix Access Tablel2 Page69
Drug and Substance Abuse Facilities Appendix Access Tablel3 Page69
Number of Workers by Healthoe Setting Appendix Access Tablel4 Pager0
Change in the Number of Licensed Healthcare OccupationsAppendix Access Tablel5 Pagerl
Employments Projections for the Top Seven

Healthcare Growth Occupations Appendix Access Tablel6 Pager2
Registeed Nurse Vacancy and Turnover Rate Appendix Access Tablel7 Pager3
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Tobacco Use

Overview

The rate of cigeette smoking in adults iavailableonly at the tri-county level. At over 25%, these rates are substantially
higher than the Prevention 2013 agenda gaatsl, New York State and USvels. Perhaps most notably, this is more than
doublethe prevention agenda goal of 129 his shows an area that could be substantially improwét the aid of more
precise rates of smoking within counties

COPD hospitaktion rates showd somevariationacross the region. Both Clinton and Franklin Counties exckbd rates

of the NYSPreventionAgendaObjectivesand NYSand US rates. Essex County meets the Prevention QBjettivein this
area, but still shows hospilization rates that exceeNYS and UlBvels. These data mafpe impacted however,by county

of hospitalization which may be different from the county in which they live. Overall, this is an area that also could |
substantially improved.

Lung canceincidencealso exceed PreventioAgenda Objectiveand NYS and Ufates in all three counties. Thecidence
of lung cancer isnarkedly highercomparedto statewide and national statisticedicating a serious health issue for the
region. The incidene of lung canceamong males, particulgrlin Clinton and Franklin Countiesextremely highnearly
twice the concern

NYS Prevention Agenda Figures and Analysis

The percent ofdgarette Smoking inAdolescents was not

Figure 10 : P
° STEEE Off CIPEREi Smelang) [ AemiEss: available for Clinton, EsserdaFranklin counties.
100%
— New Ygrk State and. th.e US both exceed the NYS
Prevention Agenda Objective of 12%.
60%

Additional adolescent cigarette smoking data for Essex
40% County is available in the Appendix Tobacco Use
Community Health Assessment section.

20%
- 12% NYS Prevention Agenda Objective
0% NA

Clinton, Essex & NYS (2006; US (2005)
Franklin Source 3 | NA NotAvailable
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Figurell  Percent Cigarette Smoking in Adul

100%

80%

60%

40%

20%

Clinton County (19.8%) shows the lowest percent of
Cigarette Smoking in Adults followed by Essex County
(23.9%) and Franklin County (32.4%). Theadunty
region has higher rates than NYS (16.5%). The percen
in NYS rate has dropgdrom 18.2% in 2006 to 16.5% in
2008. The US perce(20.1%)s higher than NYS.

7
—25.3 (

CEF Clinton EssexFranklin NYS NYS US
(2003) (2008) (2008) (2008) (2006) (2008) 2006)

Source 1 & 23

0%

Figure 12 COPD Hospitalizations Among Adults 18+ Ye:
(Per 10,000)

100
80
60
40

1291 ngevéntion Agenda

* Thesedata are combined triO2 dzy i & RI GF O2f

Behavioral Risk Factor Surveillance Survey.

Clinton County stands out as showing a significant
variance from NYS and US rates. Franklin County alsc
exceeds NYS and US rates while Essex County fair
better than NYS rates and worse than US rates. None
of the counties meet the NYS Prevention Agenda
Objective of 31.

31.0 NYS Prevention Agenda
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Essex County exceeds andlinton and Franklin
Counties far exceed male rates found in NYS and the
US and all three counties are very far away from
reaching the N'S Prevention Agenda goal of 62

62.0* Male NYS Prevention Agenda Objective

41.0* FemaleNYS Prevention Agenda Objective

Figurel3 Lung Cancer Incidence (Per 100,0(
120
100
80
60 - 63 68 i 54 54
40 5
o x ol L —~
g, 2 g. g g
N~ o = =~ o N
c8 3 £8 8 7y
g« & % Q & )
(®) x i
2 * >
(7] P4
(1]
m Male Female Source 2

Tri:County female rates are closer to state and national
rates, though all three amties again exceed NYS and
US rates with Clinton County being most far off

followed by Franklin and then Essex.
* Rate ageadjusted to the 2000 US population.
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Community Health Assessment Figure and Analys

Figure 14 Percent of Currently Smoking Adults
in Clinton, Essex & Franklin Counties in years 2006, 2007, 2
100%
80%
60%
40%
0 22.5%
. Franklin 25.9% 21.8%

20% CIinton‘ 5 ﬂr;s >0 ] 16.5%

Essex 1220 13.7% 15.8%
0%

2006 2007 2008 Source26

Smoking rates according to a survey by the Adirondack Tobacco Free Network have gone up and down in Clinton,

and Franklin Counties in the last several years. Essex County, with the lowest average proportion of those reporting
currently snoke (13.9%), unfortunately shows an upward trend during this time. Franklin County exhibits the highe
overall rate of smoking (roughly oriarter of those surveyed say they currently smoke), but does appear on a trenc

toward fewer smokers.

Figure15  Essex County Youth Survey, 2007
Responses to Tobacco Use Questior
100%
80%
60%
e 51.50,54:6%
20%

The Esse County Youth Survey showed a higher
percent of adolescents smoking cigarettes daily in
Essex County (20.7%) than in NYS (11.8%) or the U
(13.4%).

12% NYS Prevention Agenda Objective

. 11.8%13.4% -64.6% 8.0%

% tried to quit % using chewing
smoking in past 12 tobacco on 1+

0%
% smoking daily

months days in past 30
days
m Essex (2007, NYS (2005) = US (2005)S ource 27

Note: The percents for NYS & the US in this figure are
taken from the survey and are not those frometiNYS
Prevention Agenda (NYS : 16,395 20.1%)
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Additional Data Complete data for this section may be found as follows in the Appendix.

Community Health Assessment Dasad Analysis
Amount of Cigarette Advertising Viewed at

Convenience Ste or Gas Station AppendixTobacco Tablel8 Pager4
Age of First Cigarette AppendixTobacco Tablel9 Pager4
Prevalence of Tobacco Use in Adults AppendixTobacco Table20 Pager5
Prevalence of Cigarette Use of Adults in NYS and US AppendixTobacco Table21 Pager5
Current Use of Other Tobacco Products by Type AppendixTobacco Table22 Pager6
Tobacco Alternative Use Due to Smoking Restrictions AppendixTobacco Table23 Pager7
% of Tobacco Users in MOMS Program (Z00%/) AppendixTabacco Table24 Pager7
Essex County Youth Survey AppendixTobacco Table25 Pager7
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Healthy Mothers/Babies/Children

Overview

Rates ofirst-trimester prenatal care and loweight births in the trcounty region were equal to drigherthan the rest of
New York State and the @houghnone of thetri-counties met the Prevention Agenda 200Bjective(90% in this area

ThePreventionAgenda 2013arget for teen pregnancywomen aged 187 years)s 28 per 1,000With rates ranging from
10 per 1,000 in EsséXountyto 23 per 1,0® in FranklinCounty the tri-county area wasvell below state and national
levels,and met thePreventionAgenda 2013bjective

Particular areas foconcern for tke region include lead screening (in Essex and Franklin Counties) and tooth decay.
these measurescountiesfall belowstate and national figuresand do not meet the ReventionObjective.In 2004 Clinton
Countydisplayed the highest rate of thirgrade tooth decay(75%), which was nearly 40% higher than the national and
state averages Rates oflead screeningn Essex and Franklin Countigsre 20% to 50% lower than Clinton County and
New York State.

Infant mortality rates (7 per 1,000 live birthsjvere significantlyhigher than Essex and Franklin Counties (5.4 and 5.9,
respectively) andNYS (5.8), ansimilar to the national averagé.@ per 1,000 All counties experienced infant mortality
rateshigher than the Prevention Agenda 20DBjective of 4.5 per 1,000.

NYS Prevention Agenda Figures and Analysis

Figure 16 percent of Early Prenatal Care (1st Trimest

100% hrE: M b, { tNB@SydGAz2

80%
60% With the Prevention Agend@bijective set at 90%, none
40% of the tri-counties, NYS or the US meet this yet.
20%
0% Clinton Countyhas a percentage of 87.7%, bettian

the US(83.9%), while Essex County falls next in line at
78.1% and Franklin County and NYS percentages bott
equaling 74.9%

US (2005)

Clinton (20042006)
Essex (2002006)
Franklin (20042006)
NYS (200£2006)

Source 5

Figurel?7 i i i
RS HEY s s (S g el As this figure illustrates, all three counties have a higher
100% percentage of low birthweight khs than NYS or the

. US;none of the counties have attained the Prevention
0 Agenda Objective of 5%.
60%
40%
20%
0% :m %} W ﬂ W_ 591 bPrevéntionagenda Objective
0

Clinton (2004 Essex (2004 Franklin ~ NYS (2004 US (2005)
2006) 2006) (2004-2006) 2006)

Source 5 2 1




Figurel8

Infant Mortality (per 1,000 live births
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Essex County reports the lowest infant naditty rates
(5.4) followed by Franklin (5.9) and Clinton (7.®l
three counties are higher than the Prevention Agenda
Objective (4.5).

~Fewer than 20 events in the numerator; rate is unstable.

90% NYS Prevention Agenda Objective

Figure 19 Increase % of 2 Year Old Children
who Receive Recommended Vaccines
(4 DTaP, 3 Polio, 3 Hib, 3 HepB)
100%
80%
60%
40%
20%
NA NA NA
0% = P
) ) © <
§ g S 2 8
£ 4 5 <
O i
Source 7

Figure 20 pgarcent of Children with at Least One Lea

100%

Screening by Age 36 Months

Data was not provided for this Figuby NYS.

NANot Available

96% NYS Prevention Agenda Objective
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This indicatorvaries considerably by county and a
percentage is not provided for the US. Clinton County
and NYS both show rates of 82.8% closing in on the
Prevention Agenda Objective of 96%. However Essex
County at 59.1% andfranklin County at 44.3% are
substantially below these percentages.
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Thereis a wide variance among the percentages of
tooth decay reported in "8 Grade Children among the
TriCounty Region. Clinton County has the highest
percentage at 74.8%, followed Wyanklin County at

67.8% andEssex County at 60%.
nw> “ b, { tNBGSyilGA

Figure 21 preyalence of Tooth Decay in 3rd Grade Child
100%
80%
60%
40%
20%
0% = o
I < S <
g - g g g
5 &3 s 2 3
c 71 = z
5 g 5
- Source 9

All three counties have higher percentages than NYS
and the US andione achieve the Prevention Agenda
Objective of 42%.

Figure22 Pregnancy Rate Among Females Aged1¥ears
(per 1,000)

50
40
30
20

10
Oj-.

US (2002)

Clinton (20042006)
Essex (Essex &
Hamilton 20042006
Franklin (2002006
NYS (2002006)

Source 10

B8

The pregnancy raten the tri-county region s less
than NYS or US rase Each of the tricounties féls
below the Prevention Agendabj&ctive of 28

28.0 NYS Prevention Agenda Objective

984SE /2dzyieQa NIGS A& N
with Hamilton County and is the lowest at 10.5
followed by Clinton County at 18dhd then Franklin
County at 23.2
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Community Health Assessment Data and Analysis

Figure23
Pregnancy Rate (per 1,000) Women Agela5
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Figure24 Low Birth Weight (< 2500 grams) Ratt
(per 100 births)
15
10
e —
5 R.,\v
0
2002 2003 2004 2005 2006
—o—Clinton ——Essex/Hamilton Franklin =<=NYS
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Prenatal Care 1st Trimester Rate

Figure25
(per 100)
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Pregnhancy among young women {18 years of
age) was highest in Franklin County during each of
the years surveyed, peaking in 2006 at a rate of 56.1
per 1,000 women in this age range. Essex/Hamilton
County was alonan showing consistently falling
teen pregnancy rates for this age group. Clinton
County rates hovered around 37 per 1,000.

The proportion of lowbirth-weight babies (<25D
grams) was generally in the M0 range across the
region. Franklin Countyyith the most low birth
weight babies gverage of 8.2/@0 in years 2002
2006 of live births) increased from @100 in 2004
to a peak of 97100 in the last year of this survey,
2006.

Prenatal care during thdirst trimester was most
consistentin dinton County (86.4, 90.3/100 of live
births), with Franklin County &ibiting the lowest
rates (7.4 - 79.8/100). Notably, all counties had
their lowest rate of prenatal care during the last
year of this survey, 2006.
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Figure 26 Percent of WIC Mothers

Breastfeeding at 6 Months

50% pE: M b, { tNBJSyilAz2

40%

30% Thisdata is collected ithe NYS Prevention Agenda
20% under the Physical Activity/Nutrition section. In this
10%

document it is included in both sections as it seems
appropriate under Healthy Mothers, Babies &
Children section as well.

0%

US (2005) H

All three counties fall below the NYS and US
percents and the NYS Prevention Agenda Objective
Source 11 | of 50%.

Clinton (20042006)
Essex (2002006)
Franklin (20042006)
NYS (2002006)

Additional Data Complete data for this section may be found as follows in the Appendix.

Community Health Assessment Datad Analysis
Prenatal Health Indicators 202006

Clinton County AppendixHealthy Mothers, Babie§hildren  Table26a Pager8
Essex (and Hamilton combined) AppendixHealthy Mothers, Babies, Children Table26b Pager8
Franklin County AppendixHealthy Mothers, Babies, Children Table26¢ Pager9

Clinton andessex MOMS
(Maternal Obstetric Medicaid Services)

Statistics 2002007 AppendixHealthy Mothers, Babies, Children Table27 Page30
Clinton County 2002007

Newborn/Postpartum Visits AppendixHealthy Mothers, Babies, Children Table28a Page81
Essex County 20507

MOMS and Newborn/Postpartum Visits

AppendixHealthy Mothers, Babies, Children Table28b Page81

School Immunization, Day Care Survey

Percent Immunized AppendixHealthy Mothers, Babies, Children Tables29a,29% PageB2
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Physical Activity/Nutrition

Overview

The data collected to measure overweight and obese children is limited. Téwmutrty data for children enrolled in the
WIC (Women, Infants and Children) Program for each county show similar percentages of obese chidnepaasd to
NYS and the US, though all exceed the NY@&PRtien Agenda. Height, weighttnd BMI data for children (and adults)
resides with the medical home of the individualurrently it is difficult to collect reliable data at a community level in
order to gauge the percentages of overweight and obese populations within the region.

Schmls began collecting BMI dataselected districts throughout the state in the 208008 school yearStarting the fall

of 2009 school data will be required to mubmitted to NYS. HIs data will be valuable in trackirigis measure of health
for children. Adult data providednd illustrated here is selreported. Fiture data may be available that is actual data
numbers provided by practices and these would pRo& | Y2NB Of SI NJ LIAOGdz2NE 27
overweight and obese.

Contributing factors including consumption of fruits and vegetables and participation in leisure time activities seem to
similar in the trilakes region as to NYS and th8.U

NYS Prevention Agenda Figures and Analysis

The percentof obese2-4 yearold WICchildren in the

Figure 27 . . . . .
Percent of Obese Children by Grade Leve tri-county region is above the Prevention Agenda
(BZMI for age >95th percerrlmlc-f) Objective of 11.6%with the percentin Essex County
-4 Years (WIC) (Preschool) (16%) being théighest
100%
80%
60%
0,
‘21802 13:2% aO% gg% ;2% 2"_ 11.6% NYS Prevention Agenda Objective
0% :-i 3 - _ < Clinton (13.2%) and Hiklin (13.9%) countiehave
8 S - 8 S ] lower percentagesthan NYS(15.2%) and the US
=g s g g o 14.8%)
§8 3% £8 & 3 =
- z Source 11
Figure 28 Percent of Obese Children by Grade Leve This data is Currently unavailablé.ocal school district
(BMI for age >95th percentile) .aL RIuUulF Aa OdzZNNbByute 0SA
Grades: K, 2, 4,7, 10 Required BMI data will begin by all schools ie thll of
100% 2009.
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Figure29 Percent of Adults who are Obese (BMI >:
100%
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The percent of Adults who are Obesehigher in the
tri-county area than in NYS or the US. Franklin County
(33.9%) has the highest percent followed by Clinton
County (32.6%) and Essex County (26.6%). The percer
in NYS increased from 2006 from 22.9% to 23.6%. The
USpercentis 25.26. None of the counties, NYS or the
USmeet the Prevention Agenda Obijective set at 15%.

ngevéntion Agenda
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NYS  NYS US (2006)

(2006)  (2008)
Source 1 & 23
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Essex Franklin
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CEF
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Figure 30  pPercent of Adults Engaged in Some Type
Leisure Time Activity

159

* Thesedata are combined tricounty data cobB OG SR o0&
Behavioral Riskd€tor Survdiance Survey.

The percent of Aduls Engaged in Some Type of Leisure
Time Activity in the trcounty region exceeds the NYS
Prevention Agenda Objective (80%).

U b, { tNB@Syilaz,

The percent in NYS has increased from 74.0% in 200€
to 77.3% in 2008). The percent hetUS is 77.4%.

* Thesedata are combined tricounty data cob OU SR
Behavioral Riskd€tor Surveillance Survey.

oe

The percent of Adults Eating 5 or More Fruits or
Vegetables Per Day is highest in Essex County (32.6%
just below the NYS Previion Agenda Objective of
33%). The percent in NYS dropped from 27.4% in 2007

to 26.7% in 2008).
33% NYS Prevention Agenda Objective
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(2003)* (2008) (2008) (2008) (2006) (2008)
Source 1 & 23
Figure 31 Percent of Adults Eating 5 or More
Fruits or Vegetables Per Day
100%
80%
60%
40%
g w &
24.4% o o 27.4% o o
- [ [ 1 ; 3
CEF Clinton Essex Franklin NYS NYS US (2005)
(2003)* (2008) (2008) (2008) (2007) (2008)

Source 1 & 23

‘‘‘‘ 0@
Behavioral Riska€tor Surveillance Survey.
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100%

Figure 32

Percent of WIC Mothers
Breastfeeding at 6 Months
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Community Health AssessmeRiguresand Analysis

Figure33

100%

Essex County Youth Survey, 2007
Responses to Weight Questions (Percen

80%

60%

40%

48.4% —SEEeo8—

33.3%
N ] 1 | ] ]
0%

% that seldescribe % trying to lose weight
themselves as overweight

m Essex (2007, NYS (2005) = US (2005) g, rcen7

Clinton County has the lowest percentagé WIC
mothers breastfeeding at 6 months (17.8%), followed
by Franklin County (21.1%) and Essex County (24.0%)
All three counties haveolver percentages than NYS
(38.6%) and the US (2443, though none reach the
NYS Prevention Agenda Objective of 50%.

There was a lower percent of adolescents in Essex
County (27.6%) that seffescribed themselves as
overweight compared to NYS (33.3%) or the US
(31.5%).

A lower percent of Essex Couni#2%)adolescents
reported trying to lose weighthan NYS (48.4%) and
the US (45.6%).
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Figure 34

Clinton County, Childhood Weight

Collection Project, 2006

At Risk & Overweight (Agesl®) Compared to the US

100%

80%

60%

36%

40%

v, I i l
0%

At Risk Overweight
m ClintonFemales ClintonrMales = USFemale

& Male
Source 39

Figure 35 Clinton County , Childhood Weight
Collection Project, 2006
Weight Categories, Girls & Boys (Agedp
100%
80%
60%
40% _ e
54.4 57.1
20% _ —_—
0% 2.2 1.6
Girls (219) Boys (219)
m Under Weight  Normal Weight = At-Risk/Overweight

Source 39

Twenty percent of females and 19% of males are at risk
of overweight based on body mass index (BMI)
measurements

National comparison not made for A&isk.

According to data ghaered for children between the
ages of 219 years of age, both sexes combined (45%)
exceed the national average (36%) for overweight.

A total of 43.4% of girls (29) and 41.3% of boys-(®)

in Clinton County are ARisk or Overweighbased on
body mass index (BMI) measurementsThere are
54.4% of girls 9 years) that are Normal Weight;
2.2% of girls are Under Weight. There are 57.1% of
boys (219 years) that are Normal Weight; 1.6% of boys
are Under Weight.

Additional Data Complete dga for this section may be found as follows in the Appendix.

CommunityHealth Assessment Data and Ayals
Percent Engaging in Physical Activity
at Least Once per Month
Overweightthildren byPopulation
Group and year (200@002)with comparison to
Ovemveight thildren Enrolled in WIC (2002006)
Weekly Physical Activities of Children
Essex County Youth Survey Results

AppendixPhysical Activity/Nutrition Table30 PageB3
AppendixPhysical Activity/Nutrition Table31 PageB3
AppendixPhysical Activity/Nutrition Table32 Pageg4
AppendixPhysical Activity/Nutrition Table33 Pageg4
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Unintentional Injury

Overview

While unintentional injury mortality rates for the three countifsl belownational figuresthey exceed\NYSevels and far
exceed the preventin 2013 goal.Hospitalizationrates for all three counties fdllelow NY Sevels howeverall exceed the
prevention 2013 goal.

Fatalities resulting from wtor vehicle crashem all three counties exceddSrates(with the exception of Clinton County)
This is a notable concern as the region appears t@xfaeed the NYS Prevention Agenda targ€he rural nature of the

region, heavily dependent on private vehicles and traveling long distanceofiomuting may play arole in these high
findings

Pedestrian ifury hospitalization rates are very low throughout the-¢dunty region and are thus emeliable Given the
rural nature of the region, residents aleavily dependent on motor vehicldsr travel. Rdestrianactivity therefore is
minimal canpared to other more developed communities. Thus low pedestrian injury hospitalization statistics may be
indication of overall fewer pedestrians rather than, for example, increased pedestrian awareness and progress
pedestrian safety lawsln generd, fostering walkable communities is important for thedgunty region.

Clinton Countyexperiencedall-related hospitalizations foadults aged 65 or oldehat exceed state an@revention 2013
Agenda targetates. Essex and Franklin Counggperiencefall-related hospitalizations in this age group below stateavid
rates, but also fail to meet Preventidkgenda2013 Objective It should be noted thadt least some of the variation in fall
related hospitalizations between the countiesay be due tohe location of the hospital where patients are treated, and
not necessarily their county of residence. Clinton County has by far the largest hospital, which provides some reasol
its higher hospitalization rates for a factor such as falls of 65 yédass p

NYS Prevention Agenda Figures and Analysis

Figure 36 . ) ) . Tri-county mortality rates from unintential injuries are
Unintentional Injury Mortality Rate less than the national average but are signifiantly
(per 100,000) .
higher than NYS averages.
50.0
40.0
30.0
20.0 MT®M W b, { t NB@Syid)
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0.0 -
. & i 2
— © —~ o ~
o 3 £ o
: = z
u Source 13
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Figure 37 Unintentional Injury Hospitalizations

None of the tricounties meet the NYS Prevention
Agenda Objective rate of 44.5/10,000 for Unintentional
Injury Hospitalizations.

44.5* NYS Prevention Agenda Objective
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Unintentional Injury Hospitalization rates are very
similar throughout the trcounty region and NYS with
the lowest rate being in Essex County (55.1). A rate for
the US was roavailable.

* Ageadjusted to the 2000 US population.NA Not Available

Figure 38 Motor Vehicle Related Motality

Essex County has the highest rate of motor vehicle
related mortality (19.0) followed by Franklin County
(17.0) both of which are more than twice the rate of
NYS (7.7).

5.8* NYS Prevention Agenda Objective

(per 100,000)
30.0
20.0
. I l =
0.0 .
Sx S S x § 8
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[8) 5 B 0
7 z
i

Source 13

Clinton County (10.3) still exceeds the NYS rate (7.7)
but is lower than Essex and Franklin and none of the
tri-counties meet the NYS Prevention Agenda Objective
of 5.8.

* Age-adjusted to the 2000 US population.

Pedestrian hospitalizations are extremedylin the tri
county region. All three counties are doing better than
the NYS Prevention Agenda Objective of 1.5. A rate
was not available for the US.

1.5* NYS Prevention Agenda Objective

Figure 39 Pedestrian Injury Hospitalizations
(per 10,000)
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~ Fewer than 20 events in the numerator; rate is unstable.

* Age-adjusted to the 2000 US population.NA Not Available
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None of the tricounties or NYS meets the NYS
Prevention Agenda Objective rate of 155.0. Franklin
County is the closest at 168.9 followed by Essex
County at 195.3 and Clinton County at 208.7.

155.0 NYS Prevention Agenda Objective

Figure 40 ol Related Hospitalizations Age 65+ Yee
(per 10,000)
250.0
200.0
150.0
100.0
50.0 NA
0.0
i 0§ & § ¢
NG = a0 g
c 8 S £8 I
G 3 £ >
i Source 15

Community Health Assessment Figures and Analysis

A rate for the US was not available.

NA Not Available

Figure41 AlcohotRelated Motor Vehicle Acciderats
70
60
21 |
50 . -
40 21 28
2 2
_ 3 | | ]
30 N ol
20 — 38 30 —— 39 —— —
29 27 3l 29
10 — 15 ——— — —
Clinton Clinton Clinton | Essex 2005Essex 200€Essex 2007 Franklin  Franklin Franklin
2005 2006 2007 2005 2006 2007
u Fatal Non-Fatal Personal Injury = Reportable Property Damag Source 28

* |t is important to note that not all of the data for 208807 are strictly comparable. Changes in data collection and reporting that began during
2006 with respect to property daage accidents have resulted in more accidents being reported each year on the statewide Accident Informatic
System (AIS) maintained by the NYS Department of Motor Vehicles, and thus an increase in the total number of accideras daatayrelated to

fatal accidents and to persons killed or injured are comparable and these data have not been affected by the DMV changes.

Totaland percentages of NYS accidents are repoftecdomparisons to NYSThe tricountyregion had a range
of .4%.7% of NYS adints in years 2002007.
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. L . . Driving while intoxicated ratedecreased in Clinton and
Figure42  Driving While Intoxicated Arrests Rate Per 10,0C F klg fies: i din E Countv: th
Youth Ages 180 ranklin counties; increased in Essex County; there was

not a 2006 rate available for NYS.
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60 ._>$
40 e —
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0
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== Clinton —@—Essex ——Franklin =¢=NYS
Source 2¢
' Motor vehicle crashes ar average) for those ages
Figure43  Motor Vehicle Crashes:Bear Average e ge) g
Rate per 100,000 Ages P38 15-24 dropped fromil9992001 to 20032005.
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—— Clinton Mortality —#i—Essex Mortality
~—Franklin Mortality=><=NYS Mortlity Source 28

Additional Data Complete data for this section may be found as follows in the Appendix.

Community Health Assessment Data and Analysis
(2005-2007)AlcohcRelated Accidents:

Clinton, Essex & Franklin County* AppendixUnintentional Injury Table34 Pag&5
Injury Death Rates, by Cause,

Age Adjusted per 100,000 AppendixUnintentional Injury Table35a, b Page86
Driving While Intoxicated Arrests Rate per 10,000

Youth Ages 120 Appendix Unintentionainjury Table36 PageB8
Motor Vehicle Crashes:8ear Average

Rate per 100,000 Ages-P3 Appendix Unintentional Injury Table37 Page88
Youth Mortality in Motor Vehicle Crashes AppendixUnintentional Injury Table38 Paged8
Total Number Redisred Reports of

Child Abuse Cases by County and State AppendixUnintentional Injury Table39 PageB9
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Healthy Environment

Overview

The ncidence ofelevated blood lead levels from 2003 through 2005 in children under the age of 6 exceed the New Y
State levels in lathree counties and did not medhe Prevention 2013 Agendarget. Elevated blood lead levels for

persons sixteen years and older in thedounty region did not meet the 2013 Prevention Agenda goal of zero. They
were, however, lower when compared the NYS figures.

Asthmarelated hospitalizationin the TriCounty region in general were less than the Prevention Agenda Objective. Tt
exception was Franklin County residents aged® | yR (2 t SaaSNJ SEGSYy G [ f-felgfied? y
hospitalizations. NYS figures for total asthmkated hospitalizations were significantly higher than theQaunty region
(twice that of Clinton, three times that of Franklin, and over five times that of Essex).

Work-related hospitalizationgn NYS oerall and Franklin County exceed the Prevention Agenda 2013 Objebtivelata
were available at the national level. Franklimunty has a high density of agricultural employment, which may account for
at least some of these findingdt is an area foluture surveillance and intervention activities in the-County region.

NYS Prevention Agenda Figures and Analysis

Figure 44 |- idence of Children <72 Months with Clint_on County (0.7) h_as th_e lowest incidence of.
Confirmed Blood Lead Level >=>gl confirmed blood levels in children followed by Franklin
(per 100 children tested) (1.2) and Essex1.3) that _matches the NY&L.3) rate_.
The US rate was not available. None of the counties or
2 NYSreachesthe NYS Prevention Agenda Objective rate
3 of 0.0.
2
1 A A
5 m- B -A NA 00« b, { tNBOSY(GA2Y |
3] o wn O
% = éﬁv‘ § i § g E g
= 58 £8 gsfg
£ a ER - NA Not Available
© - & €a ~ Fewer than 20 events in the numerator; rate is unstable
Source 14
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Figure45

Asthma Related Hospitalizations (per 10,0(

9484SE |/ 2 dzyedlade@hiospitabizitisny are tind
lowest of all three counties for both totéb.6)and youth
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Figure46

Work Related Hospitalizations

(per 10,000 employed persons aged 16+ year
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Clinton (20042006)
Essex (2002006)

16.7* Total- NYS Prevention Agenda Objective

I tAYy G2y | Fdzy idtal; (4.8 yNdthirs dwe
than NYY31.5 total; 16 youth) CNJ y' 1 f A yotal 2 d
rates(9.3)are lower than NY&1.5)though their youth
rates 20.2) exceed NY$16). Essex County meets the
NYS Prevention Agenda for toetd youth; Clinton does
not meet the Objectivefor total and meets youth;

Franklin meetsotal anddoesnot for youth.
~ Fewer than 20 events in the nenator; rate is unstable.
* Rate ageadjusted to the 2000 US population.

CARyil2y [ 2 di/viok @dated\dogpifalizations
are the lowest (4.0) followed by Essex County (11.5)
both reach the NYS Prevention Agenda Objective.
Franklin County(20.2 exceeds the Objective and
surpasses the NYS rate as well.rate for the US was

not available.
11.5NYS Prevention Agenda Objective

o
Z
>

us

Franklin (20042006)
NYS (2002006)

Source 14

Figure 47

Elevated Blood Lead Levels (>2fdl)
per 100,000 employed persons aged 16+ yea

T ot O e G
(ofolololololololotata)

NA NA

NA Not Available

The rate for Clinton County was suppresseztduse
there were so few casesnd Essex5.6) and Franklin
(4.7)counties and NY.0)exceed the NYS Prevention
Agenda ObjectivéD.0)for this indicator.

n ® NY¥S Prevention Agenda Objective

us

Clinton (20042006)s
Essex (2002006)~
Franklin (20042006)~
NYS (2002006)

Source 14

NA Not Available
s Suppressed (percent could not be calculated, fewer than 3 cases
per year).
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Appendix Section Data Complete data for this section may be found as follawthe Appendix.

Community Health Assessment Data and Analysis
Northeast Region Asthma (Aged. D)

Discharge Rate per 10,000 AppendixHealthy Environment
Northeast Region Asthma (Aged %)

Discharge Rate per 100,000 AppendixHealthy Environment
Northeast Region Otitis Media (Age4)

Discharge Rate per 100,000 AppendixHealthy Environment

Prevalence of Confirmed Elevated

Blood Lead Levels, Among Children

Teded Before 6 Years of Age AppendixHealthy Environment
FluoridatedWater Supplies per County (2006)

In Comparison to %%Grade Children

with Dental Caries (2062004) AppendixHealthy Environment

Table40 Paged0
Table4l Paged0

Tabled2a, £b Pagedl

Table43a, 43b Paged2

Table44 Paged3
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Chronic Disease

Overview

The region was near the Prevention Agenda 2013 objective in all areas of chronic disease with the exception of stroke
mortality and mortality from colorectal cancer, where incidence ranged as high as twice the 2013 Objective. Generally
speakim, the region fared well compared to NYS and the US, though stroke mortality was exceptionally high in Clinton
Essex counties.

Diabetes prevalence among adults in 2003 was lower in theotrinty region than the state or nation but still higher than
the Prevention Agenda 2013 objective. These data are available onkcdutriy aggregate form.

Hospitalizations for shoierm diabetes complications among children agek/6occurred at a rate in Clinton County that
was lower than anywhere else, andMer than the Prevention Agenda 2013 Objective. Essex County and in particular
Franklin County rates for shererm diabetes complications among children were higher than the Prevention Agenda 201
Objective. Among adults eighteen years and older, hosgatiadns for shorterm diabetes complications were highest in
Franklin County.

Hospitalizations for coronary heart disease were higher statewide than in this region, with Clinton County showing the
highest incidence in the region. Only Essex County nmkeetBrevention Agenda 2013 Objective on this measure. Tri
County hospitalization rates for congestive heart failure did not meet the Prevention Agenda 2013 Objective, however
were lower than the statewide and US levels. Franklin County experiencedytieshrates of congestive heart failure
hospitalizations in the region.

Cerebrovascular disease mortality rates were highest in Clinton and Essex Counties, which were similar to national lev
and lower in Franklin County, which was comparable to NY Btatés. All exceeded the Prevention Agenda 2013
Objectives.

Reduction of cancer mortality was comparable in the region, state, nation, and NYS Prevention Objective.

NYS Prevention Agenda Figures and Analysis

The Diabetes Prevalence in Adults in the-ddunty

BNERE Diabetes Prevalence in Adull
region is higher than in NYS and has risen since the las
L survey. Essex County shows the highest percentage
£ (11.3%) followed by Franklin (9.9%) and Clinton (9.0%)
60% counties The NYS percentage increased from 7.6% in
40% 2006 to 9.7% in 2008.
L S’ (6% St LY l7wnysP ion Agenda Objecti
% : - : [ : : : : : ; 7% revention Agenda Objective
T s = 2 § 8 @
s g g 8 8 g s : _ .
& S & S QY S g The N'% Prevention Agenda Objective of 5.7% is not met
o x n 0 . .
o s e £ > > 8 by the tricounties, NYS or the US
c E &4 3§ < =
© = Source 1 & 23| * Thesedata are combined triO2 dzy i & RI G O2¢ f ¢

Behavioral Risk Factor Surveillance Survey.
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~ Fewer than 20 events in the numerator; rate is unstable.

Figure50  Coronary Heart Disease Hospitalization Rai
(per 10,000)
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Caebrovascular(Sroke) DiseaseMortality rates are

Cerebrovascular (Stroke) Disease Mortality Ra | the highestin Essex County (48.8)llowed by Clinton
(per 100,000) (45.9) and Franklin (30.2punties All three counties

50.0 are higher than the NYS rate (30.5) and do not meet

40.0 the NYS Prevention Agenda Objective rate (24.0).
30.0 . -
24.0* NYSrevention Agenda Objective
20.0
10.0
0.0

Source 13

Figure 52

NYS (2002006)*
US (2005)*

Clinton (20042006)*
Essex (2002006)*
Franklin (20042006)*

* Rate ageadjusted to 2000 US population.

Figure 53 Reduce Cancer Mortality (per 100,000) Rat
Breast (Female)

30.0
20.0 H M ® o F Prevéntiof Agenda Objective
All three counties meet the NYS Prevention Agenda
L0 . Objective for Breast Cancer Mortality rates (21.3) with
0.0 Essex County having the lowest rate (15.2) followed
g & g 5 2 by Cliton (17.4) and Franklin (20.5).
g8 §E R 8 038
° - T 2 * Rat djusted to the 2000 US lati
ki Z T ate ageadjusted to the population.
Figure 54 _ All three Couties, NYS and US rates aienilar and
Reduce Cancer Mortality (per 100,000) Rat slightly above the NYS Prevention Agenda Objective
Cervical
of 2.0.
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Essex County has the highest Colorectal Cancer
mortality rate (27.8) followed by Franklin (21,8)
Clinton (20.1), NYS (19.1) and the US (18.0). None ot

Figure 55 Reduce Cancer Mortality (per 100,000) Rat
Colorectal
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the tri-counties, state or the USneets the NYS
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Community Health Assessment Figures and Analysis

The followng two figures show 2007 Selected Causes of Death (&gx Adjusted) by county and state. They provide a
visual of the levebf impact of these indicators on the health of the region. Cardiovascular Disease and Cancers will tl
be examined further adiese are the two causes of death with the greatest impact in the region and NYS.

Figure 56a 2007 AgeSex Adjusted Death Rates by County and Selected Causes of C
per 100,000 Population
250
200
1859198.9
183.7 :
150 176.1
100 o 5% =
e g = s a ¥
C < £ 9 £ o c 4 8 o
o . | 2 5 2 5t = —
() = [7) S 50.4
7] o] % o 41.5 37.7
= 28.5
0 A § i T I
Diseases of the Hear Malignant Neoplasms (Cance Cerebrovascular (Stroke) COPD (Chronic Obstructive
Disease Pulmonary Disease)
Source 30

Certain causes of death occurred at considerdbgher rates in the ClintorEssexranklin County region than in NYS:
malignant neoplasms (cancer); cerebrovascular diseasd chronic obstructive pulmonary disease (COPDBRuses of
death that werelessfrequent in this region include diseases of the heart, A(B& included in this diagram)and
homicide/legal intervention(also not included in this diagramihe latter two being exceedingly rareCerebrovascular
(stroke) disease was  substantially more common in Essex County than elsewhere
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Figure56b 2007 AgeSex Adjusted Death Rates by County and Selected Causes of C
per 100,000 Population
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Franklin County stood apart in its rate of death from accidents and from cirrhosis of the Fvanklin County accidental
deathrate was markedlyower than the rest of the trcounty region and NYS, while its rate of death from cirrhosis of the
liver washigherthan the other counties and state by 100% or more. In Clinton County, death from pneumonia was mc
common in the regio and more common than found statewidelotal accidents were substantially more common in
Essex County than elsewhere, while diabetes mellitus was mardesdlyommon (onethird to one-half the other rates)n

Essex County

Cardiovascular Diseasegtires and Analysis

Figure 57 Cardiovascular Disease Hospitalization R: Figure 58 Cardiovascular Disease Mortality Rate
Rate/Age Adjusted for Males and Female Rate/Age Adjusted for Males and Female
per 100,000 per 100,000

1999 2004200650,rce 31 1999 2004200650urce 31
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Rates of hospitalization due to cardiovascular disease at all ages ir20084combined in Clinton County were
comparable to the State. Franklin County, and particularly Essex County, showed substantially lower rates tatn the st

Essex County had the lowest rate in hospitalization for cardiovascular disease. Both Clinton and Franklin counties
higher rates of cardiovascular disease hospitalization since 2000. Essex County shows a notably reduced rate fror
2000 to 2004-2006 periods

Death from cardiovascular disease at all ages in ZIBO6 was slightly less common in all three counties than in the
state. Essex County showed the highest incidence within the region. Comparing the cardiovascular mortalignrates
1999 data shows all of these rates to have been reduced substantially.

CancerFigures and Analysis

Figure59 Lung/Bonchus Cancer Mortality by County and Gender, Rate per 100,
1997-2001 Compared to 2062006
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Figue 60 Colorectal Cancer Mortality by County and Gender, Rate per 100,(
19972001 Compared to 2062006
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Figure61  Braast Cancer Mortality Rate per 100,00 Figureb2 postateCancer Mortality Rate per 100,00
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In general, deaths by all types of cancer were more common among males than among fdyotiespunty and
statewide, and lung caec was the most common cause of death. Essex County reported the highest incidence of de:
from colorectal cancer for males and females, both substantially higher than anywhere else, as well as a markedly hi
rate of prostate cancer. Franklin Countgas notable for its high rate of lung/bronchus cancer among males. This regio
reported lower rates of breast cancer than NYS. Cervical cancer was rare across the region and state (fewer than !
100,000).

Comparing cancer mortality rates from 202Q05 to data previously gathered 199001 shows mainly positive
reductions in these numbers. In particular, Clinton County shows reductions across the board in these cancer mortal
among males, and Franklin County shows reductions across the board tforséxes. Essex County shows a mix of
increases and decreases, with increased mortalities in lung cancer for both men and women, and cervical cance
women. Cervical cancer mortalities in all counties appear to have increased.

Diabetes Figures and Atysis

Figure 63 2006-2009 North Country Diabetes Project Finding

Risk Factors by Gender A 20062009 grant project allowed for diabetes

100 research across Clinton CountylNearly half of

81 39 37 . .
80 ; .;4 o 35 respondents, 48%, were at risk for diabetasd
60 £ £ 2 9.6% of respondents provided they had diabetes
T T s
o o ot
40 © 9 © 8 Other findings from the project may be found in
20 £ 3 £33 :
s 8 =8 the Agpendix.
0 I 0 I 0
Men Women
B Overweight B Aged 4565

Having a Parent with Diabete m Being Sedentary ~ Source 38
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Figure64 Underlying/Actual Causes of Death in the US: 1990 and :
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While smoking remains the leading cause of mortality, poor diet and physical inactivity may soon overtake tobacco as
leading cause of death in the US and is a persuasive argument for more preventive measures in these areas.

Additional Data Complete data for this section may be found as follows in the Appendix.

Community Health Assessment Data and Analysis
AgeSex Adjusted Death Rates by County

And Selected Cause of Death per 100,000 Appendix Chronic Disease Table45 Paged4
Cardiovascular Disease Mortality Rate

Age Adjusted for Males & Females per 100,000 Appendix Chronic Disease Tabled6a, 6b Paged5
Coronary HearDisease Mortality Rate

Age Adjusted for Males & Females per 100,000 Appendix Chronic Disease Tabk 47a, &/b Paged6
Cardiovascular Disease Hospitalization Counts/Rate,

Age Adjusted for Males & Females per 100,000 Appendix Chronic Disease Table48a,48b Paged7
Stroke Mortality Rate, Age Adjusted for Males &

Females per 100,000 Population Appendix Chronic Disease Table49a,49% Paged8
Cancer Mortality by County and Gender,

Rate per 100,000 Appendix Chronic Disease Table50a, Db Paged9
Percent of Invasive Cancers Diagnosed at Early Stagppendix Chronic Disease Table 3a, Page 100

Table51b PagelOl

Estimated Number of Diagnosed Diabetes per 100,08ipendix Chronic Déemse Table 2a, b Pagel02
Hospitalizations by County for Diabetes Appendix Chronic Disease Table 3a, 33b Pagel04
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Infectious Disease

Overview

There were far fewer newly diagnosed HIV cases in 2006 and 2007 fortoenty region than in the State, the US, and
the Prevention Agenda 2013 goal of 23 per 100,000. The prevalence of HIV infection in the North Country have been
historically low, however, therefore these data are difficult to interpret in isolation.

Gonorrhea case rates also fell well below the Prevenfigenda 2013 objective, the US and the NYS rates. Essex and
Franklin Counties, however, reported more than doubled case rates in 2006 and 2007. The rate in Clinton County droj
substantially during 2007, from 15 to 10.

Numbers of tuberculosis casesthe TriCounty region were well below NY State and national figures. However,
tuberculosis may be increasing in incidence and warrants heightened surveillance activities, particularly in Franklin Cot

While not achieving the NYS Prevention Agenb@ives for adult immunizations for adults aged 65+ years, the

proportion of adults in the trcounty region receiving influenza and pneumococcal vaccine exceeds NYS figures and is v
similar to that of the US.

NYSPrevention Agenda Figureand Analyss

FLRICES Newly Diagnosed HIV Case:
(per 100,000)
30.0 ) o
23.0 NYS Prevention Agendbj€xtive
20.0
10.0 All three counties fall below the NYS Prevention
G | miw 0.9 20 Objective for newly diagnosed HIV cases with the
i 3 IR S s g lowest rates in Essex County (0.9) followed by Franklin
© o . .
S84 <] @é § 8 (2.0) and Clinton (3.3) counties.
5 ot g % NYS reports a higher rate (24.0) than the US (18.0).
& Z
i Source 18 | _rog than 20 events in the numerator; rate is unstable.
Figure 66 Gonorrhea Case Rate . . .
(per 100,000) Gonorrhea case rates in the-tounty region felbelow
the NY Srevention AgendaObijective (19.Q)the NYS &
%38 US rates.
80
60
‘2"8 12.6 -2 6.5 Mbdan b, { t NBISYdAa
0 = — ~Fewer than 20 events in the numerator; rate is unstable.
3 s 3 g 3
8¢ g 8; § S
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Clinton and Esex Counties meet the NYS Prevemtio

Figure 67 : o .
ol Tuberculosis Case Rate Agenda Objective ratel(0). Franklin County does
(per 100,000) not meet the objective asts rate is 2.0. All three
12 counties still experience rates lower than the US
6 I (4.4) and NYS (6.8).
4
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2 ﬁ M P A y é
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u Source 20
_ The highest percent of Adults 65#o had received
Figure 68 Percentage of Adults 65+ Years a flu shot in the past year was reported in Clinton
‘I':"I'thslhmTu;'zat‘t;?ns) County (81.3%) followed by Essex County (73.8%)
u Shot (Past Year .
( and Franklin County (62.0%).
100% 90%MNYS Prevention Agenda Objective
90%
0,
80% g The NYS percent increased from 65% in 2006 to 74%
0 69.8% ° in74%. All three caunties, NYS and the US fadilow
60% — I e the NYS Prevention Agenda Objective of 90%
50% Immunization for flu shot.
CEF Clinton Essex Franklin NYS NYS US (2006)
(2003)*  (2008) (2008) (2008) (2006) (2008) Y Thesedata are combined tri02 dzy & RIF G Oz ¢t ¢
Siohes 1 Behavioral Riskactor Surveillance Survey.
_ The highest percent of Adts 65+ who had ever
P Percentageof Adults 65+ Years received a pneumonia vaccine was reported in
with Immunizations Clinton County (82.9%) followed by Essex County
(Ever) Pneumonia (76.7%) and Franklin County (68%).
100% 90%MNYS Prevention Agenda Objective
90%
0,
80% o The percent in NYS increased from 61% in 2006 to
70% ” 64% in 2008 .All three counties, NYS and thts fall
60% |—645% I ) I t below the NYS Prevention Agenda Objective of 90%
50% Immunization for ever having the pneumonia shot.
CEF Clinton Essex Franklin NYS NYS US (2006)
(2003)* (2008) (2008) (2008) (2006) (2008) * Thesedata are combined tricounty data collected by8C/ Qa

Source 1 & 23

Behavioral Riska€tor Surveillance Survey.
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Community Health Assessment Data and Analysis

Figure 70 Pertussis Rates (Per 100,00

- The mte of Pertussis seen in the -tounties over

these documented years was considerably higher
100 h than that of NYSthough the rate has somewhat
stabilized since 2005.

80

/
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o |/
o |/
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=¢—Clinton ==Essex ——Franklin =<=NYS
Source 34

Additional Data Complete data for this section may be found as follows in theeAdix.

Community Health Assessment Data

Sexually Transmitted Disease Cases Appendixinfectious Disease Table54a, 54 Pagel05
Lyme Disease Appendixinfectious Disease Table55 Pagel06
Pertussis Appendixinfectious Disease Table56 Pagel06
West Nile Activity and Mosquito Surveillance Appendixinfectious Disease Table57a, 57/b Pagel07
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Community Preparedness

Overview

In the tricounty region, much time and effort has been devoted to emergency preparedness within the existing cour
infrastructures as wellas personal and family. Coordination among those groups most responsible for providir

professional training and/or community education have resulted in significant changes in the level of emerger
preparedness across our three counties.

Determining a sindard of measure to indicate levels of success in emergency preparecndigicult. Thecharts
included in the Appendiare an attempt to demonstrate important training that has been provided in all three counties

through the local Emergency Managené&ervices agency in each county, and in strong partnership with members of th
local public health system

NYS Prevention Agenda Figure and Analysis

el Percent of Population Living
Within Jurisdiction with Statépproved
Emergency Preparedness Plans
100% 100% NYS Prevention Agerfdbjective
80%
60%
40%
20%
0% T i\‘ T — T — T NA 1
= S S S N
g &8 § & °°
x (%))
§ 2 < > |
= i S NA Not Available
o (L Source21

Additional Data Complete data for this section may be found as follawthe Appendix.

Community Health Assessment Data and Analysis
Number who have completed

IS700 NIMS training iCEFCounties AppendixCommunity Preparedness Table58 Pagel08
1IS800 in CEF Counties Appendix Community Preparedness Table59 Pagel09
ICS$100 training inCEF Counties Appendix Community Preparedness Table ® Pagel09
ICS200 training inCEF Counties Appendix Community Preparedness Table & Pagel09
ICS300 training in CEF Counties Appendix Community Prepadeess Table @ Pagel10
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Mental Health/Substance Abuse

Overview

Suicide mortality rates among residents of Clinton and Essex counties are at least twice the Prevention Agenda Obiject
Similarly, Franklin County, with numbers comparable to NYS, did not meet the Prevention Aggddae® The

proportion of adults reporting poor mental health for 14 days or more in the past month were at or below the state and
national figures. However, the issue of stigma has not been fully assessed in the North County and might account for
underreporting of these symptoms, especially in consideration of the elevated suicide mortality numbers reported abov:

Suicide mortality among young adults aged 15 to 19 years are particularly alarming, where the incidence from 2004
through 2006 was 1.6mes and nearly 3 times the state rate (Franklin County and Clinton County, respectively; see Tab
35a in Unintentional Injury Appendixgelfinflicted injury among the same age group was also 1.5 to 3 times the NYS
incidence figures for the same pedio

Binge drinking continues to be of serious concern for the region. The proportion of adults reporting binge drinking in th

past 30 days are nearly double the Prevention Agenda Objective and significantly higher than the state and national
average.

Drug-related hospitalizations, although well below the Prevention Agenda Objective and NYS rates, might be an artifac
the lack of availability of facilities equipped to treat individuals with acute and chronic substance abuse problems, not tc
mention ceoccurring disorders. Anecdotally, a recurring complaint among residents of the North County is the lack of
adequate and timely mental health and substance abuse services. Further, more detailed assessment of this Preventi
Agenda item is needed.

NYS Prevention Agenda Figures and Analysis

Figure 72 Suicide Mortality Rate Es_sgx Countx (11.5) iIIu;trates the highes’_[ incidence of
(per 100,000) suicide mortality, surpassing thevi$ Prevention Agenda
Objective (4.8) by more than double. Clinton County
ig (9.9) follows with the next highest rate.
30
20
10 4.8% NYS Prevention Agenda Objecti
0 — - s miln -: l—ranklinreéeglljor?tyg((eg.%) @ ose tothe NYS rate (6.4)ut
3 3, S 5 o still higher thanthe NYS Prevention Agendabjective
85 S 81 g s (4.8)
§8 38 £ g @
£ i g« g >
(@) i 0
zZ

Source 13/ * Rate ageadjusted to the 2000 US population.

49



Figure73 Percent of Adults Reporting 14 or More Day
with Poor Mental Health in the Last Month

The highest percent of Adults Reporting 14 or More
Days with Poor Mental Hdal in the Last Month is in
Essex County (10.3%) followey Franklin County (8.9%)
and Clinton County (7.7%).

The percent inNYSdropped from 10.4% in 2006 to
10.0% in 2008. He NYS Prevention Agenda Objective
(7.8%)
7.8% NYS Prevention Agenda Objective

* Thesedata are combined tiO2 dzy i@ RFGF O2f f ¢

Behavioral Risk Factor Surveillance Survey.

The highest percent of Binge Drinking in thectrunty
region was in Essex County (25.0%) followed by
Franklin County (21.5%) and Clinton County (20.3%).
These percents arellahigher than the NYS percents.
The NYS percent grew from 15.8% in 2006 to 19.6% in
2008.

13.4%NYS Prevention Agenda Objective
The region and NYS is higher than the (15.4%).
None of the regions meet the NYS Prevention Agenda
Objective of 13.4%.

* Thesedata are combined tricounty R G O2t t SOGS

Behavioral Risk Factor Surveillance Survey.

All three counties meet the NYS Prevemii Agenda
Objective (26.0) for Drug-Related Hospitalizations.
Essex County (8.9) has the lowest rate followed by
Franklin (15.7) and Clintdd9.2) counties.

26.0NYS Prevention Agenda Objective
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Community Health Assessment Data and Analysis

. The percent of adolescents that have had at least one
Foure76 Essex County Youth Survey drink in their lifetime in Essex County (78.6%) exceeds
Responses to Alcohol Use Question those of NYS (77.8%) and the US (74.3%).

100%
The percent of adolescents that leaengaged in binge

80% o drinking in the past 30 days is over that of the adults in

60% =7 Essex County (40.3% for adolescents) (19.2% shown ir
a previous figure) and is higher than NYS (29.2%) and

o the US (25.5%).

20%

% that have had 1+ drinks in% that have engaged in
their lifetime binge drinking (5+ drinks) on

one or more occasion in the
past 30 days

0%

m Essex (2007, NYS (2005) = US (2005)

Source27

Additional Data Complete data for this secin may be found as follows in the Appendix.

Community Health Assessment Dasaad Analysis

Essex County Youth Survey AppendixMental Health/Substance Abuse  Table63 Pagelll
Adolescent Arrests for Drug Use/Possession/
Sale/DUI Rate per 10,000 Ybuiges 120 AppendixMental Health/Substance Abuse Table64 Pagelll
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Community Profile

Overview

The TrHCounty area is predominantly white (Caucasian) with a high percentage owning their own homes. The a
has twicethe amount of New York Stateasonal or summer rafnts. Population density for the {county area is
significantly lower than that of New York State and much of the land is-stated, designated for recreation or
conservation land use only and not available for development. Education levels atbgii&dihton, Essex and Franklin
county residents are generally lower than those in New York State. All three counties demonstrate substantially lo
levels of median household and median family incomes than New York State.

Community Health Assessmentdtires and Analysis

Fi 77 o
IgHre Race Distribution
(20052007 3Year Estimate)
100%
90% - 1 Two or more races
80% = Some other race
70% . . .
1 Hispanic or Latino (Any Rac
60%
m Native Hawaiian & Other Pacific
50% Islander
40% m Asian
30% = American Indian & Alaskan Nativ
0,
20% m Black or African Americal
10%
m White
0%
Clinton Essex Franklin NYS Source35

The tricounty region is notably less racially diverse than New York State. Franklin County has a substantial minor
American Indian population, higher than found in New York State as a whole. Outside of the American India
population most of these higher numbers are impacted by the greater racial diversity found in the correctional
facilities prevalent in the area A shift is occurring however toward greater racial diversity although it is occurring
very slowly in this regin
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Figure78

Age Distribution
(20052007 3Year Estimate)
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Figure79
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Clinton, Esseand FranklirCounties have a smaller
percentage of children @years and younger) than
is found statewide. Clinton, Essexid Franklin
Counties have a larger percentagepoime working
Cyearadults (aged 264) than is found stateige.

It is notablethat the median age in Essex County is
higher than the statewide median or median age
found in both Clinton anéranklin Counties. This is

likely due in some part to retiree second homes.

Full definitionsabout emplyment according to the
New York State Department of Labor may be found
in the Community ProfileAppendix. Thedin Labor
Forc& and ¢Employed categories differentiate
between armed forces, civilian, and institutionalized
persons over age 16.

All three cainties show a lower percentage of

population 16 years and over who are in the labor
force, and those who are employed than is
demonstrated statewide. = These measures all
demonstrate economic weaknesses in comparison
with New York State numbers.

The trends of unemployment rates over the last
three years all demonstrate the greater economic
stressors found in the North Country region than is
typical statewide.
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Figure81 Income

(20052007 3Year Estimate)
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FigureB2  Percent Living Under the Poverty Leve
(20052007 3Year Estimate)
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Clinton, Esseand FranklirCounties demonstrate
substantially lower levels of median beehold
and median family income than New York State.
Family households include those related by birth,
marriage or adoption where other households
measure person who may live together but are
not related by those same measures.

Franklin County shows patilarly low numbers

in comparison, with median household income
nearly 30% lower than New York State. Essex
County ranks nearly 20% below and Clinton
County falls nearly 15% below State median
household income levels. It should also be noted
that each & the counties ranks below the US.
median household income level of $50,007.

Clinton and Essex Counties compare similarly to
New York State in an examination of poverty
levels. h this key area of economic data, these
counties show lower povertyrates for both
families with related children, and for young
(under 18) and senior individuals (65 years and
over). All three counties show higher rates of
adult poverty (18 years and older) for individuals
than New York State.

Franklin County demonsties higher poverty
levels in comparison wittNYS for both families
with related children and among all individuals 18
to 65. This data provides evidence that the
poverty impacts in Franklin County are notably
high within the region, and within the State.
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Figures3 Educational Attainment Of Residents (25 Years and Old
(20052007 3Year Estimate)
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Educational levels attained by residents (25 years and older)ritogGl Essex and Franklin Counteg generally lower
than those in New York State. Both Clinton and Franklin Counties show lower percentages of adults wéthaahikga
school diploma as compared to New York State.

Figures4 Housing Tenure Figuress Housing Occupancy
(20052007 3Year Estimate) (20052007 3Year Estimate)
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20% . 20% o ied
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0, 0,
Ot Occupied e Housing
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IR & & &S
2 2
N Source35 N Source 35

Most notable in examining housing in the region are the higher vacancy rates found here than in either the State or |
Essex County has a rate more than three times higher than N&llYaa omMn o203 YR GKNBS
(11.6%). Much of this differential in the County mayelsplained by seasonal homesgranklin County shows a rate more
than twice the amount of New York State and the U.S., which to some extdsb isxplained by seasonal homes.

The region has a significantly higher percenté®®73%)of owneroccupied homes than found in New York State (56%)
or the U.S. (67%).
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Figure86  \Water and Land Area: Figure87  population and Housing Densit
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Population density for the region is much lower than foun#léw York State dn the US Clinton Countgemonstratesa
population dersity less than half of the U&dhd less than on¢enth of NYS Essex and Franklin Counties represent
population densits roughly onesixth of the USnd more than thirty times lowethan NYS All three countieshave
significant portions oftate locatedwithin the Adirondack Park which will never be developed. The following are the
percentages by county: Clinton, 15.94%; Essex, 43.46%; Franklin, 34TB&%mpact of this stateowned land on the
economy igreatest in Essex County.

The large land areas and low population densities of the three counties present a substantial challenge to the deliver
health care. Many residents live in areas that are not easibessibleand far from established health care centers.
Therefore the distance residents travel for healthcare tends to be greater than that experienced by residents in ott
areas of the state and #irther impacted bysevered b 2 NI K/ 2 dzy G NB ¢ ¢ S lowifdl SMintis AfigodingdzR
and downed trees.
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Additional Data Complete data for this section may be found as follows in the Appendix.

Gommunity Health Assessment Data and Analysis

Race AppendixCommunity Profile
Age and Sex AppendixCommunity Profile
Employment Status AppendixCommunity Profile

UnemploymentRates AppendixCommunity Profée
Income AppendixCommunity Profile

Poverty Levels AppendixCommunity Profile
Housing Appendix Community Profile
Educational Attainment AppendixCommunity Profile
Annual DropoutdPublic Schools

% $udents Grades 42 AppendixCommunity Profile
Persons in Need of Supervision Casesppendix Community Profile
School District Enrollment,

% Free & Reduced Lunch Appendix Community Profile
Area and Population Density AppendixCommunity Profile
Cinton, Essex & Franklin Counties Mappendix Community Profile
County Benchmark Comparisons  Appendix Community Profile

Table65a,
65b
Table66a,
66b
Table67a, 67b
Table68a, 68b
Table69a,
69%
Table70a, 10b
Table 7a, 71b
Table72a, 72b

Table73
Table 2

Table Ba, b,
75¢c
Table76
Image 1
Table 77

Page 113
Pagell4
Page 15
Pagell6
Pagell7
Pagell8
Page 119
Pagel20
Pagel22
Pagel23
Pagel25

Pagel26
Pagel26

Page 127
Pagel28
Pagel29
Pagel30
Pagel31-134
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Summaryf NYS Prevention Agenéandings

Clinton Essex & Franklin Counties Compared to the NYS Prevention Agenda 2013 Objectives, NYS & tt

This section provides an overview of each of the NYS Prevention Agenda IndicatorsgshowitClinton, Essex and
Franklin counties compare to the NYS Prevention Agenda 2013 Objectives, NYS and the US. The most up to date
available are used, though the year of data vary by indicator as well as region (counties, NYS, US). Ddiagstliecl
years of the data and data sources are not included here; they may be found in each of the previous sections by indica

NYS Prevention Agenda Objectives are shown in black.

Indicators shown imed do not meetthe NYS Prevention Agenda 2013éghbve.
Indicators shown iBold greenwith green backgroundneet or exceedhe NYS Prevention Agenda 2013 Objective.

Access to Quality Healthcare Clinton Essex  Franklin Objective NYS us
% of Adults with Healthcare Coverage 90.7%6 86.8% 85.0% 100% 86.32% | 85.5%
% of Adults with Regular Healthcare Provider | 87.3% | 85.0% | 79.4% 96% 82.8% | 80%
% of Adults Who Have Seen a Dentist in the Pas 74.4% 71.5% 62.6% 83% 70.56 | 70.3%
Year
Early Stage Cancer Diagnosis
Cervical S S S 65.0% 51% 53%
Breast 70.4% | 74.4% | 74.1% 80.0% 64.0% | 63.0%
Early Stage Cancer Diagnosis Colorectal 51% 50% 51% 50% 41% 40%
(Male & Female Combined)
Tobacco Use Clinton Essex  Franklin Objective NYS us
% of Cigarette Smoking in Adolescents NA NA NA 12% 16.3% | 23%
% Cigarde Smoking in Adults 19.8% |23.9% |32.%% 12% 16.%6 | 20.1%
COPD Hospitalizations Among Adults 18+ Years 53.2 36.8 46.2 31.0 39.7 23
(per 10,000)
Lung Cancer Incidence (per 100,000)
Male 114.0 94.0 112.0 62.0 81.0 85.0
Female 70.0 63.0 68.0 41.0 54.0 540
Healthy Mothers, Babies, Children Clinton Essex  Franklin Objective NYS us
% of Early Care Prenatal Car® Tlimester) 87.7% | 78.1% | 74.9% 90.0% 74.9% | 83.9%
% Low Birthweight Births 7.1% 6.6% 8.0% 5.0% 8.3% |82%
(<2500 grams)
Infant Mortality (per 1,000 Live births) 7.0 54 5.9 4.5 5.8 6.9
Increase % of 2 Year OIld Children who Receive| NA NA NA 90% 82.4% | 80.5%
Recommended Vaccines
(4Dtap, 3 Polio, 3 Hib, 3 HepB)
% of Children with at Least One Lead Screening 82.8% | 59.1% | 44.3% 96% 82.8% | NA
Age 36 Months
Prevalence of Tooth Decay ifl Grade Children | 74.8% | 60.0% | 67.8% 42.0% 51.4% | 53.0%
Pregnancyrate Among Females Aged-13 Years | 18.2 10.5 23.2 28.0 36.7 44.4
(per 1,000)

s Suppressed (percent could not be calculated, fewer than 3 pasesar)

NA Not Available
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Physical Activity/Nutrition
Percent of Obese Children by Grade LéB#| for
Age >98 Percentile)
2-4 Years (WIC) (Preschool)
K
2
4
7
10
% of Adults who are Obese ( BMI >30)
% of Adults Engaged in Some Type ofurei$ime
Activity
% of Adults Eating 5 or More Fruits or Vegeatab
per Day
% of WIC mothers Breastfeeding
at 6 Months

Unintentional Inury

Unintentional Injury Mortality

(per 100,000)

Unintentional Injury Hospitalizations (per 10,000
Motor Vehicle Related Mortality (per 100,000)
Perdestrian Injury Hospitalizations (per 10,000)
Fall related Hospitalizations Age 65+ Years (per
10,000)

Healthy Environment
Incidence of Children <72 Months with Confirme
Blood Lead Level (>x> 3k Rf 0
(per 100,000 children tested)
Asthma Related Hosptihtions (per 10,000)
Total
Ages 017 Years
Work Related Hospitalizations
(per 10,000 employed perss aged 16+ years)
9f SPriSR .ft22R [ SIR [ ¢
(per 100,000 employed persons aged 16+ years

Clinton

13.2%
NA
NA
NA
NA
NA
32.6%
83.2%

24. %%
17.8%
Clinton
28.5
60.3
10.3

0.2
208.7

Clinton
4

16.9
12.8
4.0

S

Essex

16.0%
NA
NA
NA
NA
NA
26.6%
82.1%

32.6%0
24.0%
Essex
34.9
55.1
19.0

0.2
195.3

Essex
1.3

6.6
7.0
11.5

5.6

Franklin

13.9%
NA
NA
NA
NA
NA
33.%%
82.4%

20.20

21.1%

Franklin

37.2

61.4
17.0
0.5
168.9

Franklin
1.2

8.6
9.3
20.2

4.7

s Suppressed (percent could not be calculated, fewer than 3 cases per year)

Objective

11.6%
5%
5%
5%
5%
5%
15.0%
80.0%

33.0%
50.0%
Objective
17.1

44.5
5.8
1.5
155.0

Objective
0.0

16.7
17.3
11.5

0.0

NYS

15.2%
NA
NA
NA
NA
NA
23.6%
77.3%

26. %0

38.6%

NYS

21.0

64.7
7.7
1.9
196.0

NYS
13

21.0
31.5
16.0

6.0

us

14.8%
NA
NA
NA
NA
NA
25.1%
77.4%

23.2%
24.3%
us
39.1
NA
15.2

NA
NA

us
NA

16.6
22.6
NA

NA

NA Not Available
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Chronic Disease Clinton
Diabetes Prevalence in Adults 9.0%
Diabetes ShofTerm Complication Hospitalizatior
Rate (per 10,000)

Age 617 Years 1.7
Age 18+ Year 4.1
Coronary Heart Disease Hospitalizations (per | 55.6

10,000)

Congestive Heart Failure Hospitalization Rate p¢ 33.9
10,000 (ages 18+ years)

Cerebpvascular (Stroke) Disease Mortality (per  45.9
100,000)

Reduce Cancer Mortality (per 100,000)

Breast (Female) 17.4
Cervical 2.8
Colorectal 20.1
Infectious Disease Clinton
Newly Diagnosed HIV Case Rate 3.3
(per 100,000)
Gonorrhea Case Rate (per 100,000) 12.6
Tuberculosis Case Rate (per 100,000) 0.4
% of Adults 65+ with Immunizations
Flu Shot Past year 81.3%
Ever Pneumonia 82.9%
Community Preparedness Clinton

% Population Living Within Jurisdictiwith State = 100%
Approved Emergency Preparedness Plans

Mental Health/Substance Abuse Clinton
Suicide Mortality Rate (per 100,000) 9.9
% Adults Reporting 14 or More ¥3aWith Poor 7.7%
Mental Health in Last Month

% Binge Drinking Past 30 Days 20.3%
(5+ Drinks in a Row) in Adults
DrugRelated Hospitalizations (per 10,000) 19.2

Essex
11.3%

3.0
3.1
37.8
41.5
48.8
15.2
2.8
27.8

Essex
0.9

5.2
0.0

73.8%
76.70

Essex

100%

Essex
11.5

10.3%
25.%

8.9

Franklin
9.9%

4.5
6.1
47.4
34.4
30.7
20.5
2.6
21.8

Franklin
2.0

6.5
2.0

62.2%0
67.8%

Franklin

100%

Franklin
6.6
8.9%
21.5%

15.7

s Suppresgi (percent could not be calculated, fewer than 3 cases per year)

Objective
5.7%

2.3
3.9
48.0
33.0
24.0
21.3
2.0
13.7

Objective
23.0

19.0
1.0

90%
90%

Objective
100%

Objective
4.8

7.8%
13.4%

26.0

NYS
9.7

3.0
5.3
61.2
46.3
30.5
25.5
2.6
19.1

NYS
24.0

93.4
6.8

14.%%
64.2%

NYS
100%

NYS
6.4
10.0%
19.6%

34.0

us
7.5%

2.9
5.5
NA
48.9
46.6
24.4
2.4
18.0

us
18.5

120.9
4.4

69.6%
66.9%

us
NA

us
10.9
10.1%
15.4%

NA

NA Not Available
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Within the Appendix Section of this document there are severalsadbions:

e Hospital Partners Community Services PldAdirondack Medical Center, Alice Hyde Medical Center, Champlain
Valley Physicians Hospital Medical Center, and Elizabethtown Community Hpspital)

e Community Health Assessment Data and Analy®ng indicator),

e Community Profile Data and Analysis

HospitalPartner Community Services Plans Overview

It was requested by New York State that Local Health Departments and Hospitals partner to synchronize the Communi
Health Assessment (Local Health Department requirement) and the Community Services Plan (ldgspiatent) to

best identify community needs and strategize (with additional community partners) to improve the health of the
community as a whole. The Hospital partners have been involved as a part of the MAPP Needs Assessment Committe
and have eachrmpvided Community Services Plan for inclusion within this document as an Appendix.

Community Health Assessment Data and Analysis Overview

Each of the NYS Prevention Agenda Indicator areas has an Appendix for which additional data was collected. T
include the 2008MAPP/CHA document as well as new data that support the Prevention Agetidator areas

Community Profile Data and Analysis

The Community Profile Section provides an understanding of the health of the community the community as arnehol
Y2NB FTIFOG2NER (GKIFG O2y iNRO6dzGiS G2 GKS O2YYdzyAdGeéeQa 2@SN
that help to best profile the trcounty region.
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Community Health Assessment Data and Analysis
Table 1: Physician Supply and Distribution in New York, 2006

Number of Active Patient Care Physicians per 100,000 Population by Region

Specialty Capital Central Finger Hudson Long Mohawk | New North Southern | Western New
District New Lakes Valley Island | Valley York Country | Tier New York
York City York (Total)
Primary Care 84 72 91 98 100 66 114 65 82 77 99
Non-Primary Care 170 179 172 217 248 99 273 116 153 158 226
Obstetrics/Gynecology 13 15 14 17 18 7 21 12 13 12 18
Internal Medicine 35 32 31 35 55 15 56 13 26 27 45
Specialties
General Surgery 7 8 7 8 9 6 9 8 9 8 8
surgical 32 37 27 36 41 18 40 21 31 31 36
Subspecialties
Facility Based 30 35 34 36 49 22 43 22 33 30 39
Psychiatry 19 17 19 43 25 15 46 14 17 13 33
Other Specialties 34 35 40 42 51 16 58 26 24 37 47
Total 254 251 263 315 348 165 387 181 235 235 325

Source: New York Physician Supply and Demand through 2030 Executive Summary. The Center for Health Workforce Studies.
School of Public Health, University at Albany, SUNY. http:/chws.albany.edu

One ofthe greatest challenges f@ccess to Healthcare in the-tounty region is physician supply. The chart above is
adapted from the reporiNew York Physician Supply and Demand through 2030: Executive Sdfromahe Center for
Health Workforce StudiescBool of Public Health, University at Albany. Other than General Surgery, the North Country
region shows significantly lower physician supplies in all areas than New York State.

Table 2: In-State Retention of Physicians, 2000-2008

2000 | 2001 2002 2003 2004 2005 2006 2007 2008

52% | 53% 49% 49% NA 49% NA 48% 45%

Source: Fewer New Physicians are Staying in New York After Completing Training: A Resident Exit Survey Summary Brief.
The Center for Health Workforce Studies. School of Public Health, University at Albany, SUNY.
http://chws.albany.edu
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Table 3: Percentage of Residents/Fellows Reporting Confirmed Practice Plans in NY by Nativity
and Medical School Location, 2008

Native Non-Native Other USMG UsS IMG Foreign IMG
NYMG NYMG
80% 53% 37% 42% 32%

Source: Fewer New Physicians are Staying in New York After Completing Training: A Resident Exit Survey
Summary Brief. The Center for Health Workforce Studies. School of Public Health, University at Albany, SUNY.
http://chws.albany.edu

MG=Medical Graduate

IMG= International Medical Graduate

Therehas been a gradual decline of physician retention from 53% in 2001 to 45% in 2008. Native New Yorkers are
most likely (80%) to report planning to practice in NYS after the completion of their training.

Table 4a: (2008) Medicaid Spending by County

County Total Medical Doctors Dentist Skilled Nursing
Clinton $115,156,791 $2,715,096 $1,432,120 $20,063,382
Essex $61,790,206 $660,420 $393,858 $9,354,114
Franklin $74,726,043 $1,383,946 $594,074 $13,417,851
Sources: MRS72 - (1) Clinton DSS accounting; (2) Essex DSS Dir. of Medicaid; (3) Franklin DSS accounting.

Table 4b: (2002) Medicaid Spending by County

County Total Medical Doctors Dentist Skilled Nursing
Clinton $74,192,257 $2,482,006 $464,041 $14,723,286
Essex $36,961,908 $642,173 $196,235 $9,329,237
Franklin $48,152,263 $1,257,988 $278,437 $9,595,461
Resource: Community survey results for MAPP

The total Medicaid spending by Counties hasreasedmarkedly, however individual counties have anfding cap for
which they are responsible fatue to State policy change for expenditures. Increases are seen within the spending f
doctors, dentists and nurses. The Counties all show dramatic increases of greater expenditures for dentists. Spendir
dentists doubled for Essex and Franklin, and tripled in Cligiooreasing by nearly $1 million.
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Table 5a: (2008) Available Licensed Professionals

Licensed Professionals Clinton Essex Franklin
Medical Doctors* 204 36 92
Physicians Assistants 23 32 21
Registered Nurses 1103 416 647
Licensed Professional Nurses 359 198 334
Family Nurse Practitioners 48 5 23
Ophthalmologists 20 6 5
Psychologists 10 15 4
Dentists 37 16 21
Dental Hygienists 38 13 15
Specialist Assistants 0 0 0
* includes all specialties, including psychiatry  Source: NYSED. Office of the Professions.
Retrieved from http://www.op.nysed.gov/proflist.htm

Table 5b: (2003) Available Licensed Professionals

Licensed Professionals Clinton Essex Franklin
Medical Doctors 180 47 94
Physicians Assistants 13 32 13
Registered Nurses 991 400 574
Licensed Professional Nurses 311 178 309
Family Nurse Practitioners 41 5 17
Ophthalmologists 12 3 4
Psychiatrists 7 2 3
Dentists 34 14 18
Dental Hygienists 42 15 13
Specialists 24 9 16

Resource: Community survey results for MAPP

Clinton County has demonstrated increases in licensed professionals in the last fivanyalirareas except Dental

Hygienists and Specialist AssistantEssex and Franklin Guies show a mix of decreases and gains in the different areas.
Gains across the region were made in registered nurses and licensed practical nurses. This is likely a tribute to the s
nursing training programs in the area. A sidge to these categ NA S a Y
YR & LJa & ek hot inciNdediin theé2008 tabie K A psy@hotgistswas. Medical doctors included psychiatrists in

2003.
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Table 6: (2008) Hospital Beds Available in Tri-County

County # of Beds* # of Hospitals
Clinton 341 1
Essex 32 3
Franklin 171 2
Source: NYSDOH, New York State Hospital Profiles. http://hospitals.nyhealth.gov/

There is no change in hospital bedmbersor number of facilities in each of the countigisice the last survey in 2004

Table 7a: (2008) Available Nursing Home Beds

County # of Beds # of Nursing Homes
Clinton 423 4
Essex 340 3
Franklin 215 3
Source: NYSDOH. New York State Nursing Home Profile. http://nursinghomes.nyhealth.gov/

Table 7b: (2004) Available Nursing Home Beds

County # of Beds # of Nursing Homes
Clinton 483 5
Essex 338 3
Franklin 235 3
Resource: Community survey results for MAPP

The trend in reduced number of Department of Health certified nursing home beds is continuing in the region. Clin
County lost one of its five facilities (in the northern fpaf the County Rouses Point) in the last few yeam®wever some
facilities have opened beds for rehabilitation services, to bed meet community. n€bi results in the most measurable
loss of beds, 14% in Clinton County. The tiCeenty region haot 8% of its beds in the last five years. This is a concerr
AAPSY GKS FNBFQa 3AYy3 LRLWAFGA2Yy ®
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Table 8a: (2008) Adult Living Facilities

County Adult Homes Family Type Homes
# of Facilities # of Beds # of Facilities # of Beds
Clinton 3 150 11 43
Essex 3 113 2 8
Franklin 2 64 3 T

Resource: NYSDOH website. (2009). http://www.health.state.ny.us/facilities/adult_care

Franklin County, Essex County, Clinton County Department of Social Services

Table 8b: (2003) Adult Living Facilities

County Adult Homes Family Type Homes
# of Facilities # of Beds # of Facilities # of Beds
Clinton 2 64 14 "
Essex 2 64 > 5
Franklin 3 113 11 -

Resource: Community survey results for MAPP

Clinton County has led the region in growth of beds for adult livaegifies. One new facility (Pine Harbour) has been
developed in Clinton County, with 66 new beds provided. Essex County also gained an Adult Home, whereas one we
in Franklin County. The other county facilities remained consistent in numbers.

Table 9: (2009) Psychiatric/Alcohol Inpatients Freestanding Clinics

County # of Beds # of Facilities
Clinton o* 0*
Essex 0 0
Franklin 60 2

*Note CVPH Medical Center in Clinton County has inpatient Child (12) and Adult (18) Psychiatric beds
*Note AMC-Saranac Lake has 12 inpatient mental health beds at the Colby Center

Source: Data verified by phone survey of hospitals and mental health organizations and excludes any prison facilities

There has been no change in the numlémedsor facilities for Psychiric/Alcohol Inpatients Freestanding Clinics since
the last survey in 2003.
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Table 10: (2009) Specialty Care Services in Hospitals in Clinton, Essex and Franklin Counties

Hospitals:

CVPH

AMC (Lake
Placid)

AMC
(Saranac
Lake)

AMC
(Tupper
Lake)

Elizabethtown
Community
Hospital

Inter-
Lakes/Moses
Ludington

Alice
Hyde
Medical
Center

Primary
Service
County(s):

Clinton

Essex/
Franklin

Essex/
Franklin

Franklin

Essex

Essex

Franklin

Cardiology

Diagnostic
Imaging

Laboratory
Services

Wo me n 0
Imaging

Emergency
Department

Blood Donor
Center

Dental
Center

Renal
Services

2010

Health
Center

Rehabilitation

Cancer
Center

Perioperative
Surgery

Surgical
Services

Sports
Medicine

Bariatric
Surgery

Pulmonary

Psychiatric
Services

Physical
Therapy

OBGYN

X

X

X

X

Source: CVPH, AMC, Alice Hyde, Moses-Ludington, and Elizabethtown hospital Partners
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Specialty care centers are provided in the region through its hospital systems. Only diagnostic imaging, emergs
departments, surgical services and obstetrics/gynecology services are provided in each of X2 ye@& & A E
facilities. Laboratory services and rehabilitation are provided in all but one of these facilities.

{LISOAILfGe OFNB Ay GKS FINBlIFa 2F OFNRA2f23&3 g2YSyQa &
center, pefoperative surgery, sports medicine, bariatric surgery, pulmonary, and psychiatric care are offered at half
FTS6SNI 2F GKS NBIA2Yy Q& &AAE YIFAY K2aLAGEE FLOAEtAGASA®D

Generally, there are a lack of specialty health care facilities in Essex County compalietbtoadd Franklin counties.
This means that the people in need of healthcare in Essex County will have to travel to the other two counties in orde
get specialty car for many ohealth issues. Travel time may be up to an hour and a half in soryénguaireas. This may
0S +y 206ail0fS (KIFIG KAYRSNAR (KS LRLMzZ IIiA2yQa OK2AO0S
may have substantial impacts on the overall health of the people in Essex County.

Table 11 (2007) Children with/without insurance < 19 years old at 200% or more of Poverty Level

Insured Uninsured
State/County Number Number Percent
(margin of error)
New York 1,598,416 237,321 5% (.5%)
Clinton 5,124 798 4.7% (2.2%)
Essex 2,357 617 7.7% (3.6%)
Franklin 3,822 505 4.8% (2.6%)
Source: Small Area Health Insurance Estimates (SAHIE) for Counties and States 2005.
U.S. Census Bureau. www.census.gov/did/www/sahie/data/2005/files/sahie05all.txt

Health insurance coverage number and insurance rates are only available for children (under 19) who are at 200% o
poverty level or lower. These asstimatesfrom U.S. Census Bureau dat@linton and Franklin County uninsured rates
fall within the same range as that of New York State. Essex County exhibits a substantially higher rate of unins
children, although its margin of error is wide.

Margins of error for these rates are providleto create the likely high end of the range (by adding this percentage to the
rate given) and to create the likely low end of the range (by subtracting this percentage to the rate given).
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Table 12: (2009) Dentist and Oral Health Providers

County Practices Accepting New Accepting New
Patients Medicaid Patients
Clinton 21 16 3
Essex 11 11 2; 1 children only
Franklin 12 11 1
New York State 9,151

Source: Data Collected by Local Health Department Contacts, August 2009

Dental professionals are available across the region, with a roughly proportional number oflepsoexisting by
population size. However, Clinton, Essex & Franklin counties are all federally desiDeatadl HealthProfessional
Shortage Areas (HPSA). The number of available dental hygienists working in the regional dental practices corginues
a concern. There are no training facilities for dental hygienists within the region. The nearest programs are in Glens
to the south and Canton to the west.

Dental health prevention remains a concern in our region. While the number of avgiedaétioners is strong, the
number accepting new Medicaid patients and maintaining current Medicaid patients is low. Of the 44 dental offices in
region, 86% (38) are accepting new patients that either have insurance or apagelOnly 14% (6) dfe same 44 dental
offices are taking new Medicaid patients. This means that a significant numbercofitdy residents (children) do not
receive any preventive dental health care during the critical time of mouth/tooth/gum development often resuiting i
untreated dental caries. These acute dental care situations often result in emergency room visits at our local hospi
costing more than the primary prevention to reduce the dental caries in the first place.

Table 137 Drug and Substance Abuse Facilities, March 2008
# of Facilities

Clinton 3
Essex 1
Franklin 7

Source: Substance Abuse and Mental Health Services Administration Facility
Locator at http://findtreatment.samhsa.gov/ufds/locstatecounty

Drug and substance abuse facilities are avadladtross the region, although the concentration of these falls highest
Franklin County. It would appear that Clinton and Essex Counties may be slightly underserved by such facilities.
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Table 1417 Number of Workers by Health Care Setting in the North Country Region

Change 2001-2006

Services

Setting 2001 2002 2003 2004 2005 2006 Number Percent
Hospitals 7,881 8,066 8,386 8,399 8,381 8,471 590 7.5%
Ambulatory Care 4,037 4,161 4,189 4,265 4,254 4,745 708 17.5%
Nursing Homes & 2,961 3,250 3,192 3,340 3,463 3,319 358 12.1%
Personal Care Facilities
Home Health Care 495 512 553 577 606 632 137 27.7%

University at Albany

Source: The Health Care Workforce in New York, 2006. Center for Health Workforce Studies, School of Public Health,
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Table 157 Change in the Number of Licensed Health Care Occupations in the North Country
Region 2002-2006

Change 2002-2006

Occupation 2002 2003 2004 2005 2006 Number Percent
Social Workers 287 304 307 321 441 154 53.7%
Occupational Therapy 54 60 65 66 72 18 33.3%
Assistants
Physicians Assistants 132 130 145 158 168 36 27.3%
Physical Therapy 121 131 131 131 147 26 21.5%
Assistants
Speech-Language 158 171 182 184 191 33 20.9%
Pathologists
Occupational 100 116 120 123 119 19 19.0%
Therapists
Physical Therapists 233 253 250 257 258 25 10.7%
Dietitian/Nutritionists 69 73 78 77 76 7 10.1%
Nurse Practitioners 180 185 185 190 195 15 8.3%
Respiratory Therapists 66 63 61 64 67 1 1.5%
Licensed Practical 2,498 2,483 2,424 2,488 2,493 -5 -0.2%
Nurses
Pharmacists 300 307 294 294 299 -1 -0.3%
Dental Hygienists 195 200 196 200 194 -1 -0.5%
Registered Nurses 4,734 4,577 4,636 4,665 4,225 -509 -10.8%
Source: The Health Care Workforce in New York, 2006. Center for Health Workforce Studies, School of Public
Health, University at Albany

The Health Care Workforce in New York, 2086ort by the Center for Workforce Studies at the University at Albany
states that health care sector employment in the North Country region (which as defined by the NY State Departmen
Labor inaldes Clinton, Essex, Franklin as well as Hamilton, Lewis and St. Lawrence Counties) grew by almost 12% be
2001 and 2006. This equaled to an increase of 1,800 jobs in the sector.

Tablel5 shows this representation of worker increases and distributaonong health care settings. It is clear that home
health care services are leading the growth during this period, increasing by more than 27%. Ambulatory care (exclu
home health) is the second strongest growth rate area for health care workensjrgipa 17.5% increase.

Table b shows increases of between 20% and 54% in the licensed social workers, occupational therapy assiste
physician assistants, physical therapy assistants, and spaeghage pathologists in the North Country region. €heas
more than a 10% decline in registered nurses however, posing a concern in numbers available in this high need area.
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Table 16 1 Employment Projections for the Top Seven Health Care Growth Occupations in the
North Country Region, 2004-2014

Growth 2004-2014
Occupations 2004 2014 Number Percent Avg.
Openings

Registered Nurses 3,280 4,660 840 22.0% 160
Home Health Aides 2,450 3,020 570 23.3% 90
Licensed Practical Nurses 1,480 1,600 120 8.1% 40
Nursing Aides, Orderlies, 1,730 1,860 130 7.5% 30
and Attendants
Dental Assistants 280 380 100 35.7% 20
Medical and Health 390 440 50 12.8% 20
Services Managers
Psychiatric Aides 570 620 50 8.8% 20
Source: The Health Care Workforce in New York, 2006. Center for Health Workforce Studies, School of
Public Health, University at Albany

Health Care Employment Projections: an Analysis of Bureau of Labor Statistics Occupational Projectiafs6p9abe
Center for Workforce Studies at the University at Albany provides a national perspective of growthedisdmthe health
care workforce. The health care sector is one of the fastest growing employment sectors in the U.S., and the report st
that between 2006 and 2016, the sector is projected to grow by more than 21%. By the end of 2016, one injtds $.S.
also projected to be in the health care sector. Additionally, more than half of the top 30 projected fqsiedng
occupations within this decade are expected to be in health care. The report demonstrates that the fastest job growtt
the hedth care sector are for home health care, with Registered Nurses (RNs) projected to be the occupation w
greatest need. Over 1 million new RNs are projected to be needed between 2006 and 2016.

Table B demonstrates that between 2004 and 2014, projetieb growth for RNs in the North Country is estimated at
22%, or a total of 160 new job openings annually. Home health aide jobs are projected to increase at an even higher
during this time period (23%). This reflects 90 new projected job opefintjgs area annually. Dental assistants are
another area of projected high occupational growth in the North Country, with nearly 36% growth during this time, and
projected new jobs annually.

TheHealth Care Workforce New York, 208port summarizeshat overall upstate New York hospitals reported greatest
difficulties in recruiting pharmacists, sonographers, physical therapists, medical laboratory technicians and experiencec
RNs. RNs were the most difficult group for retention. Nursing homegiretfion reported difficulties recruiting physical
therapists, respiratory therapists and occupational therapists, experienced RNs, nursing assistants andrkecil w
Nursing assistants, licensed practical nurses and registered nurses were repoitednasst difficult to retain.
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Table 17 i Registered Nurse Vacancy and Turnover Rates, 2004-2007

York

Region Vacancy Rates Turnover Rates

2004 2005 | 2006 | 2007 | 2004 2005 | 2006 2007
New York State 10.1% | 83% |6.4% |[88% |152% |9.7% | 13.2% | 13.0%
Northeastern New 7.5% 6.3% |6.3% |9.2% |16.0% |85% | 14.7% | 18.7%

Source: 2008 Workforce Advocacy Survey Results: Nursing and Allied Health Professionals, Healthcare
Association of New York State
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Health Professionalavestigates vacancy and turnover rates among registered nurses, including by the Northeastern N
York region (including Clinton, Essex and Franklin among numerous other counties in thisTal#a)Z compares the
state vacancy and turnover rates for RNs with those of northeastern New York State fe2@W04 It shows that there is
significant variation in these rates year to year, particularly in Northeastern New York. The vacancy tratesegion
overall are not measurably higher than the State rates and in three of these four years, are lower. Turnover rates howe
of RNs in this area are overall higher than those found in New York State, with only one year as an exceptiomerThe h

turnover rates provide substantial workforce and economic costs to provision of health care in these areas.

With a growing need for nurses (at increasing rates according to both regional and national data), a significant issue
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admit qualified students. According to this report, nearly #hirds of nursing programs in the State had to turn away

the State and regiy
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gualified applicants because theid not have the capacity to take more students.
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Community Health Assessment Data and Analysis

Table 18: (2006-2008) Amount of Cigarette Advertising Viewed at Convenience Store or Gas
Station*

Clinton Essex Franklin

2006 | 2007 | 2008 | 2006 | 2007 | 2008 | 2006 | 2007 | 2008
A lot 27.5 30.6 15.2 19.1 29.7 17.7 28.0 29.3 21.2
Some 32.6 33.1 32.5 37.7 34.6 31.0 29.5 31.3 28.3
A little 22.2 13.0 24.1 18.4 13.4 25.6 16.4 17.7 27.7
None 7.6 11.4 7.4 13.9 13.6 11.6 16.5 10.3 9.1
Di dnot vi § 22 1.4 4.1 2.4 1.3 2.6 1.4 1.7 5.0
Not sure 7.9 10.5 16.8 8.5 7.5 11.6 8.2 9.8 8.7
Source: Adirondack Tobacco Free Network Smoking Survey
* Data based on a total of 1200 survey participants and at convenience stores or gas stations

* Respondents asked to characterize how much cigarette advertising was seen in the past 30 days when going to
a convenience store or gas station.

Respondents were asked within the Adirondack Tobacco Free Network survey to characterize how much cige
advertising was seen in the past 30 days wheing to a convenience store or gas station. These results show that tf
Y2aG O02YY2y NBaLlRyasS Ay | ff {KMBISfthe sadmyldichoSsing thisirespoase dUEND -
each year of the survey. The next most common responsesinc20 YR Hnnt A& al €20¢é3 &
suggests that there is consistent exposure to cigarette advertising at these establishments, but that it appears t
dropping.

Table 19: (2008) Age of First Cigarette*

Age Clinton Essex Franklin
Younger than 13 10.3 9.1 12.4
13-15 28.6 24.6 24.3
16-18 40.7 42.9 36.4
18-21 12.7 15.4 17.3
Older than 21 7.7 8.1 9.6
Never had a 34.2 33.6 36.0
cigarette
Source: Adirondack Tobacco Free Network Smoking Survey
* Data based on a total of 1200 survey participants

The most common response in all three counties for age of first cigarettel8 ¥6ars of age, with the next most common
response (among smokers or former smokers) being3 ¥ears of age. Less than 10% of those who had ever smoke
started after the age of 21. This provides good feedback for the age targets fesnaoking campaigns, which should be
solidly within this teenage age group or younger to prevent this behavior. All three counties show owirdneaf
residents surveyeds never being a smoker, which is a strong number.
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Table 20: (2006-2008) Prevalence of Tobacco Use in Adults*

Adults Clinton Essex Franklin
2006 | 2007 | 2008 | 2006 | 2007 | 2008 | 2006 | 2007 | 2008
Currently 16.1 | 18.2 | 16,5 | 12.2 | 13.7 | 158 | 259 | 21.8 | 225
smoking
Did smoke 239 | 26.7 | 29.1 | 341 | 33.4 | 328 | 27.8 | 299 | 26.1
Never 599 | 552 | 544 | 53.7 | 529 | 51.4 | 46.3 | 48.3 | 514
smoked

Source: Adirondack Tobacco Free Network Smoking Survey

Smoking rates according to a survey by the Adirondack Tobacco Free Network have gone up and down in Clinton, E
and Franklin Countida the last several years. Essex County, with the lowest average proportion of thostng tirey

currently smoke (13%), unfortunately shows an upward trend during this time. Franklin County exhibits the highes
overall rate of smoking (roughly owmpiarter of those surveyed say they currently smoke), but at least does appear on a

trend toward fewer smokers.

Table 21- (2000-2006) Prevalence of Cigarette Use of Adults in NYS and US

2000 2001 2002 2003 2004 2005 2006
New York 21.6 22.6 22.3 21.6 19.9 20.5 18.2
State
United States 23.1 22.6 22.3 21.5 20.8 20.9 21.0

Source: New York State Tobacco Control Program: One Million Fewer Smokers By 2010
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Table 227 2008 - Do you currently use any other tobacco products? (All respondents)*

Clinton Essex Franklin
Cigars? 2006 | 2007 | 2008 | 2006 | 2007 | 2008 | 2006 | 2007 2008
Eeryday 0.3 1.6 0 1.3 1.1 1.0 2.3 0.3 1.2
Some days 2.4 3.1 7.5 2.7 34| 11.2 2.0 4.0 8.1
Not at all 97.3 | 95.3 | 926 | 96.0 | 955 | 87.5 | 95.7 95.7 90.8
Pipes?
Everyday 0.7 0 0.3 07| 0.7 0 1.6 0 0
Some days 0 0.6 1.4 2.6 0.2 4.5 0.6 0.3 0.9
Not at all 99.3 | 994 | 984 | 96.7 | 99.2 | 95.2 | 97.8 99.7 99.1
Chew?
Everyday 0 0.5 0 1.1 2.3 0.4 1.6 15 0.9
Some days 0 0.1 20| 05 0.7 4.3 0.7 1.3 1.6
Not at all 100.0| 99.4 | 98.0 | 984 | 97.0 | 95.3 | 97.7 97.2 97.5
Snuff?
Everyday 0 0.5 0 0 0 0 1.6 0 0
Some days 0 0.1 0.7 1.0 2.0 1.2 0 0 0.7
Not at all 100.0 | 99.4 | 99.3 | 99.0 | 98.1 | 98.8 | 98.4 | 100.0 99.3
Hookah?
Everyday 0 0 0
Some days 4.4 4.8 1.0
Not at all 95.6 95.2 99.0
Gutka?
Everyday 0 0 0
Some days 1.3 0.8 0
Not at all 98.7 99.2 100.0
Other?
Everyday 0 0 0
Some days 0.7 0 0
Not at all 99.3 100.0 100.0
Source: Adirondack Tobacco Free Network Smoking Survey
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Table 237 2008 Have you ever used chewing tobacco, snuff or dip as an alternative when

smoking restrictions have kept you from smoking in certain places? (asked only of smokers)*

Clinton Essex Franklin
2006 | 2007 | 2008 | 2006 | 2007 | 2008 | 2006 | 2007 | 2008
Yes 6.4 331181 | 50 38 151 | 3.0 | 245 10.9
No 936 | 912 | 819 | 940 | 795 | 849 | 97.0| 755 | 89.1
Refused 0 55 0 1.1 | 16.7 0 0 0 0
Source: Adirondack Tobacco Free Network Smoking Survey

It appears recent restrictions to smoking tobacco on grounds at worksites and other pubic locations have impactec
tobacco use patterns of F@ounty residents. This can be seen in both previous tables in year 2007 when more st
restrictions were implmented and with the rise of other forms of tobacco in 2008 as seen in the above table. It will

interesting to monitor tobacco use patterns over time to see how the rates change with new US, NYS and local regulati

Table 24: % of Tobacco Users in MOMS program (2005-2007)

County 2005 2006 2007
Clinton 42% 50% 43%

Essex 33% 41% 30%
Franklin* NA NA NA

Source: Clinton County Health Department 2007 annual report. Essex County Department of Health. Robin
Foster, North Country Tobacco Cessation Center (Franklin County)

Information is only available for Clinton and Essex Counties. Rates of tobsecm uhe MOMS program are high.
Participants in MOMS are two to three times more likely to use tobacco than is the general adult population in the s
courty and year. It is notable that 2006 appears to have an increased rate of tobacco use in this program. A gre
comparison of years would be needed to show real trending, though it is clear that rates of tobacco use within the prog
during this threeyear period are not steadily declining. This is a strong concern as the program focuses on pregl
women of lower incomes. They are at greater health riklesto smokingas are their future children.

Table 25: Essex County Youth Survey All Schools, All Respondents, Yes Responses (n=217)

Essex County | NYS us

(2007) (2005) (2005)
% that have smoked cigarettes daily 20.7 11.8 13.4
% that have tried to quit smoking in the past 12 months 69.4 51.5 54.6
% using chewing tobacco on one or more days in the past 30 days 115 4.6 8.0
Source: Essex County Youth Bureau- All Schools 2007.
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Community Health Assessment Data and Analysis

Table 26a: (2004-2006) Clinton County Prenatal Health Indicators

2002 2003 2004 2005 2006
# Rate # Rate # Rate # Rate # Rate
Pregnancies (total)® 1,064 | 594 | 1,071 | 59.6 | 1,014 | 56.5 | 1,065 | 59.0 | 1,040 | 57.6
Age 10-14° 1 0.4 0.4 1 0 0.0 1 0.4 4 1.7
Age 15-19° 120 37.5 108 34.0 118 36.9 124 39.2 123 37.0
Births® 783 9.7 808 9.9 751 9.2 786 9.6 764 9.3
;S;nzgﬁh Weight (<2500 61 | 78 | 68 | 84 | 40 | 53| 65 | 83 | 59 | 77
Prenatal Care 1% Trimester® 659 87.4 697 90.3 650 87.8 691 88.7 655 86.4
Infants Deaths® 6 7.7 2 2.5 5 6.7 7 8.9 4 5.2
Neonatal Deaths® 4 5.1 2 2.5 1 1.3 5 6.4 1 1.3
Post-neonatal Deaths® 2 2.6 0 0.0 4 5.3 2 2.5 3 3.9
Z%i”&jgjf;? Fetal Deaths 5 63 | 5 | 62 2 2.7 5 63 | 3 3.9
Source: NYS Department of Health 2002-2006 (http://www.health.state.ny.us/)
2Per 1,000 women 154 years of age 4Per 100 births
® Pregnancies per 1,000 women in this age range ¢ Per 1,000 births
¢ Live births per 1,000 population " Per 1,00 pregnancies
Table 26b: (2002-2006) Essex (***and Hamilton combined) County Prenatal Health Indicators
2002 2003 2004 2005 2006
# Rate # Rate # Rate | # Rate # Rate
Pregnancies (total)**** 463 65.0 479 67.1 512 72.7 509 72.7 488 68.4
Age 10-14*+° 0 0.0 0 0.0 1 0.8 1 0.9 0 0.0
Age 15-19*° 54 42.0 42 32.6 44 33.6 41 33.1 40 32.7
Births® 331 8.5 353 9.1 379 9.7 378 9.8 363 9.4
Low Birth Weight (<2500 grams)® 21 6.3 20 5.7 29 7.7 22 5.8 23 6.3
Prenatal Care 1% Trimester® 195 81.6 221 84.4 280 77.8 292 79.3 270 77.1
Infants Deaths® 2 6.0 1 2.8 4 10.6 2 5.3 0 0.0
Neonatal Deaths® 1 3.0 0 0.0 2 5.3 1 2.6 0 0.0
Post-neonatal Deaths® 1 3.0 1 2.8 2 5.3 1 2.6 0 0.0
é%‘l”\tj;:f;i’;eta' Deaths 2 | 60| 0o |00 ]| 2 |52 2 |5853]| 1 | 27

Source: NYS Department of Health 2002-2006 http://www.health.state.ny.us/)

7

4Per 1,000 women 154 years of age
® Pregnancies per 1,000 women in this age range

¢ Live births per 1,000 population

7

4Per 100 births
€ Per 1,000 births
" Per 1,000 pregnancies
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Table 26c¢: (2002-2006) Franklin County Prenatal Health Indicators

2002 2003 2004 2005 2006

# Rate # Rate # Rate # Rate # Rate
Pregnancies (total)a 580 61.7 535 57.0 633 67.8 580 63.1 619 67.2
Age 10-14° 0 0.0 2 1.2 1 0.6 0 0.0 0 0.0
Age 15-19° 92 54.4 61 36.8 79 46.3 | 68 40.8 92 56.1
Births® 491 9.6 438 8.6 522 10.2 484 9.5 516 10.1
Low Birth Weight (<2500 grams)° 47 | 96 | 3 | 75 | 32 | 61 | 39 | 81 | 50 | 97
Prenatal Care 1% Trimester® 371 79.8 320 78.0 402 79.1 346 73.9 360 71.4
Infants Deaths® 5 10.2 2 4.6 3 5.7 3 6.2 3 5.8
Neonatal Deaths® 4 8.1 1 2.3 2 3.8 3 6.2 3 5.8
Post-neonatal Deaths® 1 2.0 1 2.3 1 1.9 0 0.0 0 0.0
(82%3”53255;? Fetal Deaths 1 | 20| 6 |135| 3 | 57| 2 | 41| 4 | 77

Source: NYS Department of Health 2002-2006(http://www.health.state.ny.us/)

&Per 1,000 women 154 years of age 4Per 100 births
® Pregnancieper 1,000 women in this age range Per 1,000 births
“Live births per 1,000 population " Per 1,000 pregnancies

Note: Franklin County shows highest rate of teen pregnancy, mostéaght births (and growing), lowest rate of
prenatal careand highest rate of spontaneous fetal deaths.

Pregnancy rates in the fowmounty region (Essex and Hamilton counties are combined) fluctuated between a low of 56
per 1,000 women of childearing age (14 44 years) in Clinton County during 2004, andghlof 72.7 (Essex/Hamilton
County, 2004 & 2005). Rates generally grew over theyiar period in Essex/Hamilton and Franklin Counties, and stayec
relatively stable in Clinton. Averaged across all five years, the pregnancy rate was highest in Edtmx/Bamities
(69.2), lowest in Clinton County (58.4), with Franklin County in between (63.4). Pregnancy among young weit8en (1
years of age) was highest in Franklin County during each of the years surveyed, peaking in 2006 at a rate of 56.1 per
women in this age range. Essex/Hamilton County was alone in showing consistently falling teen pregnancy rates fol
age group. Clinton County rates hovered around 37 per 1,000. Pregnancies among young-g#lgga® of age) were
exceedingly rare. Heever, four Clinton County girls of this age were pregnant in 2006; as there had been only one, if a
reported during previous years in the county, this marked a stark increase that should be monitored.

Live birth rates (per 1,000 in countywide popuba fell slightly in Clinton County over the five year period, and rose
slightly in the other counties. Rates in each county reached a high of approximately 10 per 1,000: Clinton in 2003, 1(
1,000 in Franklin in 2004, and 9.8 in Essex/HamiltoPOB6 The proportion of lowbirth-weight babies (<2500 grams)
was generally in the 7% range across the region. Franklin County, with the most lowdgtht babies (8.2% of live
births) increased from 6.1% to a peak of 9.7% in the last year of this s20@6/,

Prenatal care during the first trimester was most common in Clinton County (88043% of live births)with Franklin
County exhibiting the lowest rates (71.4%9.8%). Notably, all counties had their lowest rate of prenatal care during the
lag year of this survey, 2006. Infant, neatal, and poshec-natal deaths were quiteare; with rates often well below
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1%. Spontaneous Fetal Deaths (after 20 weeks) spiked in Franklin County during 2003, with a rate of 13.5 per 1,00(

highest in the dur-county region.

Table 27: (2005-2007) Clinton and Essex County MOMS (Maternal Obstetric Medicaid Services)

Statistics
o 2005 2006 2007
MOMS Statistics - - -

Clinton*** Essex Clinton*** Essex Clinton*** Essex
Total # Pregnant Women Enrolled 348 74 371 67 379 920
Total # of Visits 1,808 208 1,939 222 1,966 307
% Referred Enrolled 81% 57% 81% 63% 82% 70%
% Enrolled Women < 20YRS 19% 22% 18% 19% 21% 24%
% Enrolled Women < 18YRS 4% 4% 6% 1% 4% 7%
% Women Enrolled 1* Tr i / MD & 92% 82% 89% 75% 91% 87%
5 —
% MOMS Deliveries LBW 5 5% 1796+ 7% 9% 7% 606
(<5#80z.)
% MOMS Deliveries < 3# 5 oz. 1% A0p*** 1% 0% 1.9% 0%
0,
(/;)a\r/Zomen Return for Post Partum 96% Unavail 98% Unavail 98% Unavail
5 —
% W_ome_n _recelvmg post partum 78% 59%
nursing visit

Source: Clinton County Health Department, 2007 annual report
(http://www.clintoncountygov.com/Departments/Health/cchdhome.htm)

Essex County Health Department, MOMS Program

***Numbers reflect birth of twins as 2 births T Essex County
*** Numbers reflect mothers who are at least 25 weeks gestation - Clinton County

Note: Franklin County has only a recent MOMS program, so data is missing here.

The total number of pregnant women enrolled MOMS increased over the threeear period in both Clinton and Essex
Counties, as did the total number of visits to the program. In Clinton County, 96% or more of MOMS mothers returned

postpartum care.

In 2005 and 2006, Clinton County women enrolledlOMS were less likely to have ldirth-weight babies (<5.5 Ibs): In
2005, 8.3% of live births were considered low weight in Clinton County, compared to only 5.5% among MO
participants. In 2006, the rates did not diverge as much: 7.7% for the ggyagalation vs. 7% for MOMS. Participants in
the MOMS program were also more likely to receivVetrimester prenatal care: In 2005, 92% of MOMS received care (vs.
89% of general populationjvhile in 2006 the rates were 89% and 86%, respectively. Sucparmons were applicable

neither for 2007, nor for Essex County, due to lack of data.

Clinton County MOMS compared favorably to those in Essex County in several categories: In Clinton, a larger proporti
referrals were enrolled in MOMS, prenatal cavas more common, and loweight births were less common. In each of
these cases, however, rates in Essex County improved from 2005 to H3@éx County faces additional challenges of
having no hospitals in the county that birth babies and only 1 pediatrilocated in the county. These conditions provide
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for significant obstacles for Essex County residents in receivinggbaé and posihatal care. MOMS nurses in Essex
County coordinated services for their patients with multiples hospitals in mudtipbeinties as well as multiple pediatrician
practices throughout multiples counties. A portion of Essex County patients are also known to seek care in Vermon
which data and tracking are additionally difficult.

Table 28a: (2005-2007) Clinton County Newborn/Postpartum Visits

Newborn/Postpartum Visits 2005 2006 2007
Number Newborns Referred 730 777 852
Number Referred and Targeted for Visits 490 472 569
. - 409 402 446

0,
Number and % Targeted with completed home visit 83% 85% 78%

*First Time Moms/Special Needs.
Source: Clinton county health department, 2007 annual report
(http://www.clintoncountygov.com/Departments/Health/cchdhome.htm)

Table 28b: (2005-2007) Essex County MOMS and Newborn/Postpartum Visits

Postpartum Visits 2005 2006 2007
Total Peripartum Visits 208 222 307
Newborns Residency in Essex County 53 54 74
% of newborns in MOMS Program 72% 81% 82%
Source: www.health.state.ny.us/health care/medicaid/ldss.htm, Essex County DOH

Both Clinton and Essex County MOMSgpams show increasing trends in enrollment between 2005 and 2007. Visitation
also are increasing substantially per year, a positive indicator for these programs. As the Franklin County program in
data is not provided for comparison but should beaitable in the next MAPP collection data round.
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Table 29a: 2007-2008 NYS School Immunization, Day Care Survey Percent Immunized i June, 2008

County/NYS Diphtheria | Polio | Measles | Rubella | Mumps Hep B* Complgtely
Immunized
Clinton 98 98 96 97 97 97 95
Essex 97 96 96 96 96 96 94
Franklin 98 99 97 98 98 96 94
?';zl excluding NYC 97 96 95 96 96 96 03
NYC Total 95 95 95 95 95 95 94
NYS Total 96 96 95 96 96 96 93
Resource: NYS DOH Immunization Program 2009

Table 29b: 2002-2003 NYS School Immunization, Day Care Survey Percent Immunized 7 April, 2003

County/NYS | OTP/DT/TD Polio Measles Rubella Mumps Hep B* ICrr?nr?S:ﬁtzilg
Clinton 98 98 97 98 98 95 96
Essex 98 97 96 97 97 95 93
Franklin 97 96 96 97 96 92 91
Wit 97 96 9 9 9 95 94
Resource: NYSDOH Immunization Program 2003 Completely Immunized: DTaP4, Polio3, MMR1, Hib3 and HepB3

The percent of immunized children included in these data sets represent the vaccinations for new students or child
enrolled during the year as ted on the table. All immunization rates, by county and statewide, was 91% or better, with
most between 96% and 98%. Considering each immunization separately, the proportion of children immunized in Clin
Essex, and Franklin Counties was equal to eatgr than in New York City and State the sole exception was Hepatitis |
immunizations in Franklin County (92% vs. 95% statewide). Clinton County was alone in administering comg
immunization (DTaP4, Polio3, MMR1, and Hib3) to a higher proportion ldferhithan in the rest of the state (96% vs.

94%). Essex and Franklin Counties fell short of this rate, completely immunizing 93% and 91% of children, respectively
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Community Health Assessment Data and Analysis

Table 30: (2007) % Engaging in Physical Activity at Least Once Per Month

County County

Essex Franklin
Walking 80.1 75.9
Running 19.0 24.0
Biking, hiking, skiing | 33.5 36.3
Fitness center 10.7 8.4
Organized sports 14.8 16.7
Aerobics 6.8 9.5
Weight training 16.7 22.1
Gardening or yard 66.2 66.4
work
Sample size N=322 N=317

Source: Exercise and community assessment: adult residents of Essex,

Hamilton, and Franklin counties (New York,)

Eat Well Play Hard North Country Coalition, June 2007

Table 31: Overweight children by population group and year (2000-2002) with comparison to
overweight children enrolled in WIC (2004-2006)

County Population Year % total Year % total overweight enrolled in
group overweight (applies to wIC
WIC only)
Clinton Ages 2-4 2000- 14.8 2004- 13.2
2002 2006
Essex Ages 2-4 2000- 8.5 2004- 16.0
2002 2006
Franklin Ages 2-4 2000- 15.9 2004- 13.9
2002 2006

Resource: NYS DOH (2004-2006) and Eat Well Play Hard Project (2007)
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Table 32: Weekly Physical Activities of Children

County County

Essex Franklin
Playing outside 86.6% 87.6%
Recess 67.2% 66.4%
Gym class 78.8% 76.3%
School/community 69.9% 60.4%
sports
Physical activity at 25% 28.2%
daycare
Family recreation 83.7% 85.3%
Playgroups 37.8% 41.1%
Source: Exercise and community assessment: adult residents of
Essex, Hamilton, and Franklin counties (New York,)

Table 33: Essex County Youth Survey All Schools, All Respondents, Yes Responses (n=217)

Essex County | NYS us

(2007) (2005) (2005)
% that self-describe themselves at slightly or very overweight 27.6 33.3 31.5
% that are trying to lose weight 42.0 48.4 45.6
Source: Essex County Youth Bureau- All Schools 2007.
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Community Health Assessment Data and Analysis

Table 34: (2005-2007) Alcohol-Related Accidents: Clinton, Essex & Franklin County*

Clinton | Clinton | Clinton | Essex | Essex | Essex | Franklin | Franklin | Franklin
2005 2006 2007 2005 2006 2007 2005 2006 2007
Total Accidents 33 62 65 37 54 38 36 53 57
Fatal Accidents 1 3 1 5 7 2 4 1 0
Non-Fatal Personal 29 38 27 30 34 15 30 31 29
Injury Accidents
Reportable Property 3 21 37 2 13 21 2 21 28

Damage Accidents

Source: New York State Department of Motor Vehicles. AleRblzted Motor Vehicle Accidents by County. Compiled by ITSMR, December 4

www.nydmv.state.ny.us/stats.htm

* It is important to note that not all of the dataf 20052007 are strictly comparable. Changes in data collection and reporting that began during

2006 with respect to property damage accidents have resulted in more accidents being reported each year on the statetidelAftcimation

System (AlS) maiined by the NYS Department of Motor Vehicles, and thus an increase in the total number of accidents each year. daata relat

to fatal accidents and to persons killed or injured are comparable and these data have not been affected by the DMV changes.
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Table 35a: (2004-2006) Injury Death Rates, by Cause, Age Adjusted per 100,000 Population

Cause of Injury Death Clinton Essex Franklin NYS
Homicide 2.1 1.3 1.2 4.7
Suicide
(young adult age 15-19) 156 0.0 93 4.4
Suicide (all ages) 9.9 115 6.6 6.4
Self-Inflicted Injury
(ages 15-19) 281.0 198.0 148.0 97.0
Self-Inflicted Injury (all ages) 111.0 74.0 58.0 50.0
Assault 9.0 5.0 19.0 50.0
Traumatic brain injury 24.0 39.0 45.0 86.0
Unintentional injury 28.5 34.9 36.8 20.9
Motor Vehicle 10.3 19.0 17.0 7.7

Table 35b: (1998-2000) Injury Death Rates, by Cause, Age Adjusted per 100,000 Population

Cause of Injury Death Clinton Essex Franklin NYS
Homicide 0.8 0.0 1.3 5.1
Suicide
(young adult age 15-19) 10.0 0.0 0.0 55
Suicide (all ages) 11.2 12.1 10.1 6.9
Self-Inflicted Injury
(ages 15-19) 228.9 175.2 84.8 97.8
Self-Inflicted Injury (all ages) 86.4 47.9 54.1 41.2
Assault 11.3 9.6 11.1 46.2
Traumatic brain injury 32.0 44.4 49.6 65.5
Unintentional injury 29.2 33.7 25.6 21.7
Motor Vehicle 12.8 12.8 10.8 8.7

Perhaps most notable in this table, Clinton and Essex County homicide rates increased markedly since 2000: In C
County, the rate increased by more than two and dvaf times, from .8 per 100,000 to 2.1, while in Essex County the
rate jumped damatically, from no homicides at all to a rate of 1.3 per 100,000; Franklin County was virtually unchang:
In contrast, homicides in NYS declined between the two survey periods, from 5.1 per 100,000 to 4.7. Despite the drop
20042006 NYS homicidetea(4.7) was more than twice that of the highest rate in thectsunty region, Clinton County
(2.1), which in turn was far greater than both Essex (1.3) and Franklin (1.2) Counties.

Another area of great concern is the level and substantial growth of seéride (among 149 year olds) in Clinton and
Franklin Counties: The rate in Clinton County grew from 10 to 15.6 per 100,000, a jump of more than 50% to a rate r
than three and onéhalf times the latest rate in NYS (4.4). In Franklin County, the ehiargyen more dramatic, jumping
from no teen suicides during the first survey period to a rate of 9.3, which is more than twice the statewide rate.
contrast, the statewide teen suicide rate (4.4) represents a drop from the first survey (5.5). Essegx &meared
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untouched by teen suicide, reporting rates of 0.0 in both surveys. The overall suicide rate (all ages considered) was h
in all three counties than statewide, with Essex County (11.5) at nearly twice the statewide incidence (6.4)p@3itithee
side, suicides across the age spectrum dropped in all three counties, as well as statewide.

Both Essex County and Franklin County show nearly equal positive and negative changes in the last five years in
injury death rates. The rate of ddwt by assault decreased in Clinton and Essex Counties, but increased greatly in Fran
County: As of the"d survey, Franklin County reported more than twice the rate of fatal assaults as Clinton County (19
100,000 vs. 9), and nearly four times traer of Essex (5). Still, deaths by assault were far less common in -tosirity
region than in NYS as a whole (50 per 100,000).

In all three counties, selfflicted death rates increased substantially, and all were markedly higher than the NY Sfrates
50 per 100,000 across all ages and 97 for teens: in Clinton County, the rate-ioflist#fd deaths among teens was
highest of all (281), almost three times the statewide rate and nearly double the Franklin County rate.

Motor vehicle and unintentiondhjury death rates were higher in this4tbunty region than itNYS Furthermore, rates of
both causes of death rose noticeably in Franklin County. Deaths from traumatic brain injuries, generally lower in
region than in the State, dropped slighttyeach county, in contrast to a jump of nearly 30% across New York State.

In summary, of great concern is that 20R@06 injury death rates in these three counties exceed New York State levels |
the majority of categories: suicide and sgiflicted inury among teens, as well as the general population; unintentional
injury; and motor vehicle injury. The exception is in Essex County, where no teen suicides were reported in either sur
Furthermore, regional death rates in several categories worsenégdsa the two surveys. Franklin County in particular
exhibited deterioration in several areas, including teen suicide, fatal assaults, unintentional deaths, and motor veh
deaths. Regionally, however, rates of homicide, assault, and traumatic braip fajlwell below State levels.
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Table 36: Driving Whiles Intoxicated Arrests Rate per 10,000 youth ages 16-20

2000 # Rate 2006 # Rate
Clinton 37 51.8 28 39.2
Essex 11 50.0 15 68.2
Franklin 32 83.1 20 51.9
NYS 3,655 28.6 NA
Source: NYS Touchstones Kids Count 2008 data book
www.nyskwic.org

Table 37: Motor Vehicle Crashes i Three year average | Rate per 100,000 - ages 15-24

1999-2001 2003-2005 1999-2001 2003-2005
Hospitalization Hospitalization Mortality Mortality
Clinton 99.6 66.9 24.9 23.9
Essex 106.9 101.7 30.6 25.4
Franklin 141.3 132.8 33.0 24.9
NYS 134.6 136.1 14.4 135
Source: NYS Touchstones Kids Count 2008 data book
www.nyskwic.org

Table 38: (2005-2007) Youth Mortality in Motor Vehicle Crashes, Age Adjusted

Age of Driver Clinton Essex Franklin NYS

2004 | 2005 | 2006 | 2004 | 2005 | 2006 | 2004 | 2005 | 2006 | 2004 | 2005 | 2006
Under 5 0 1 0 0 0 0 1 0 0 11 15 11
5-9 0 0 0 1 0 0 0 0 0 19 13 15
10-13 0 0 0 0 0 0 0 0 0 31 13 13
14-17 0 0 1 0 1 2 0 1 0 94 78 68
18-20 3 1 1 0 2 1 2 2 0 133 | 121 | 124

Source: Traffic Safety Data Reports, by county from http://www.nysgtsc.state.ny.us/hsdata.htm
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Table 39: Total # Registered Reports of Child Abuse Cases by County and State (2004-2006)

2004 2005 2006
Clinton 1,073 965 1,017
Essex 416 416 456
Franklin 722 651 641
New York State 140,720 139,169 158,855

Source: NYS Child Protective Services
http://preventchildabuseny.org/2004cpsdata.shtml

Only Franklin County shows a steady decrease in reported child abuse cases for the ye@@®@0Z00Both Clinton and
Essex County show fluctuating numbers during this time, with increases in the most current year reported (2007).

appears hat this is an area of continued concern in the region.

Between the years 2004 and 2006, there were no marked changes in the number of child abuse reports in any of these
three counties, or statewide. Reports in Essex County and New York State ingmagdyg 10% over the course of these
three years, while Franklin County reports dropped by the same amount. Clinton County reports dropped from 2004 to

2005, only to rebound to the previous count in 2006. Generally, the incidence of child abuse whgslstitier in the tH

county region than in NYS: Registered reports represented approximately more than 1 per 100 people in each county,

while the State rate was slightly less than 1 in 100.
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Community Health Assessment Data and Analysis

Table 40: (2005-2007) Northeast Region Asthma (Ages 0-17) *** T Discharge Rate per 10,000***

Discharges Population
NYS/County
2005 2006 2007 Total 2006 Rate
Clinton 40 8 15 63 15,940 13.2
Essex 4 5 3 12 7,428 5.4
Franklin 11 8 6 25 9,946 8.4
New York State 13,846 13,901 12,321 40,068 4,514,342 29.6

Source: New York State Department of Health. Asthma (age 0-17) hospital discharge rate/10,000, 2004-2006.
http://Health.state.ny.us/statistics/ny _asthma
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***The statistics used is reflective of agesl®@, not 514 as it was titled originally***
(tables not compardle as data presented differently)

Table 41: 2000-2002 Northeast Region Asthma (Ages 5-14) i Discharge Rate per 100,000

LISNJ mnnzy

Discharges Population
NYS/County
2000 2001 2002 Total 2001 Rate
Clinton 1 5 11 17 37,534 98.6
Essex 3 2 2 7 8,706 26.8
Franklin 5 1 7 13 6,629 65.4
New York State 6,239 5,827 5,650 17,716 2,648,230 223.0

Resource: NYS Department of Health SPARCS 2004
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Table 42a: (2004-2006) Northeast Region Otitis Media (Ages 0-4) i Discharge Rate per 10,000

Discharges Population
NYS/County
2004 2005 2006 Total 2005 Rate
Clinton 2 0 0 2 3,824 1.7
Essex 0 0 0 0 1,710 0.0
Franklin 1 0 0 1 2,212 1.5
New York State 553 532 428 1,513 1,249,101 4.0
Source: NYSDOH website. (2009) http://www.health.state.ny.us/statistics/chac/hospital/otitis0.htm

Note: this table changed from 100,000 to 10,00&ble42b (from 2005 documentpay have bee labeled incorrectly.

Table 42b: 2000-2002 Northeast Region Otitis Media (Ages 0-4) T Discharge Rate per 100,000

Discharges Population
NYS/County

2000 2001 2002 Total 2001 Rate
Clinton 1 2 2 5 3,939 42.3
Essex 0 0 0 0 1,840 0.0
Franklin 0 0 1 1 2,348 14.2
New York State 901 735 729 2,365 1,222,207 64.5
Resource: NYS Department of Health SPARCS 2004
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Table 43a: (2004-2005) Prevalence of Confirmed Elevated Blood Lead Levels, Among Children Tested
Before 6 Years of Age

Prevalence | Prevalence Overall
Area Year of Test # Identified | # Identified | # Children Rate/100 Rate/100 Rate/100
10-19 ug/dl >20 ug/dl Tested Tests Tests Tests
10-19 ug/dI > 20 ug/dl > 10 ug/dl
Statewide** Total 4,164 713 388,078 1.07 0.18 1.23
2004 2,207 387 194,839 1.13 0.2 1.33
2005 1,957 326 193,239 1.01 0.17 1.18
Clinton Total 9 4 2,169 0.41 0.18 0.6
2004 4 2 1,113 0.36 0.18 0.54
2005 5 2 1,056 0.47 0.19 0.66
Essex Total 2 1 608 0.33 0.16 0.49
2004 1 0 270 0.37 0 0.37
2005 1 1 338 0.3 0.3 0.59
Franklin Total 8 0 675 1.19 0 1.19
2004 4 0 303 1.32 0 1.32
2005 4 0 372 1.08 0 1.08
Resource: NYS department of health, 220085. Healthy People 2010 targétal eliminationStatewide statistics are
excluding NY City

Table 43b: (2000-2001) Prevalence of Confirmed Elevated Blood Lead Levels, Among Children Tested
before 6 Years of Age

# Prevalence | Prevalence Overall
Area Year of Identified | # Identified | # Children Rate/100 Rate/100 Rate/100
Test 10-19 > 20 ug/dl Tested Tests Tests Tests
ug/dl 10-19 ug/dl | > 20 ug/dl > 10 ug/dl
Statewide Total 10,501 1,142 384,902 2.73 0.30 3.02
2000 5,748 637 192,616 2.98 0.33 3.31
2001 4,753 505 192,286 2.47 0.26 2.73
Clinton Total 38 5 2,405 1.58 0.21 1.79
2000 18 4 1,237 1.46 0.32 1.78
2001 20 1 1,168 1.71 0.09 1.80
Essex Total 30 1 856 3.50 0.12 3.62
2000 19 0 475 4.00 0.00 4.00
2001 11 1 381 2.89 0.26 3.15
Franklin Total 12 1 683 1.76 0.15 1.90
2000 9 0 412 2.18 0.00 2.18
2001 3 1 271 1.11 0.37 1.48
Resource: NYS Health Department. A report of Lead Exposure Status Among New York Child in 2000-2001
excluding NY City
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Table 44: Fluoridated water supplies per county (2006) in comparison to % of 3" grade children with

dental caries (2002-2004)

County Total # of water Water supplies % of 3" grade

supplies that are children with
fluoridated dental caries
(2002-2004)

Clinton 23 7 74.8

Essex 35 0 60.0

Franklin 21 0 67.8

New York State 54.1%

Source: NYS DOH (2002-2004) County Health Assessment Indicators.
Health.state.ny/us/statistics/chac/chai/docs/ora
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Community Health Assessment Data and Analysis

In December of 2008, the New York State Health Department posted Prevention Quality Indicators on their webs
These sets of measures were developed by the Agency for Health Care Research and Thalitgmary reason for the
tvL YSI&adaN’sa Aa G2 RSOGSN¥YAYS (GKS ljdzZrftAde 2F 2dziLIJ GA S
are grouped into 4 areaf®iabetes Circulatory Respiratory and\cute.

The PQIs measure rates of hosgfization for each of the groups. The groups include conditions that, with gooc
outpatient care, the need for hospitalization can be reduced with early intervention that can prevent furthe
complications or more severe disease.

For additional informatioron PQI please go to the New York State website and search Prevention Quality Indicato
https:apps.nyhealth.gov/statistics/prevention/quality _indicators/start.map

Table 45: (2007) Age-Sex Adjusted Death Rates by County and Selected Causes of Death per 100,000
Population

Cause of Death Clinton Essex Franklin NYS
Total 771.0 745.7 729.3 668.6
Diseases of the Heart 205.8 183.7 176.1 219.6
Malignant Neoplasms (Cancer) 180.2 185.9 198.9 163.8
Cerebrovascular (Stroke) Disease 34.7 41.5 28.5 26.5
AIDS 2.1 2.1 0.0 6.5
Pneumonia 221 16.5 13.2 19.8
COPD 48.0 50.4 37.7 29.7
Total Accidents 30.6 44.7 21.4 24.0
Diabetes Mellitus 15.2 5.8 18.6 17.1
Homicide and Legal Intervention 1.2 0.0 1.9 45
Cirrhosis of Liver 8.6 45 16.4 6.1
Source: N Y S D O Hhge-SéxTAdjbistec DedttORates by County and Selected Causes of Death by Resident County
New York State-2 0070 http:// www. health.state.ny.us/ nysdoh/vital_s

The 2007 ageand sexadjusted overall death rate in each of these thimnties was higher than in New York State as a
whole, with the highest rate occurring in Clinton County (771 per 100,000). Certain causes of death occurrec
considerablyhigher rates in the ClintorEssexranklin County region than in NYS: malignanbpt@sms (cancer);
cerebrovascular disease; and chronic obstructive pulmonary disease (COPD). Causes of death thssfrespeent in

this region include diseases of the heart, AIDS, and homicide/legal intervention, the latter two being exceedingly rare

The following data are noteworthy where one county diverged from the region and/or NYS. Franklin County stood aj
in its rate of death from accidents and from cirrhosis of the live. Franklin County accidental death rate was nasezdly
than the rest of the tricounty region and NYS, while its rate of death from cirrhosis of the livehighsrthan the other
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counties and state by 100% or more. In Clinton County, death from pneumonia was most common in the region and n
common than found statewle. Cerebrovascular disease and total accidents were substantially more common in Es:
County than elsewhere, while diabetes mellitus was markiegiscommon (onethird to one-half the other rates).

Table 46a: (2004-2006) NYS Cardiovascular Disease Mortality Rate/Age Adjusted for Males and Females
per 100,000 Population

Total Ages 35-64

Region

Count Rate Count Rate
NYS 54,989 285.2 8,470 108.2
Clinton 207 251.7 36 109.7
Essex 106 277.4 18 113.8
Franklin 134 266.7 21 100.3
Source: NYSDOH fAHeart Disease and Stro2@)flomdi cators CIlii
http://www.nyhealth.gov/statistics/chac/chai/index.htm

*Note: Latest data aailable includes a different age range {85 rather than 3574); data is no longer provided with
gender break downs and Agegs>

Table 46b: 1999 NYS Cardiovascular Disease Mortality Rate/Age Adjusted for Males and Females per
100,000 Population

Total Male Female Ages 35-74 Ages >75
Region
Count Rate Count Rate Count Rate Count Rate Count Rate

NYS 70,771 366.7 | 31,285 | 424.2 | 39,486 | 320.9 | 20,952 245.5 49,461 4,211.5
Clinton 298 407.1 131 461.6 167 357.4 83 299.1 214 4,789.2
Essex 169 348.2 78 410.6 91 298.4 49 255.3 119 3,814.5
Franklin 180 389.6 87 454.3 93 325.3 75 364.4 105 3,959.7
Source: NYS Department of Health Cardiovascular Burden of Risk 2003

Death from cardiovascular disease at all ages in ZBO6 was slightly less common in all three moes than in the
state. Essex County showed the highest incidence within the region. Comparing the cardiovascular mortality rates
1999 data shows all of these rates to have been reduced substantially. The data collected by the state no Isrigrallow
more detailed brealout by sex and for the older age groups of 35 to 74 and older than 75. This 1999 data is includec
provide a more complete, although dated, picture. Data is provided for 2004 to 2006 for the age group4of Bfthin

this ag group, Clinton County and Essex County both present rates of cardiovascular mortality that exceed the State |
Franklin County rate falls substantially below the State rate.
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Table 47a: (2004-2006) NYS Coronary Heart Disease Mortality Rate/Age Adjusted for Males and Females
per 100,000 Population

Region Total Ages 35-64*
NYS 198.3 73.9
Clinton 137.2 85.1
Essex 144.5 54.9
Franklin 160.5 69.0
Healthy People 2010 Target Rate 166 per 100,000
Source: NYSDOH fiHeart Disease and Stro2e)flomdi cators CIi
http://www.nyhealth.gov/statistics/chac/chai/index.htm

*Note: Latest data available includes a different age range6@®ather than 3574); data is no longgsrovided with
gender break downs and Agegs>

Table 47b: 1999 NYS Coronary Heart Disease Mortality Rate/Age Adjusted for Males and Females per
100,000 Population

Region Total Male Female Ages 35-74 Ages >75
NYS 256.7 305.9 218.6 172.2 2,961.0
Clinton 261.3 331.1 206.3 182.1 2,952.4
Essex 203.0 264.4 146.5 177.4 2,038.4
Franklin 255.6 303.6 209.4 228.5 2,528.6
Healthy People 2010 Target Rate 166 per 100,000

Incidence of death from coronary heart disease at all ages combined was considerably legndonall three counties
than in the state with Franklin County having the highest incidence. Rates among those aged 35 to 64 in the region
the state were markedly lower than in the general population, and were more similar, though Essex Courmtynaa® f
have the lowest rate, and Clinton County the highest.
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Table 48a: 2004-2006 Cardiovascular Disease Hospitalization Counts/Rate, Age Adjusted per 10,000
Population

Total

Region

Count Rate
NYS 355,152 184.2
Clinton 1,475 179.8
Essex 511 133.7
Franklin 804 159.4
Source: NYSDOH fiHeart Disease and Str o2@)flomdi cators CI
http://www.nyhealth.gov/statistics/chac/chai/index.htm

*Note: Latest data available includes a different age range6@®ather than 3574); data is no longer provided with
gender break downs and Agegs>

Table 48b: 2000 Cardiovascular Disease Hospitalization Counts/Rate, per 10,000 Population

Total Male Female Ages 35-74 Ages >75
Region
Count Rate Count Rate Count Rate | Count Rate Count Rate

NYS 381,634 | 204.0 | 193,523 | 213.3 | 188,103 | 195.3 | 218,538 | 258.9 | 154,778 | 1,371.9
Clinton 1,494 162.8 761 160.7 733 164.9 898 243.3 572 1,278.1
Essex 698 182.3 388 195.9 310 167.7 382 213.0 306 1,109.9
Franklin 1,033 202.1 535 202.5 498 201.7 598 267.2 411 1,303.1
Source: NYS Department of Health Cardiovascular Burden of Risk 2003

Rates of hospitalization due to cardiovascular disease at & &g 20042006 combined in Clinton County were
comparable to the State. Franklin County, and particularly Essex County, showed substantially lower rates than the s
Essex County had the lowest rate in hospitalization for cardiovascular diseade ClBdon and Franklin counties show
higher rates of cardiovascular disease hospitalization since 2000. Essex County shows a notably reduced rate fror
2000 to 20042006 periods measured. The state does not collect this data broken out by sex ainel éddler age ranges

of 3574 and 75 plus, therefore thesgpesof comparisons cannot be made for 2000 to 2006.

97


http://www.nyhealth.gov/statistics/chac/chai/index.htm

Table 49a: (2004-2006)* NYS Stroke Mortality Rate, Age Adjusted for Males and Females per 100,000

Population
. Ages
Region Total 35?64*
NYS 34.2 11.4
Clinton 45.1 9.2
Essex 68.1 14.2
Franklin 34.0 7.8

HP2010 Target Rate 40 per 100,000; Source: NYSDOH CHAI Indicators
*Statistics for each specific county reflect the total count of all three years.

*Note: Latest data available includes a different age range6@®ather than 3574); data is no longer provided with
gender break downs and Agegs>

Table 49b: 1999 NYS Stroke Mortality Rate, Age Adjusted for Males and Females per 100,000 Population

Region Total Male Female Ages 35-74 Ages >75
NYS 42.1 42.2 411 25.3 503.2
Clinton 72.4 58.2 75.1 34.4 943.1
Essex 64.4 66.5 67.0 - 866.1
Franklin 58.3 74.7 50.0 48.4 604.7
HP2010 Target Rate 40 per 100,000; Source: NYS Dept. of Health Cardiovascular Burden of Risk 2003

Incidence of death from stroke at all ages combined in Franklin County was comparable to NYS, while Clinton and,
greater extent, Essex County had a substantiatipén rate. Rates among those aged 35 to 64 in the region and the state
were substantially lower than in the general population. In this age range, Essex County was found to have the hig
rate and Franklin County the lowest at nearly half that rate.
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Table 50a: (2001-2005) Cancer Mortality by County and Gender, Rate per 100,000 Population

NYS Rate Clinton Essex Franklin
Cancers
Male Female Male Female Male Female Male Female

All Invasive Malignant 2158 | 1556 | 2286 | 168.8 |250.4 1591 | 2411 | 159.3
Tumors

Colorectal 23.0 16.4 23.6 16.9 32.0 25.0 24.6 21.0
Lung/bronchus 61.0 37.5 74.6 43.6 73.4 51.2 84.5 45.9
Breast/Female -- 25.5 -- 17.4 -- 15.2 -- 20.5
Prostate 25.7 -- 26.6 -- 37.5 -- 11.6 -
Cervical -- 2.6 -- 2.8 -- 2.8 -- 2.6

Source: NYSDOH, http://www.nyhealth.gov/statistics/cancer/registry/docs/volumel.pdf

Table 50b: 1997-2001 Cancer Mortality by County and Gender, Rate per 100,000 Population

NYS Rate Clinton Essex Franklin
Cancers
Male Female Male Female Male Female Male Female
All Invasive Malignant Tumors 248.1 173.9 266.6 169.0 261.5 173.1 255.5 172.8
Colorectal 27.5 18.9 34.9 17.9 33.9 29.6 35.4 21.8
Lung/bronchus 73.0 43.1 78.2 46.2 72.2 45.8 87.6 451
Breast/Female N/A 28.9 N/A 20.9 N/A 19.1 N/A 26.6
Prostate 30.3 N/A 30.5 N/A 37.6 N/A 26.4 N/A
Cervical N/A 25 N/A 2.2 N/A .07 N/A 4.0

NYS Department of Health 2003

In general, deaths by all types of cancer in this table were more common among males than among femalesamdunty
statewide, and lung cancer was the most common cause of death. Essex County reported the highest incidence of c
from colorectl cancer for males and females, both substantially higher than anywhere else, as well as a markedly hic
rate of prostate cancer. Franklin County was notable for its high rate of lung/bronchus cancer among males. This re
reported lower rates of l#ast cancer than NYS. Cervical cancer was rare across the region and state (fewer than 3
100,000).
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Comparing cancer mortality rates from 202@05 to data previously gathered 192001 shows mainly positive
reductions in these numbers. In particul@jnton County shows reductions across the board in these cancer mortalitie!
among males, and Franklin County shows reductions across the board for both sexes. Essex County shows a |
increases and decreases, with increased mortalities in lung cdacdyoth men and women, and cervical cancer for
women. Cervical cancer mortalities in all counties appear to have increased.

Table 51a: (2001-2005) Percent of Invasive Cancers Diagnosed at an Early Stage

Males
Region
Oral Colorectal Lung Melanoma Prostate Testis
NYS 31.9 41.7 19.8 80.8 87.4 73.7
Clinton 45.5 53.2 22.2 78.6* 84.2 ~
Essex 42.1* 50.0 221 80.0* 82.2 ~
Franklin 56.5 53.4 30.8 78.3* 85.9 ~
Region Females
Oral Colorectal Lung Melanoma Breast Cervix Uterus Ovary
NYS 44.6 39.5 22.9 84.9 63.4 51.2 71.7 19.4
Clinton ~ 49.2 304 90.0* 70.4 ~ 73.2 ~
Essex ~ 50.0 30.3 93.8* 74.4 ~ 65.0* 15.0*
Franklin ~ 47.6 333 94.1* 74.1 ~ 87.5* 31.8*

Based on tumors with known stage at diagnosis. Early stage cancers are those which are confined to the organ of origin at diagnosis.
~ Percent could not be calculated (fewer than 3 cases per year). * Percent should be used with caution.
NYSDOH. http://www.health.state.ny.us/statistics/cancer/registry/docs/table3.pdf
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Table 51b: 1997-2001 Percent of Invasive Cancers Diagnosed at an Early Stage

Males
Region
Oral Colorectal Lung Melanoma Prostate Testis
NYS 36.8 41.3 24.0 79.3 86.6 73.8
Clinton 31.8 40.5 24.0 77.3 91.9 57.9
Essex 58.8 33.8 17.9 96.7 77.2 ~
Franklin ~ 48.6 34.1 ~ 86.9 ~
Females
regton Oral Colorec Lung Melano Breast | Cervix Uterus Ovary
tal ma

NYS 48.8 39.3 27.6 84.2 66.1 55.5 74.7 23.8
Clinton ~ 41.1 30.3 ~ 72.8 ~ 75.5 241
Essex ~ 28.8 32.8 ~ 75.7 ~ 64.0 ~
Franklin ~ 46.0 25.8 ~ 71.0 ~ 84.8 12.0

~ Fewer than 3 cases per year

NYS Department of Health 2003

Rates of early diagmsis for all cancers from 202005 were comparable in the three counties, with the following notable
exceptions: Franklin County had more early detection of oral and lung cancers (among men) and uterine and ove
cancers than did either other county oIS. Generally speaking, early detection was more common in this region than
NYS, with the sole exception of prostate cancer where the state did a slightly better job.

Comparing rates of early diagnosis for these cancers with data from-2@®%, showsmprovement in detection for
colorectal cancer in all three counties (and New York State) in both men and women. There are also positive indica
for melanoma, prostate and uterine cancer detections, although they are somewhat mixed by county. hoeg ca
detection rates appear to be mostly decreasing during this time period, in comparison to priof wlé&is is a concern.
Early breast cancer in females also show decreases in early diagnosis in all geographies other than Franklin county. S
areas do not provide sufficient information to allow for comparisons between these time periods.
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Table 52a: (2003) State and Local Data Estimated Number of People with Diagnosed Diabetes/100,000

County Per 100,000
State Total 6.6
Clinton 6.5
Essex 6.5
Franklin 6.5
Source: statistics regional average, AfThe State of Diabe
and Control Program

Table 52b: 1997-1999* State and Local Data Estimated Number of People with Diagnosed Diabetes by
Age and County

County 0-19 years 20-44 years 45-64 years 65+ years Total
State Total 8,802 114,185 367,719 299,881 790,587
Clinton 39 472 1,084 988 2,583
Essex 17 192 582 634 1,425
Franklin 23 300 736 642 1,701
*(http://www.health.state.ny.nysdoh/consumer/diabetes/surv/en/med/)

Incidence of diabetes in 2B0vas uniform across the tdounty region and the state as a whole.

A2006H nnd INI YG LINRP2SOG GKNRAAK / KFEYLXFAY =+IfftSe tKeaa
to provide research for diabetes across Clinton County.

Major Findngs Population with Diabetes and #Risk for Diabetes

¢ The diabetes seffisk assessment tool had496respondentsdrom across Clinton County. This represents 1.8% of the
[ 2dzy @ LRLMzZ FGA2Y owunntT LIR2LIzZ I GA2Y Say SuweylisSs2, FIS)\R Yhe /
most currently used numbers for County health statistics on diabetes numbers are from State Behavioral Risk Fe
Surveillance System (BRFSS). In 2003, this sample included 659 individuals of a three county (Clinton, érankl
94aSE0 NBIAZ2YyIT 2N 2yt e 5 oo The RorthiGodniry diateidd maject therafofec v
represents a 500% or siold increase in sample size for these data.

e 9.6% of these respondents provided that they have diabetes. The BR&8&Ish 6.5% prevalence of diabetes,
indicating that this data set has likely underestimated the amount of diabetes occurring in this population.

e The 95% confidence interval for the sBffk assessment sample is-#A8. This suggests that the prevalenue
diabetes in Clinton County is estimated, with 95% accuracy, to be between 8.12% and 11.08%. The 99% confic
interval is +/1.95: Based upon this sample, one can be 99% sure that between 7.65% and 11.55% of Clinton Co
residents have diabetes.

¢ Nearly half, 47.7%, of these respondents were found to be at risk for diabetes, according to the assessment.
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Major FindingsSex and Age as Risk Factors

Males and Females appear to be at equal level of risk for diabet®% each; however the samplada much higher
number of female respondents than male in this category (76% of this sample)

Males and Females within the sample fall into the three age groupder 45, 455, and over 65, in roughly similar
proportions.

62% of the 4565 year old age gup is at risk of diabetes according to the assessmeiftthis jumps substantially from
the under45 year old age group, which shows only a 21% overall risk [Ekrelrisk increases slightly more for the over
65-year old age group, to 71% overall.

Major Findings Sedentary and Overweight Risk Factors

Within the 4565 yearold population, more than half (56%) state that they are overweight (according to the ADA tes
chart), and 36% state that they get little exercise.

Within the over 65 yeaold populdion, nearly half (47%) state that they are overweight.

Approximately 91% of those respondents under 65 who were found NOT to be at risk for diabetes reported that they
exercised (92% of males and 90% of females).

Less than half of those respondents der 65 who were found to be at risk for diabetes (46% males, 31% females)
reported that they exercise.

77% of respondents who said that they were overweight were found by the assessment taifle far diabetes. Only
16% of respondents who said thdigy were not overweight were found to be-ask for diabetes.

Major FindingsMain Risk Factors by Sex

The four strongest risk factors for those men found to be at risk for diabetes were: 1) being overweight (81% respon:
as such), 2) being 486 yeas old (52% responded as such), 3) having a parent with a diabetes diagnosis (39% respon
as such) and 4) being sedentary (37% responded as such).

The four strongest risk factors for those women found to be at risk for diabetes were 1) being over(digmt
responded as such), 2) being-85 years old (54% responded as such), 3) being sedentary (49% responded as such),
4) having a parent with a diabetes diagnosis (35% responded as such).

Major FindingsWomen with High Birth Weight Babies (ovdb8.)

66% of women who have high birth weight babies were found to be at risk for diabetes.
45% of women who have not had a baby over 9lbs. were found to be at risk for diabetes. This represents a statisti
significant difference in risk between tee women who have had or not had high birth weight babies.
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Summary

From this information, one can conclude that some of the strongest factors for diabetes risk are from being overweight :
sedentary, as volumes of health data support. One uniquairfg from this study however shows the high risk of the565
yearold age group (with approximately 21,000 in this age group, or 26% of the overall population of the County). As
Golroe 022YSNE LRLJzZ FGA2Yy Aa lon @olridypdpdildicn) tysicertaidlyl p@rdes-ah&lthO
challenge. Two unique pieces of data are also the significance of the risk factors of having a parent with diabetds, and
birth weight babies. These areas likely deserve further attention auny/st

Table 53a: (2004) Hospitalizations by County for Diabetes as Any Diagnosis

Clinton Essex Franklin State
Number of Hospitalizations 1828 712 1216 434,261
Tg‘é‘fogfo';os"“a"zaﬂons (per 199.1 185.9 238.0 385.3
Average Length of Stay 5.0
Average Charges
Source: NYSDOH: The State of Diabetes in New York State: A Surveillance Report

CDC: http://www.cdc.gov/diabetes/statistics/dmany/tablel_2byAge.htm
Table 53b: 1999 Hospitalizations by County for Diabetes as Any Diagnosis*

Clinton Essex Franklin State
Number of Hospitalizations 1,636 603 1,102 332,419
Rate of Hospitalizations 633.41/1,000 423.2/1,000 647.7/1,000 420.5/1,000
Average Length of Stay 7.9 days 5.8 days 6.3 days 8.1 days
Average Charges $11,159 $9,549 $8,320 $16,669
*(http://www.health.state.ny.nysdoh/consumer/diabetes/surv/en/med/)

The rate of hospitalization for diabetes was lower in the region than the state, with Essex County lower than NYS by m
than half). Clinton and Franklin Counties had rates just above this point. Data by agprisviated;therefore a

comparison to pior years is not possible.
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Community Health Assessment Data and Analysis

Table 54a: (2005-2007) Sexually Transmitted Disease Cases

Clinton Essex Franklin New York State

STl 2005 | 2006 | 2007 | 2005 | 2006 | 2007 | 2005 | 2006 | 2007 2005 2006 2007
AIDS* 3 7 3 2 4 3 2 4 3 5,826 5,250 3,984
Chlamydia 104 91 103 51 51 50 51 51 50 64,528 68,624 80,629
Gonorrhea 12 12 8 2 5 8 2 5 8 17,912 17,459 17,699
2;"3;"'3 1 3 2 0 1 0 0 1 0o | 1789 | 1731 | 2224
Hepatitis B 1 1 0 0 0 0 0 0 0 233 204 211
Hepatitis C 1 1 1 0 2 0 0 2 0 N/A N/A N/A
* Includes all newly-reported AIDS cases regardless of HIV diagnosis date.
Source: NYSDOH. Communicable Disease Annual Reports and Information. Retrieved from
http://www.health.state.ny.us/statistics/diseases/communicable/

Table 54b: 2001-2003 Sexually Transmitted Disease Cases
Clinton Essex Franklin

STl 2001 2002 2003 2001 2002 2003 2001 2002 2003
AIDS 7 N/A N/A 6 N/A N/A 8 N/A N/A
Chlamydia 62 83 135 15 17 27 43 51 48
Gonorrhea 9 10 29 1 1 2 3 4 5
2;";3"'5 0 1 1 0 10 14 0 0 1
Hepatitis B 2 2 0 0 14 6 0 1 1
Hepatitis C 1 0 0 0 - - 0 1 0
Source: NYS Health Information Network  N/AT Not available at this time

Newly reported AIDS cases peaked in 2006 in theouinty region. This does not appear to be awjng trend however,

as the rates in all counties were lower in 2007, and in two of the three counties there had been more cases in 2(
Clinton County had an equal number of cases in 2001 and 2006. It is an area to continue to monitor for consistency o
longer period of time.

Chlamydia cases fluctuated substantially during 22068 in Essex County, nearly doubling from 2006 to 2007, while
Clinton and Franklin remained relatively stable. The per capita incidence was roughly 1 in 1000 in each 2Q0ity i
Gonorrhea cases showed steady increases across this time period in Essex and Franklin Counties, continuing trend:
2001-2003. However, cases in Clinton County dropped by nearly 75% in 2007 from a high of roughly 36 per 100,0(
2003. It igmportant to note that the much higher number of new Chlamydia and gonorrhea cases that were reported
2003 in Clinton County have not returned.
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New syphilis (early) cases appeared to be in decline to virtual extinction across all counties. Nets lBpatl C cases
appeared to be relatively stable across the counties during this timeframe, staying near zero. This is signific
information as Essex County saw much higher numbers of new reported syphilis (early) cdsbsafidhepatitis B (@4)

in 20022003.

Table 55: Lyme Disease

2002 2003 2004 2005 2006 2007

# Rate* | # rate | # # rate rate | # rate | # rate
Clinton 2 2.5 9 11.1 | 5 3 3.7 6.1 3 3.7 1 1.2
Essex 2 51 1 2.6 2 4 10.3 | 2.6 4 10.3 | 6 15.5
Franklin 3 5.9 1 2.0 0 2 3.9 2.0 2 3.9 1 2.0
NYS 5535 | 29.2 5404 | 28.2 | 5101 | 26.6 | 5565 | 28.9 | 4459 | 23.2 | 4604 | 23.8
* rates per 100,000
NYSDOH. County Health Indicator Profiles. http://www.health.state.ny.us/statistics/chip/

Rates of Lyme Disease fluctuated considerably in all three counties. Peakvexte found in 2002 for Franklin County (6
per 100,000), in 2003 for Clinton (11), and in 2006 for Essex (10). -Eberty area reports a substantially lower rate for
20042006 than is found statewide, however: The New York State reporting of LygeasBifor this time period is 26.2
per 100,000 population.

Table 56: Pertussis

Pertussis | 2002 2003 2004 2005 2006 2007

# Rate* | # rate # rate # rate | # rate | # rate
Clinton 0 0.0 6 7.4 83 1014 | 10 12.2 | 13 15.8 | 18 21.9
Essex 2 51 43 110.3 | 29 74.5 7 18.1 | 4 103 | O 0.0
Franklin 0 0.0 0 0.0 11 21.6 0 0.0 7 13.7 | O 0.0
NYS 447 |1 24 1217 |1 6.4 2165 | 11.3 772 1 4.0 1195 | 6.2 699 | 3.6
* rates per 100,000
NYSDOH. County Health Indicator Profiles. http://www.health.state.ny.us/statistics/chip/

Essex County showedlagh rate of Pertussis in 2003 (110 per 100,000), while Clinton County reached its peak of 101
2004. Clinton County showed fluctuating rates following its peak rate, whereas rates in Essex County declined aftel
peak. Franklin County did not suffimis level of Pertussis during the time period 268206, reaching a high of only 22
per 100,000 in 2004. All three counties showed higher rates overall (except instances in Franklin County when there v
rate of zero) of Pertussis than found statewid€he New York State reporting of Pertussis for this time period was 7.1 pe
100,000 population. Clearly this is an infectious disease concern for the North Country.
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Table 57a: (2006-2008) West Nile Activity and Mosquito Surveillance

Year County # Tested # Positive % Positive of al
Clinton 56 1 1.8%
2006 Essex o} o} o}
Franklin 2 0 0
Clinton 93 1 1.1%
2007 Essex o} o} o}
Franklin 0 0 0
Clinton 112 0 0
2008 Essex o} o} o}
Franklin 0 0 0
Source: NYSDOH; Essex, Franklin County DOH, Clinton County Health Department 2008
Annual Report
Table 57b: 2001-2003 West Nile Activity and Mosquito Surveillance
Year County # Tested # Positive % Positive of a
Clinton 57 0 0
2001 Essex 23 0 0
Franklin 8 0 0
Clinton 147 8 5.4%
2002 Essex 38 2 5.2%
Franklin 18 2 11.1%
Clinton 30 13 43.3%*
2003 Essex 16 2 12.5%
Franklin 13 1 7.6%
Data Source: County data and NYS website
Submission decreases significantly per state recommendation and criteria focused on only certain species. High rate of positively
resulted in declaration of Public Health threat. No human cases were reported.* NYSDOH encouraged submission of birds in corvid
family only.
This included (blue birds, crows and ravens).

Clinton and Franklin Counties shegvlow numbers of reported positive West Nile virus in 2@068, with only two cases

(of 261 tested) in Clinton County since 2006 and none in Franklin. Both counties had demonstrated a substantial nur
of positive tests in 2002 and 2003, but there He®n no continued strong presence since this time. There was no Wes
Nile data available for Essex County since 2003, when the number of positive tests was only 2 of 16.
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Community Health Assessment Data and Analysis

In the tricounty region, Clinton, $8ex and Franklin counties, much time and effort has been devoted to emergenc
preparedness within the existing county infrastructures as well as personal and family. Coordination among those grc
most responsible for providing professional training @mdcommunity education have resulted in significant changes in
the level of emergency preparedness across our three counties.

Determining a standard of measure to indicate levels of ss&de emergency preparednessdifficult. The following
charts arean attempt to demonstrate important training that has been provided in all three counties through the loca
Emergency Management Services agency in each county, and in strong partnership with members of the local p
health system.

Table 58: Number who have completed IS-700 NIMS training in Clinton, Essex and Franklin
Counties (FY 2008)

Clinton Essex Franklin
Entry Level First Responder
435 110 180
First Line Supervisors 50 60 50
Emergency Management
and Response Personnel in 60 25 15

Middle Management

Emergency Management
and Response Personnel in 15 30 15
Command and general Staff
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Table 59: Number of Personnel who have completed 1S-800 in Clinton, Essex and Franklin
Counties (FY 2008)

Clinton Essex Franklin

Emergency Management
and Response Personnel in 3 5 15
Middle Management

Emergency Management
and Response Personnel in 4 30 15
Command and General Staff

Table 60: Number of Personnel who have completed ICS-100 training in Clinton, Essex and
Franklin Counties (FY 2008)

Clinton Essex Franklin

Entry-Level First Responders
435 720 400-500

First Line Supervisors 30 50 100
Emergency Management
and Rescue Personnel in 60 25 30
Middle Management
Emergency Management
and Response Personnel in 15 5 15
Command and General Staff
Personnel as ICS Trainers 5 0 0

Table 61: Number of Personnel who have completed ICS-200 training in Clinton. Essex and
Franklin Counties (FY 2008)

Clinton Essex Franklin
Entry-Level First Responders 130 NA 100
First Line Supervisors 25 2 50
Emergency Management
and Rescue Personnel in 40 NA 15
Middle Management
Emergency Management
and Response Personnel in 12 50 15
Command and General Staff
Personnel as ICS Trainers 5 NA NA
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Table 62: Number of Personnel who have completed ICS-300 training in Clinton, Essex and
Franklin Counties (FY 2008)

Clinton Essex Franklin

Emergency Management
and Rescue Personnel in 15 0 10
Middle Management

Emergency Management

and Response Personnel in 12 20 15
Command and General Staff
Personnel as ICS Trainers 2 0 NA

In addition to the IG#hcident Command Training that has been provided to key community members shelter agreemer
have been established, Points of Distribution sites for mass vaccination are in place, signed mutyEesiteats are in
place, and ongoing emergency training and practice drills are conducted on a periodic basis in all three counties.
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Community Health Assessment Data and Analysis

Table 63: Essex County Youth Survey All Schools, All Respondents, Yes Responses (n=217)

or more days in the past 30 days

Essex County | NYS us

(2007) (2005) (2005)
% that have had a drink on one or more days in their lifetime 78.6 77.8 74.3
% that have had 5 or more drinks in a row within a couple of hours on one| 40.3 29.2 25.5

Source: Essex County Youth Bureau- All Schools 2007.

Table 64: Adolescent Arrests for Drug Use/Possession/sale/DUI Rate per 10,000 youth ages 10-20

2000 # Rate 2006 # Rate
Clinton 260 185.4 177 126.2
Essex 44 78.0 140 248.2
Franklin 97 119.8 107 132.1
NYS 54,244 189.3 NA

Source: NYS Touchstones Kids Count 2008 data book
www.nyskwic.org
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Community Health Assessment Data and Analysis

The sample sizes for most of the geographies (counties, New York State, U.S.) are large enough that even small differ
may be statistically significantNoticeable changewiithin data are sure to be statistically significant. Although some of
the less substantive differences are statistically significant, they may not be importar Withscope of this analysis. It
should be noted that data included within the report have margifsroor, which are typically not included. This means
that more accurately, the data provided are a range, rather than specific data points.

¢CKS YFI22NAGe 2F GKS AYyF2NNIGAZ2Y LINE Q&R ComBidny Sun@@hy S a
RSGFATSR AYyF2N¥YIGA2Y KIFI& NBLXLFOSR GKIFIG 6KAOK ¢l a 3l
advantage to this information is that it is annually updated. Depending upon the population size, the data is providec
estimates for aone, three or five year sample. The Clinton, Essex and Franklin County regions fall within the three y
sample size. Each year, the three year estimates are updated by the new year of information collected. The disadvar
to this data presentationsi that they are estimates, and the margins of error are higher than through the traditiona
Census data collection.

It is important to note that for information that is collected by the decennial Census and the American Community Surv
these data setsvill not be directly comparable because the manners and methodology of collection are entirely differen
It is also advisable when looking closely at the information provided to consult directly with the data sources to exam
individual margins of ear. This illustrates the more accurate range of the data, rather than the estimated data point
which are used for representation.

It should also be noted that there is a substantial demographic impact in Franklin County given the St. Regis Mohzg
TAo6S t20FG4SR 6AGKAY AGa& I NBI® ¢KAA Aada | Yl 22N adz
correctional facilities as well which impact their demographic data substantially. This is even a greater impact in Es

and Franklin Countiedue to their lower noAncarcerated population sizes.
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Table 65a: Race of Residents of Clinton, Essex and Franklin Counties

Clinton Essex Franklin New York State
Race
# % # % # % # %
One Race
White 76,737 93.5 35,918 93.9 42,245 | 83.8 12,817,605 74.1
Black or African | 5 sen | 32 | 1323 | 35 | 3213 | 6.4 | 3004630 | 124
American

American Indian
and Alaska 214 0.3 110 0.3 3,191 6.3 67,242 0.8
Native

Asian 680 0.8 124 0.3 299 0.6 1,301,199 4.3

Native Hawaiian
and other Pacific 15 0.0 0 0.0 0.0 0.0 6,383 0.1
Islander

Hispanic or
Latino (of any 2,175 2.7 897 2.3 2,070 4.1 3,126,718 14.7
race)

Some other race 793 1.0 450 1.2 1,159 2.3 1,754,233 9.1

Two or more

949 1.2 318 0.8 324 0.6 329,461 1.7
races

Source: American Census Bureau, 2005-2007 American Community
Survey 3 Year Estimates
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Table 65b: Race of Residents of Clinton, Essex and Franklin Counties

Clinton Essex Franklin
Race

# % # % # %
One Race 79,148 99.1 38,515 99.1 50,780 99.3
White 74,562 93.3 36,848 94.8 42,970 84.0
Black o African 2,863 3.6 1,002 2.8 3,389 6.6
pmercan Indian | 201 0.4 122 0.3 3,171 6.2
Asian 537 0.7 160 0.4 194 0.4
Asian Indian 74 0.1 19 - 20 -
Chinese 131 0.2 37 0.1 61 0.1
Filipino 80 0.1 35 0.1 25 -
Japanese 57 0.1 16 - 20 -
Korean 71 0.1 24 0.1 25 -
Viethamese 32 - 12 - 6 -
Other Asian 92 0.1 17 - 37 0.1
Native Hawaiian
and other Pacific 17 - 26 0.1 - -
Islander
Native Hawaiian 6 - 6 - - -
Spamerian o s e
Samoan 4 - 1 - - -
e o z s ]
Some other race 878 1.1 267 0.7 1,056 2.1
Two or more races 746 0.9 336 0.9 354 0.7
Resource: 2000 Census

The tricounty region is notably less racially diverse than New York State. Each county has a smaibpabisack or
African American residents, and an even smaller population of Asian residents. Franklin County has a substantial min
American Indian population, higher than found in New York Stsea whole and higher ratef most minority
populations. Outside of the American Indian population, most of these higher numbers are impacted by the great
racial diversity found in the correction facilities.

These data regarding racial mix provides the health departments with indications for potliisease prevention as they
apply to a primarily White or Caucasian population. A shift is occurring however toward greater racial diversity althou
it is occurring very slowly in this region.
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Table 66a: Age and Sex of Residents of Clinton, Essex and Franklin Counties

Clinton Essex Franklin NYS
Age and Sex

# % # % # % # %
Total Population 82,048 - 38,243 - 50,431 - 19,280,753 -
Male 41,781 50.9 19,942 521 27,198 54 9,343,951 48
Female 40,267 49.1 18,301 47.9 23,233 46 9,936,802 52
Under 5 years 3,774 4.6 1,720 4.5 2370 4.7 1,195,406 6.2
5to 9 years 3,528 4.3 1,797 4.7 2571 5.1 1,176,125 6.1
10 to 14 years 5,333 6.5 2,179 5.7 3025 6.0 1,272,529 6.6
15to 19 years 6,974 8.5 2,371 6.2 3530 7.0 1,388,214 7.2
20 to 24 years 7,548 9.2 2,715 7.1 3984 7.9 1,368,933 7.1
25 to 34 years 11,568 14.1 5,086 13.3 7211 14.3 2,525,778 13.1
35 to 44 years 12,143 14.8 5,468 14.3 7917 15.7 2,911,393 15.1
45 to 54 years 12,307 15.0 5,851 15.3 7715 15.3 2,834,270 14.7
55 to 59 years 4,594 5.6 2,600 6.8 2975 5.9 1,176,125 6.1
60 to 64 years 3,856 4.7 1988 5.2 2571 5.1 906,195 4.7
65 to 74 years 5,743 7.0 3212 8.4 1815 3.6 1,272,529 6.6
75 to 84 years 3,281 4.0 2179 5.7 2420 4.8 886,914 4.6
iseiears and 1476 1.8 994 2.6 806 1.6 347,053 18
X/ggg;‘ Age 37.1 . 41.0 - 38.2 . 37.4 -
Source: 2005-2007 American Community Survey 3-Year Estimates
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Table 66b: Age and Sex of Residents of Clinton, Essex and Franklin Counties

NYS Clinton Essex Franklin

Age and Sex

# % # % # % # %
-Il;ggll,lllation 18,976,457 - 79,894 - 38,851 - 51,134 -
Male 9,146,748 48.2 40,907 51.2 20,141 51.8 28,067 54.9
Female 9,829,709 51.8 38,987 48.8 18,710 48.2 23,067 451
Under 5 years 1,239,417 6.5 4,102 51 1,957 5.0 2,522 4.9
5to 9 years 1,351,857 7.1 5,159 6.5 2,362 6.1 3,221 6.3
10 to 14 years 1,332,433 7.0 5,682 7.1 2,853 7.3 3,689 7.2
151to 19 years 1,287,544 6.8 6,400 8.0 2,487 6.4 3,713 7.3
20 to 24 years 1,244,309 6.6 6,949 8.7 1,871 4.8 3,351 6.6
25 to 34 years 2,757,324 14.5 10,741 13.4 5,081 13.1 7,796 15.2
35 to 44 years 3,074,298 16.2 13,682 17.1 6,482 16.7 9,160 17.9
45 to 54 years 2,552,936 13.5 10,677 13.4 5,581 14.4 6,815 13.3
55 to 59 years 932,008 4.9 3,792 4.7 2,153 55 2,405 4.7
60 to 64 years 755,979 4.0 3,227 4.0 1,797 4.6 1,908 3.7
65 to 74 years 1,276,046 6.7 5,398 6.8 3,318 8.5 3,453 6.8
75 to 84 years 860,818 4.5 2,995 3.7 2,130 55 2,278 4.5
g\Sle);ears and 311,488 16 1,090 1.4 779 2.0 823 1.6
'(\)"/gg:g;‘ Age 35.9 . 35.7 . 30.4 . 36.3 .
Resource: 2000 Census

Clinton, Essex and Frank@ounties have a smaller percentage of children (14 years and younger) than is found statewi
Clinton, Essex and Franki@ounties have a larger percentage of adults (agedb®Othan is found statewide. It is
significant tha the median age in Essex County is notably higher than the statewide median or median age found in b
Clinton and Franklin Counties. This is likely due in some part to retiree second homes. While there are similar dispa
in all Counties betweenoynger and adult age groups with State percentages, overall median age is slightly younger
Clinton County and just slightly older in Franklin County than found statewide.
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Table 67a: Employment Status of Residents of Clinton, Essex and Franklin Counties in 2008

Employment Clinton Essex Franklin New York State
Status # % # % # % # %
Sggr‘;"gri%”olvir 68,340 100 32013 | 100 | 41,827 | 100 | 15,355,670 | 100
In labor force 40,000 58.5 18,600 58.1 23,000 55.0 9,679,600 63.0
Employed 37,300 51.8 17,300 51.3 21,400 47.9 9,152,900 58.3
Unemployed 2,700 6.7 1,300 6.8 1,600 7.1 526,700 54
Source: NY State Department of Labor Local Area Unemployment Statistics Program

Table 67b: Employment Status of Residents of Clinton, Essex and Franklin Counties in 2004

Employment Clinton Essex Franklin New York State
Status # % i % # % # %

Population 16 63,792 ; 31,009 ; 41000 - | 14805912 -
years and over
In labor force 37,516 58.8 17,793 57.2 22,511 54.9 9,046,805 61.1
]%'r‘g'e'a” labor 37,505 55.8 17,754 571 | 22487 548 | 9023006 609
Employed 35,162 55.1 16,539 53.2 20,104 49.0 8,382,988 56.6
Unemployed 2,343 3.7 1,215 3.9 2,383 5.8 640,108 4.3
Percent of
civilian labor 6 - 7 - 11 - 7.1 -
force
Armed forces 11 - 39 0.1 24 0.1 23,709 0.2
E)?ct:én labor 26,276 412 13,306 428 | 18259 451 | 5759,107 3809
Source: NYS Department of Labor Local Area Unemployment Statistics Program, 2004

For definition purposes (according to the New York State Department of Labor), labor force is calasilifiiedsum of

civilian employment and civilian unemployment, or those not members of the armed forces ages 16 years or older and
institutionalized. Employment includes all civilian individuals who worked at least one hour for a wage or salarg, or w
seltemployed, or were working at least 15 unpaid hours in a family business, or on a family farm during the we
including the 12 of the month. Those on leave or in a labor dispute are also counted as employed. Unemployme
includes those civiliamdividuals who were not working but were able, available and actively looking for work during e
week including the 12of the month. Individuals who were waiting to be recalled from a layoff and individuals waiting t
report to a new job within 30 dayare also considered unemployed. All three counties show a lower percentage
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population 16 years and over who are in the labor force, and those who are employed than is demonstrated statewi
Similarly, each county had substantially higher average anmemployment rates than found statewide in 2008. These
measures all demonstrate economic weaknesses in comparison with New York State numbers

Table 68a: Unemployment Rates in the Tri-County Region

Year Clinton Essex Franklin New York State
= gé‘oaéter 10.5% 11.3% 10.4% 8.0%

2008 6.7% 6.8% 7.1% 5.4%

2007 5.7% 5.7% 5.6% 4.5%

2006 5.5% 5.7% 5.6% 4.6%
Source: NY State Department of Labor Local Area Unemployment Statistics Program

Table 68b: Unemployment Rates in the Tri-County Region 1999-2004
Year Clinton Essex Franklin NY State

2004* 6.9 5.9 7.1 6.1
2003 6.2 5.2 6.9 6.3
2002 54 5.2 6.3 6.1
2001 4.5 4.8 7.0 4.9
2000 5.6 5.8 7.6 4.6
1999 6.5 8.5 7.8 5.2
*Data is based on the average of nine months in 2004. NYS Department of Labor.

While the first quarter of 2009 (January, February, March) unemployment rates cannot be directly compared to the -
year averages for 2068008, these rates imply continued greater increases of those unemployed in the three countie
than Statewide. Cuniatively, the 2008 average year employment status numbers, and trends of unemployment rate
over the last three years all demonstrate the greater economic stressors found in the North Country region than is typ
statewide. As unemployment rates haveam across the country and the state, the three county region faces even highe
percentages of unemployed workers.
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Table 69a: Income of Residents in Clinton, Essex and Franklin Counties

) Clinton Essex Franklin NYS
Income in Date
# % # % # % # %
Households 30,088 100 15,542 100 19,071 | 100 | 7,096,035 | 100
Less than $10,000 2,376 7.9 963 6.2 2,212 | 11.6 | 615571 8.7
$10,000 to $14,999 2,131 7.1 1103 7.1 1,411 7.4 | 402,777 5.7
$15,000 to $24,999 3,680 12.2 2160 13.9 2,555 | 134 | 728,075 | 10.3
$25,000 to $34,999 3,484 11.6 2191 141 2,650 | 13.9 | 690,527 9.7
$35,000 to $49,999 4,433 14.7 2517 16.2 3,280 | 17.2 | 925,190 | 13.0
$50,000 to $74,999 6,090 20.2 3201 20.6 3,413 | 17.9] 1,258,128 | 17.7
$75,000 to $99,999 3,695 12.3 1725 111 1,811 9.5 854,932 | 12.0
$100,000 to $149,999 3,122 10.4 1150 7.4 1,468 7.7 901,634 | 12.7
$150,000 to $199,999 548 1.8 404 2.6 152 0.8 341,181 4.8
$200,000 or more 529 1.8 124 0.8 133 0.7 378,020 5.3
m‘gg‘r‘;"; (Hdoolflsaer:;j ld 45,758 42,759 37,891 52,944
Families 19,326 100 10,293 100 12,704 | 100 | 4,589,413 | 100
Less than $10,000 869 4.5 463 4.5 876 6.9 245,116 5.3
$10,000 to $14,999 637 3.3 349 3.4 508 4.0 169,489 3.7
$15,000 to $24,999 1,410 7.3 916 8.9 1,473 | 11.6 | 372,805 8.1
$25,000 to $34,999 2,164 11.2 1,441 14.0 1,613 | 12.7 | 406,738 8.9
$35,000 to $49,999 2995 15.5 1,646 16.0 2,464 | 194 | 585,915 | 12.8
$50,000 to $74,999 4638 24.0 2,336 22.7 2,667 | 21.0| 865,610 | 18.9
$75,000 to $99,999 3,111 16.1 1,533 14.9 1,575 12.4 | 641,497 | 14.0
$100,000 to $149,999 2,628 13.6 1142 11.1 1,270 10.0 | 719,920 | 15.7
$150,000 to $199,999 444 2.3 370 3.6 127 1.0 276,401 6.0
$200,000 or more 405 21 92 0.9 114 0.9 305,922 6.7
'(\("j‘f)?li:rr;)Fam”y Income | 5g 499 52,894 46,590 64,107
Source: American Census
Bureau, 2005-2007
American Community
Survey 3-Year estimates
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Table 69b: Income of Residents in Clinton, Essex and Franklin Counties

NYS Clinton Essex Franklin
Income in 1999

# % # % # % # %
Households 7,060,595 - 29,479 - 15,015 - 17,985 -
Less than $10,000 809,507 115 | 3533 120 | 1545 | 103 | 2175 | 121
$10,000 to $14,999 453,320 6.4 2,281 7.7 1259 | 84 | 1677 | 9.3
$15,000 to $24,999 822,611 117 | 4150 141 | 2325 | 155 | 3346 | 186
$25,000 to $34,999 807,043 114 | 3923 133 | 2417 | 161 | 2491 | 139
$35,000 to $49,999 1,047,001 148 | 5,282 179 | 2934 | 195 | 3345 | 186
$50,000 to $74,999 1,297,712 184 | 5,822 197 | 2593 | 173 | 3160 | 176
$75,000 to $99,999 746,384 106 | 2,694 9.1 1159 | 7.7 | 1,006 | 56
ﬁgg:ggg to 639,525 0.1 | 1,234 4.2 528 35 571 3.2
ﬁgg:ggg o 202,640 2.9 290 1.0 99 0.7 125 0.7
$200,000 or more 234,852 3.3 270 0.9 156 1.0 89 05
mﬁg:ﬁz (Fé%LI‘IZfQ)O'd $43,393 - $37,028 - $34,823 | - | $31,517 | -
Families 4,673,485 - 19,387 - 9,899 - 11,903 -
Less than $10,000 359,778 7.7 1,161 6.0 457 4.6 769 6.5
$10,000 to $14,999 215,349 4.6 919 4.7 546 55 659 55
$15,000 to $24,999 462,739 9.9 2,309 119 | 1,301 | 131 | 2017 | 169
$25,000 to $34,999 505,162 108 | 2,542 131 | 1532 | 155 | 1,784 | 150
$35,000 to $49,999 705,855 151 | 3,779 195 | 2214 | 224 | 2539 | 213
$50,000 to $74,999 957,683 205 | 4731 244 | 2221 | 224 | 2584 | 217
$75,000 to $99,999 594,059 127 | 2,327 12 999 101 | 864 7.3
ggg:ggg 0 522,203 112 | 1127 5.8 416 4.2 528 4.4
iigg:ggg o 164,443 35 247 13 85 0.9 94 0.8
$200,000 or more 186,214 4.0 245 13 128 13 65 05
mggr’i‘g (Féc(’;’fafgo'd $51,691 - | $45,732 - | sa1,927 | - | $38472 | -
Resource: 2000 Census
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Income levels are often compared by houskisoand families to provide an indicator of how all households are faring
economically, in comparison to family units. Family households are those with a group of two or more people who
related by birth, marriage or adoption residing together, andude any others living in this household.

This is an additional distinction to the term household, which measures only those person(s) or groups of persons \
occupy a household unit. Relation is not required within the household measure, but iseskauithin the family
household measure.

Clinton, Essex and FranklBounties demonstrate substantially lower levels of median household income and media
family income than New York State. Median income is one of the strongest data points used te jmasiitl economic
comparisons among geographical areas.

Franklin County shows particularly low numbers in comparison, with median household income nearly 30% lower tl
New York State. Essex County ranks nearly 20% below and Clinton County fallsS8¢dmyoiv State median household
income levels. It should also be noted that each of the counties ranks below the US. median household income lev
$50,007.
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Table 70a: Percent of Residents of New York, Clinton, Essex and Franklin Counties Living Under the
Poverty Level

Clinton Essex Franklin NYS

Families # % # % # % # %
With related Children | 2,287 15.3 1,174 | 17.1 1,885 19.4 841,080 19.3
under 18 years.

Individuals # % # % # % # %
Under 18 years. 2,676 17.4 1,332 | 18.9 | 1,908 195 861,776 19.6
18 years and over. 6,246 12.7 2,971 | 13.2 4,513 16.2 1,468,046 12.3
65 years and over. 1,152 11.5 584 10.0 760 12.0 295,823 12.2
Source: American Census Bureau. 2005-2007 American Communitv Survev 3-Year Estimates

Table 70b: Poverty Status of Residents of Clinton, Essex and Franklin Counties

Poverty Status in 1999 NYS Clinton Essex Franklin
(number/percent below the
poverty level) # % # % # % # %
Families 535,935 - 1,816 9.4 776 7.8 1,200 10.1
With related children under 18 years 418,591 - 1,398 13.8 590 12.6 903 14.7
With related children under 5 years 198,252 - 611 17.3 237 15.5 402 19.4
Eg’mfsa‘a’ghpﬁ?eﬂf householder, | 594906 | - 868 303 | 353 | 277 | 516 | 265
With related children under 18 years | 257,263 - 793 37.9 325 38.2 443 33.1
With related children under 5 years 115,454 - 323 49.8 141 53.8 211 50.8
Individuals 2,692,202 - 10,127 13.9 4,173 11.6 6,477 14.6
18 years and over 1,776,492 - 7,285 13.3 2,852 10.4 4,421 13.3
65 years and over 264,336 - 1,018 11.4 507 8.6 860 13.9
With related children under 18 years 893,505 - 2,698 15.3 1,240 145 1,966 17.6
With related children 5 to 17 years 639,896 - 1,966 145 959 14.4 1,416 16.3
Jmelated individuals 15yearsand | g17663 | - 4562 | 307 | 1670 | 236 | 2545 | 28.9

Resource: 2000 Census

According to the 2002007 American @nmunity SurveyClinton and Essex Counties compare similarly to New York Stat
in an examination of poverty levels. It is significant that in this key area of economic data, these counties show lo
poverty rates for both families with related childrezmd for young (under 18) and senior individuals (65 years and over)
All three counties show higher rates of adult poverty (18 years and older) for individuals hdhawédew York State.

Franklin County demonstrates higher poverty levels in compangitm New York State, for both families with related
children and among all individuals 18 to 65. This data provides evidence that the poverty impacts in Franklin County
notably high within the region, and within the State.
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Table 71a: (2005-2007) Housing of Residents of New York State, Clinton, Essex and Franklin Counties

Clinton Essex Franklin New York State
Housing Occupancy # % # % # % # %
Total housing units 34,340 - 24,208 - 24,417 - 7,905,969 -
Occupied housing 30,088 87.6 | 15,542 64.2 19,071 78.1 | 7,096,035 89.8
Vacant housing 4,252 12.4 8,666 35.8 5,346 21.9 | 809,934 10.2
Housing Tenure
Owner-occupied
housing units 21,491 71.4 | 10,776 | 69.3 13,829 72.5 | 3,948,154 | 55.6
Renter-occupied
housing units 8,597 28.6 4,766 30.7 5,242 275 | 3,147,881 | 44.4
Source: US Census Bureau, 2005-2007 American Community Survey 3 Year Estimates

Table 71b: (2000) Housing of Residents of Clinton, Essex and Franklin Counties

) Clinton Essex Franklin
Housing Occupancy
# % # % # %

Total housing units 33,091 - 23,115 - 23,936 -
Occupied housing 29,423 88.0 15,028 65.0 17,931 74.9
Vacant housing 3,668 111 8,087 35.0 6,005 25.1
For seasonal,
recreational, or 1,764 5.3 6,118 26.5 4,302 18.0
occasional use
Homeowner vacancy 17 ) 31 ) 26 )
rate
Rental vacancy rate 6.8 - 13.3 - 9.6 -
Housing Tenure
Sr‘]’;’tger'oc‘:“p'ed housing | 54 157 685 | 11,089 738 12,638 70.5
Renter-occupied 9,266 31.5 3,939 26.2 5,293 29.5
housing units
Resource: 2000 Census

Occupied housing unit= A housing unit that is the usual place of residence of the person orlpeogplie it at the time of
enumeration, even if the occupants are only temporarily absent; for example, away on vacation. Occupied rooms or sL
of rooms in hotels, motels, and similar places are classified as housing units only when occupied by mieresatents;

that is, individuals for whom the facility is their usual place of residence.

Vacant housing unit= A housing unit in which no one is living on Census Day, unless its occupants are only tempo

absent. Units temporarily occupied at the #nof enumeration by individuals who have a usual home elsewhere are
classified as vacant. (Transient quarters, such as hotels, are housing units only if occupied. Thus, there are no v

123



housing units at hotels and the like.) New units not yet occupredctassified as vacant housing units if construction has
reached a point where all exterior windows and doors are installed and final usable floors are in place. Vacant units
excluded from the housing unit inventory if they are open to the elemerdasgha posted "condemned" sign, or are used
entirely for nonresidential purposes (except storage of household furniture).

Seasonal/recreationabccasional use housing unit= A housing unit held for occupancy only during limited portions of tt
year, such aa beach cottage, ski cabin, or tirseare condominium.

Most notable in examining housing in the region are the higher vacancy rates found here than in either the State or |
9aaSE /2dzyde KFE& | N}YGS Y2NB KLy ndihitdeBnies ligher than th& .S Kafe N.
(11.6%). Much of this differential in the County may be explained by seasonal homes however. Franklin County sho
rate more than twice the amount of New York State and the U.S., which to some extent is dEoeskpy seasonal

homes. This does exhibit some level of economic uncertainty however. Vacant, unmaintained homes represent bligl

many communities.

The region has a significantly higher percentage of ovameupied homes than found in New Yorkt8tb6%) or the U.S.
(67%). These high homeownership rates may indicate stronger wealth building opportunities for residents of this aree
is also indicative of the lower density pattern of development across most of the region.

124



Table 72a: Educational Attainment of Residents of Clinton, Essex and Franklin Counties

Clinton Essex Franklin NYS

Educational Levels
# % # % # % #

%

Population of 25 years

degree or higher

=] oldor 54,936 | 100 | 27,439 | 100 | 34,939 | 100 | 12,866,461 | 100

Less than 9" grade 3680 | 6.7 | 1,042 | 38 | 2,620 | 7.5 900,652 | 7.0
th th

9”10 12" grade, no 5438 | 99 | 2414 | 88 | 3,703 | 106 | 1157981 | 9.1

diploma

High school graduate 19,007 | 346 | 9,850 | 35.9 | 13.486 | 38.6 | 3,808,472 | 2956

(includes equivalency)

Some college, no degree | 9,064 | 16.5 | 4,856 | 17.7 | 5,904 16.9 1,942,836 | 15.1

Associates degree 5,658 | 10.3 | 2,771 | 10.1 | 3,703 10.6 1,042,183 8.1

Bachelor's degree 6,976 | 12.7 | 3,951 | 144 | 3,179 9.1 2,303,096 | 17.9

Ség‘rjg:te orprofessional 5169 | 94 | 2579 | 9.4 | 2340 | 67 | 1,711,239 | 133

Percent high school 45871 | 835 | 2398 | 87.4 | 28615 | 81.9 | 10,794,960 | 83.9

graduate or higher

Percent bachelor's 12,140 | 22.1 | 6,503 | 23.7 | 5485 | 157 | 4,014,336 | 31.2

Source: American Census Bureau, 2005-2007 American Community Survey 3 Year Estimates

Table 72b: Educational Attainment of Residents of Clinton, Essex and Franklin Counties

] Clinton Essex Franklin
Educational Levels
# % # % # %
(F)’Ic&;;lrjlatlon of 25 years and 51508 i 27337 i 34.482 i
Less than 9" grade 4326 | 8.4 1,570 | 5.7 3,643 10.6

9" to 12" grade, no
diploma

High school graduate
(includes equivalency)

7,845 15.2 3,794 13.9 6,820 19.8

17,291 | 33,5 | 10,423 | 38.1 11,654 33.8

Some college, no degree 8,681 16.8 4,283 15.7 4,660 135
Associates degree 4,269 8.3 2,277 8.3 3,228 9.4
Bachelor's degree 5,038 9.8 2,786 10.2 2,474 7.2

Graduate or professional
degree

Percent high school
graduate or higher
Percent bachelor's degree
or higher

Resource: 2000 Census

4,148 8.0 2,204 8.1 2,003 5.8

N/A 76.4 N/A 80.4 N/A 69.7

N/A 17.8 N/A 18.3 N/A 13.0
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Educational lesls attained by residents (25 years and oldeilimton, Essex and Frank@dounty are generally lower than
those in New York State. Both Clinton and Franklin Counties show lower percentages of adults with at least a high s
diploma as compared todWw York State. Essex County exceeds the statewide level of 84% with 87% achieving this leve

lff GKNBS O2dzydASa Frif o0St2¢g GKS bSg 2N} {dFGS LISN
Franklin County is notably below tlstate level in this category, with a rate approximately dvadf of that in New York
{dFrGSo lff GKNBS O2dzyiAasSa KIF@S | ANBIFGSNI LISNOSyidl 3s
some college) and adults with only a high smlhdiploma than does New York State.

Table 73: Annual Dropouts T Public Schools i Percent of students enrolled in grades 9-12

1999-2000 % 2005-2006 %
Clinton 4.5 2.6
Essex 2.7 2.7
Franklin 4.0 2.9
NYS 4.0 4.3

Annual dropout percent dropped ifliton and Franklin counties from the 192800 school year to the 20e806 school
@SN gKAEtS 93ASE /2dzyiéeQa LISNOSyidGl3IS NBYFAYSR tS@St |

Table 74: Persons in Need of Supervision Cases opened for service Rate per 1,000 youth ages 10-17
Years

2003 # Rate 2006 # Rate
Clinton 135 151 84 10.0
Essex 39 91 58 14.9
Franklin 185 334 124 235
NYS 24,206  11.3 NA
Source: NYS Touchstones Kids Count 2008 data book www.nyskwic.org

The rate of Persons in Need of Supervision (PINS) cases opened decreased in Clinton and Franklin counties w
increased in Essex County from 2€I®6; NYS 2006 data was not avdéaor comparison.
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Table 75a: School District Enrollment, % Free & Reduced Lunch - Clinton County

School District Enrollment % Free % Reduced | Total % Enrollment Total %
2007 Eligible Eligible (Free & 2009 (Free &
2007 2007 Reduced) Reduced)
2007 2009
Ausable Valley CSD 1335 24.2 115 35.7 1326 38.2
Beekmantown CSD 2132 25.8 11 36.8 2075 40.1
Chazy UFSD 566 14.7 5.7 20.3 517 20.9
Northern Clinton CSD 1749 20.6 8.2 28.8 1535 30.9
Northern Adirondack 1034 35.4 111 46.5 985 47.2
CsSD
Peru CSD 2160 224 10.7 33.1 2102 33.6
Plattsburgh City SD 1961 34.9 6 40.9 1883 44.8
Saranac CSD 1839 215 8.6 30.1 1682 30.5
Seton Academy 210 4.3 1.0 5.2 193 4.1
Seton Catholic HS 274 2.6 2.9 5.5 228 4.8
St. Maryds A|T79 11.4 7.6 19 74 31.1
Clinton County Total 13,339 24.5 9 335 12,600 35.6
Source: New York State Department of Education. http:portal.nysed.gov
Table 75b: School District Enroliment, % Free & Reduced Lunch - Essex County
School District Enroliment % Free % Reduced | Total % Enrollment | Total %
2007 Eligible Eligible (Free & 2009 (Free &
2007 2007 Reduced) Reduced)
2007 2009
Crown Point CSD 286 40.2 9.1 49.3 267 49.1
Elizabethtown-Lewis CSD | 356 23.3 8.7 32 323 36.8
Keene CSD 178 12.4 51 17.4 168 28
Lake Placid CSD 809 12.4 7.5 19.9 714 23.4
Minerva CSD 133 24.8 6 30.8 135 38.5
Moriah CSD 774 41.3 23.6 65 739 62.2
Newcomb CSD 58 13.8 5.2 19 72 20.8
Schroon Lake SCD 273 28.9 14.3 43.2 249 50.6
St Agnes Parochial 67 14.9 7.5 224 51 255
School
St Maryds Sc|111 23.4 21.6 45 112 43.8
Ticonderoga CSD 946 30.4 15.2 45.7 949 48.4
Westport CSD 264 20.5 9.1 29.5 259 35.9
Willsboro CSD 344 25.3 9.3 34.6 322 40.4
Essex County Total 4,599 26.6 12.8 39.4 4,360 42.7

Source: New York State Department of Education. http:portal.nysed.gov
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Table 75c: School District Enrollment, % Free & Reduced Lunch - Franklin County

School District Enrollment % Free % Reduced | Total % Enrollment Total %
2007 Eligible Eligible (Free & 2009 (Free &
2007 2007 Reduced) Reduced)
2007 2009
Brushton-Moira CSD 864 41.4 15 56.5 857 54.8
Chateaugay CSD 609 28.7 11.3 40.1 581 40.1
Malone CSD 2729 33.3 10.6 43.9 2723 45.8
Salmon River CSD 1596 "56.6 15.5 72.1 1609 73.5
Saranac Lake CSD 1552 19.3 8.4 27.7 1458 29.6
St . Bernar d 6|83 0 8.4 8.4 61 4.9
St Regis Falls CSD 312 36.2 14.4 50.6 316 46.2
Tupper Lake SCD 1025 21.6 9.4 30.9 936 36.2
Franklin County Total 8770 34 11.6 455 8541 47.4

Source: New York State Department of Education. http:portal.nysed.gov

Enroliment is all three counties went down beten 2007 and 2009, while the percent of eligible students for free &
reduced lunches went up during the same time frame.
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Table 76: Area and Population Density of Clinton, Essex and Franklin Counties

Clinton Essex Franklin NYS
Total Area (square miles) 1,117.61 1,916.50 1,697.44 54,556.00
Land Area (square miles) 1,038.95 1,631.49 1,631.49 47,213.79
Water Area (square miles) 78.67 65.95 65.95 7,342.22
Populatlop Density/ 76.9 216 313 401.9
square mile
Housing L.Jnlt Density/ 319 129 14.7 162.6
square mile
Resource: U.S. Census Bureau, 2000 Census

Population density for the region is much lower than found in New York State or the U.S. on the whole. Clinton Col
represents a population density less than half of the U.S. and lessoti@tenth of New York State. Essex and Franklin

Counties represent population densities roughly ameh of the U.S. and more than thirty times lower than New York

State.

The large land areas and low population densities of the three counties presetitstantial challenge to the delivery of
health care. Many residents live in areas that are not easitgssiblend far from established health care centers.

The following figure provides an illustration of the¢gunty region with surrounding area®ted. The figure shows major
roads and waterways and illustrates the rural nature and layout of theotinty region.
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Table 77: 2007 County Benchmark Comparisons

(Ranks = Highest to Lowest)

County of Clinton Essex Franklin
Population 82,215 38,119 50,449
. Small Small & Small¥#

Size

Area Upstate Upstate Upstate

Region North Country North Country North Country

Total Expenditures Per Capita ¥# $1,004 $2.198 $1,707
Area Rank (out of 50) 20 11 88
Region Rank (out of 5) 3 2 4
NYS Rank (out of 57) 25 14 38

Effective Property Tax Rate # 0.56% 0.29% 0.42%
Area Rank (out of 50) 37 46 41
Region Rank (out of 5) 4 6 5
NYS Rank (out of 57) 37 48 41

Debt Per Capita # $513 $1.163 81
Area Rank (out of 50) 20 1 42
Region Rank (out of 5) 3 1 6
NYS Rank (out of 57) 26 3 49

Taxes Per Capita ¥ $909 $1,065 $657
Area Rank (out of 50) 22 6 46
Region Rank (out of 5) 2 1 6
NYS Rank (out of 57) 25 9 53



http://ecdata.jm-innovations.com/benchmark/single.php?id=90100000000
http://ecdata.jm-innovations.com/benchmark/single.php?id=150100000000
http://ecdata.jm-innovations.com/benchmark/single.php?id=160100000000
http://ecdata.jm-innovations.com/benchmark/comparisons.php?type=counties&ids[]=90100000000&ids[]=150100000000&ids[]=160100000000
http://ecdata.jm-innovations.com/benchmark/comparisons.php?type=counties&ids[]=90100000000&ids[]=150100000000&ids[]=160100000000
http://ecdata.jm-innovations.com/benchmark/comparisons.php?type=counties&ids[]=90100000000&ids[]=150100000000&ids[]=160100000000
http://ecdata.jm-innovations.com/benchmark/comparisons.php?type=counties&ids[]=90100000000&ids[]=150100000000&ids[]=160100000000
http://ecdata.jm-innovations.com/benchmark/comparisons.php?type=counties&ids[]=90100000000&ids[]=150100000000&ids[]=160100000000
http://ecdata.jm-innovations.com/benchmark/comparisons.php?type=counties&ids[]=90100000000&ids[]=150100000000&ids[]=160100000000
http://ecdata.jm-innovations.com/benchmark/comparisons.php?type=counties&ids[]=90100000000&ids[]=150100000000&ids[]=160100000000

General Government Per Capita 4 $327 $252 $133
Area Rank (out of 50) 23 35 49
Region Rank (out of 5) 4 5 6

56
NYS Rank (out of 57) 25 41

Education Per Capita # $85 84 $73
Area Rank (out of 50) 16 18 26
Region Rank (out of 5) 1 2 3
NYS Rank (out of 57) 21 23 31

Public Safety Per Capita ¥# $117 224 $132
Area Rank (out of 50) 43 5 36
Region Rank (out of 5) 5 2 3
NYS Rank (out of 57) 50 8 43

Health Per Capita # 6240 $333 $139
Area Rank (out of 50) 13 7 33
Region Rank (out of 5) 3 2 5
NYS Rank (out of 57) 14 8 39

Transportation Per Capita¥# 205 287 $122
Area Rank (out of 50) 3 7 37
Region Rank (out of 5) 1 2 6
NYS Rank (out of 57) 3 7 40

Social Services Per Capita ## $495 $373 $601
Area Rank (out of 50) 28 43 11
Region Rank (out of 5) 3 6 1
NYS Rank (out of 57) 29 47 12
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http://ecdata.jm-innovations.com/benchmark/comparisons.php?type=counties&ids[]=90100000000&ids[]=150100000000&ids[]=160100000000
http://ecdata.jm-innovations.com/benchmark/comparisons.php?type=counties&ids[]=90100000000&ids[]=150100000000&ids[]=160100000000
http://ecdata.jm-innovations.com/benchmark/comparisons.php?type=counties&ids[]=90100000000&ids[]=150100000000&ids[]=160100000000
http://ecdata.jm-innovations.com/benchmark/comparisons.php?type=counties&ids[]=90100000000&ids[]=150100000000&ids[]=160100000000
http://ecdata.jm-innovations.com/benchmark/comparisons.php?type=counties&ids[]=90100000000&ids[]=150100000000&ids[]=160100000000
http://ecdata.jm-innovations.com/benchmark/comparisons.php?type=counties&ids[]=90100000000&ids[]=150100000000&ids[]=160100000000

Economic Development Per Capitaﬂ'

$2 $77 $9
Area Rank (out of 50) 47 2 29
Region Rank (out of 5) 6 1 5
NYS Rank (out of 57) 54 2 34
Culture and Recreation Per Capita## $6 $11 6
Area Rank (out of 50) 35 22 34
Region Rank (out of 5) 4 2 3
NYS Rank (out of 57) 42 28 41
Community Services Per Capita ¥# 69 61 51
Area Rank (out of 50) 4 7 10
Region Rank (out of 5) 1 2 4
NYS Rank (out of 57) 6 9 12
Utilities Per Capita % NDR NDR NDR
Area Rank (out of 50) NDR NDR NDR
Region Rank (out of 5) NDR NDR NDR
NYS Rank (out of 57) NDR NDR NDR
Sanitation Per Capita ¥# $17 29 $100
Area Rank (out of 50) 41 29 4
Region Rank (out of 5) 6 4 1
NYS Rank (out of 57) 46 34 7
Employee Benefits Per Capita ¥# $176 $349 $322
Area Rank (out of 50) 37 6 10
Region Rank (out of 5) 6 2 3
NYS Rank (out of 57) 43 7 12
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http://ecdata.jm-innovations.com/benchmark/comparisons.php?type=counties&ids[]=90100000000&ids[]=150100000000&ids[]=160100000000
http://ecdata.jm-innovations.com/benchmark/comparisons.php?type=counties&ids[]=90100000000&ids[]=150100000000&ids[]=160100000000
http://ecdata.jm-innovations.com/benchmark/comparisons.php?type=counties&ids[]=90100000000&ids[]=150100000000&ids[]=160100000000
http://ecdata.jm-innovations.com/benchmark/comparisons.php?type=counties&ids[]=90100000000&ids[]=150100000000&ids[]=160100000000
http://ecdata.jm-innovations.com/benchmark/comparisons.php?type=counties&ids[]=90100000000&ids[]=150100000000&ids[]=160100000000
http://ecdata.jm-innovations.com/benchmark/comparisons.php?type=counties&ids[]=90100000000&ids[]=150100000000&ids[]=160100000000

Debt Service Per Capita ¥4

$75 $119 $18
Area Rank (out of 50) 9 2 39
Region Rank (out of 5) 2 1 5
NYS Rank (out of 57) 13 5 46

Note: "NDR" means no data reported to state comptroller in this category.

Source: See Through New York: Empire Center for New York State Policy.

http://www.seethroughny.net/BenchmarkingNewYork/tabid/98/Default.aspx
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New York State PreventioAgenda Data Sources

1.

NYS and US Data Source: Centers for Disease Control, Behavioral Risk Factor Surveillance System,
http://apps.nccd.cdc.gov/brfss/index.asgnd

http://www.cdc.gov/brfss/technical_infodata/surveydata/2006.htm

. NYS Data Source: N¥a8d@r Registnhttp://www.health.state.ny.us/statistics/cancer/registfy

US Data Source: National Cancer Institute, SEER Fash®patiseer.cancer.gov/data/

. NYS Data Source: New York State Department of Health, Youth Tobacco Surveillancé SeateY2006,

http://www.health.state.ny.us/prevention/tobacco_control/youth_tobacco_survey.htm

US Data Source: Centers for Disease Control, Youth Risk Behavior Survey,
http://www.cdc.gov/HealthyYouth/yrbs/

. NYS Data Source: New York State Departnfddealth, Statewide Planning and Research System (SPARCS), L

Data Source: AHRQ Quality Indicatbisp://www.qualityindicators.ahrg.gov

. NYS Department of Health, NYS Community Health Data Set,

http://www.health.state.ny.us/statistics/chac/chds.htm

US Data Source: Centers for Disease Control, National Vital Statistics Reports, Volume 56, Number 6 Births:
Final Data for 20Q%tp://www.cdc.gov/nchs/data/nvsr/nvsr56/nvsrs56_06.pdf

. NYS Data Source: NYS Department of Health, NYS Community Health,Data Set

http://www.health.state.ny.us/statistics/chac/chds.htm

US Data Source: Centers for Disease Control, National Vital Statistics Reports, Volume 56, Number 10 Deat
Final Data for 200%ttp://www.cdc.gov/nchs/data/nvsr/nvsr56/nvsr56_10.pdf

. NYS and®Data Source: Centers for Disease Control, National Immunization Survey (NIS),

http://www.cdc.gov/vaccines/statssurv/nis/data/tables_2006.htm

. NYS Data Source: NYS Department of Health, NYS Childhood Lead Program

. NYS Data Source: NY State Oral H&altheillance System,

http://www.health.state.ny.us/prevention/dental/docs/child_oral_health_surveillance.pdf

US Data Source: Healthy People Data 2010, Oral Hetfiti/wonder.cdc.gov/data2010/focus.htm

10. NYS Data Source: NYS Department of Healts, Gbmmunity Health Data Set,

http://lwww.health.state.ny.us/statistics/cha@hds.htm,US Data Source: Centers for Disease Control,
National Center for Health Statistics, Recent Trends in Teenage Pregnancy in the US00290
http://www.cdc.gov/nchs/products/pubs/pubd/hestats/teenpreg1992002/teenpreg199e2002.htm
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http://www.cdc.gov/nchs/products/pubs/pubd/hestats/teenpreg1990-2002/teenpreg1990-2002.htm

11. NYS and US Data Source: NYS Department of Health, The Pediatric Nutritionr@er@sidsem,
http://www.health.state.ny.us/statistics/prevention/nutrition/cacfp/pednss/index.htm

12. NYS Data Source: NYS Department of Health, Division of Chronic Disease Prevention and Adult Health, Pr
Data.

13. NYS Data Source: NYS Department altli{eNYS County Health Assessment Indicators,
http://www.health.state.ny.us/statistics/chac/chaij/

US Data Source: Centers for Disease Control, National Vital Statistics Reports, Volume 56, Number 10 Dec
Final Data for 200%ttp://www.cdc.gov/nchs/data/nvsr/nvsrs56/nvsr56_10.pdf

14. NYS Data Source: NYS Department of Health, NYS County Health Assessment Indicators,
http://www.health.state.ny.us/statistics/chac/chai/

15. NYS Data Source: New York State Department of Health, Statewide Planning archfSgstam (SPARCS)

16. NYS and US Data Source: NYS Department of Health, NYS Asthma Surveillance Summary Report,
http:/www.health.state.ny.us/statistics/ny_asthma

US Data Source: National Hospital Discharge Survey 2005,
http://www.cdc.gov/nchs/data/seies/sr_13/sr13_165.pdf

17. NYS Data Source: New York Department of Health, State Planning and Research System (SPARCS),
US Data Source: AHRQ Quality Indicatutp;//www.qualityindicators.ahrg.gov

18. NYS Data Source: NYS Department of Health, NYS§ Geafth Assessment Indicators,
http://www.health.state.ny.us/statistics/chac/chaj/

US Data Source: Centers for Disease Control, HIV/AIDS Surveillance,
http://www.cdc.gov/hiv/topics/surveillance/resources/factsheets/us_media.pdf

19. NYS Data Source: N¥ark Department of Health, Communicable Disease Annual Reports,
http://www.health.state.ny.us/statistics/diseases/communicable/2006/
US Data Source: Centers for Disease Control, STD Surveillance,
http://www.cdc.gov/STD/stats/tables/table1l.htm

20. NYS DatSource: NYS Department of Health, NYS County Health Assessment Indicators,
http://www.health.state.ny.us/statistics/chac/chéi

US Data Source: Centers for Disease Control, MMWR Weekly, March 21, 2008, Trends in Tulkddcitedis
States 2007http:/ /www.cdc.gov/immwr/preview/mmwrhtml/mm5711a2
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21. NYS Data Source: NYS Department of Health, Emergency Preparedness Program data

22. NYS Data Source: NYS Department of Health, NYS Community Health Data Set,
http://www.health.state.ny.us/statistics/chac/chdistm

Community Health Assessment Data Sources

23.NYS Department of Health. Expanded Behavioral Risk factor Surveillance System (BRFSS) Interim Reports
County. April 2009https://commerce.healthstate.ny.us/hin/

24. The Center for Health Workforce Studies. School of Public health, University at Albany. State University of
New York. New York Physician Supply and Demand through 2030: Executive Summary. March 2009.
http://chws.albany.edu/download.php?id=240143,381,2

25. The Center for Health Workforce Studies. School of Public health, University at Albany. State University of
New York. Fewer New Physicians are Staying in Negkafter Completing Training: A Resident Exit Survey
Summary Brief. December 200@tp://chws.albany.edu/download.php?id=357854,371,2

26. Adirondack Tobacco Free Netwd@pinions on Soking Issues in the Counties of Clinton, Essex, and Franklin
Survey July 2008http://www.clintoncountygov.com/Departments/Health/atfn.html

27.Essex County Youth Bureau. E$3exnty Youth Bureag All Schools Survey Graded®. 2007.

28. New York State Department of Motor Vehicles. Alcah8lf I § SR a2 G2 NJ +SKA Ot Sa ! C
December 2008.

http://www.nydmv.state.ny.us/Statistics/2007 Alcoh&lelatedSummary.pdf

29. New York State Touchstones. Kids Count 2008 Data Book. December 2008. c/oK&adVell
Clearinghousehttp://www.nyskwic.org

30. NYS Department of Health. Vital Statisti¢aible 40: Ag&ex Adjusted Death Rates by County and Selected
Causes of Death by Resid County New York Stat2007.
http://www.health.state.ny.us/nysdoh/vital _statistics/2007/table40.htm

31. NY®epartment of HealthHeart Disease and Stroke Indicators Clivssex/Franklin 2002006.
http:// www.nyhealth.gov/statistics/chac/chai/index.htm
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Introduction

Adirondack Medical Center is located in the heart of the Adirondack Park in rural, upstatéddewr he full organization
includes two aute care inpatient sites licensed to operate 97 bads; longterm care sites licensed to operate 216 beds;
three primary health clinics; and a dentdinic. Fifty physicians, board certified in 21 specialties, work with the hospital to
provide a widerange of medical and surgical servicessRA NB Y R O1 aSRAOFf / Sy{iSNDRa K2
draw patients from an evelarger geographic area; these include the Colby Center for Psychiatry, which serves the
inpatient needs of adults fiftfive years of age and older from ten counties, our Sports Medfmiogram which treats

local residents as well as Olymyailiber athletes, and our Bariatr@enter of Excellence which treats people from across
upstate New York and Canada.

Adirondacka SRA OF f / Sy iSNDa K2aLAGlIt Aa ( R&kahdisdsigiatzi 4 Sola S NIJ A
Community Provider hospital by the federal government with ¢hleessest comparable medical facility almost 50 miles from
our main campus. Our orgaaiion isthe largest private employer in the Adirondack Park. We are an integral part of the
communityas the only acute care facility and the predominant provider of ambulatory services seice area. Our
patients are often our family members, frids, and neighbors, and it is thedeep connections that motivate us to live up

to our mission, Excellent Health Care, Closddame everyday

This year Adirondack Medical Center, and hospitals across New York State, participated ipublic healthriitiative. In

Fy STF2NI G2 adzZl2 NI (G KS missivhyolinpiosezhg Behlih af all NevEYorkeiskiieea & G |
Commissioner asked hospitalsgarticipate in a collaborative approach to community health assessment and planning
and todocurrent those efforts in this Community Service Plan. This initiative seeks to intégditgonal medical services
with public health interventions that stimulate positive behaviarhinges to improve health status.

Due to the size of Adirondack Medic8 € G SN A & SNIIAOS | NBI I rdgikn@l cdnghdnityiéaltht  LJ
assessment initiativesa six county initiative facilitated by th&dirondack Rural Health Network (ARHN), and a three
county initiative led by the local healttepartments.These initiatives used similar processes to determine community
health priorities.

Both initiatives included a range of community partners, including local health departments, to

FRRNBada GKS /2YYAadaAz2ySNRA LldzoehtibrOAgeadaltofvardde Heldtiedt ISita. BYS &
participating in this public health effort, Adirondack Medical Cestgrports the overall goals of the New York State

Health Department which are to focus primary/secondary disease prevention, promote accesquality health care
services an&liminate health care disparities where they exist.

For the six county initiative, ARHN provided a forum where the various community partners could come together to
effectively collaborate and to provide resourcesioK S RS @St 2 LIYSy i 2F Sl OK O2dzyieé Q:
SIOK Kz2alLWAdlftQa /2YYdzyAdGe {SNWAOS tflyd LG 61 a | ANBSH
collection and analysis of data regarding the health issues and ne&dséx, Fulton, Hamilton, Saratoga, Warren and
Washington counties. The hospital partners include Adirondack Medical Center, Elizabethtown Community Hospital, G
Falls Hospital, Mosdsudington Hospital, Nathdrttauer Hospital, and Saratoga Hospifidie report is entitleduilding a
Healthy Community

For the three county initiative, the Local Health Departments (LHD) facilitated the procedddDheompiled the
community health data and worked with community partners to analyamdt use it to chose local health priorities. The
hospital partners include Adirondack Medi€enter, Alice Hyde Medical Center, Champlain Valley Physicians Hospital,
ElizabethtownCommunity Hospital, and Mosésidington Hospital. The report is entitl®@APPing our wayota Healthier
Community
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Both reports are comprised of three parts which reflect the collaborative nature of the process:

1. A compilation of health care data and analysis regarding the health status i&siidents of the region and each county
therein

HP ¢KS [20Ft 1 SHEGK 5SLINIYSydaQ / 2appeadicesii @ | SIHEGK | &:
od ¢KS K2aLAGlItaQ /2YYdzyArAde {SNBAOS tftlya |a | LILISYRAC
20K LINRPOS&aasSa | OKASOSR GKS / 2YYAaah eyabdiepartipantsto meef Ol
the needs of our communities while avoiding duplicative effartd achieving economies of scale. By collaborating with
community health partners andeveloping a collaborative approach, all participating members will be better able to meet
the needs of the community by focusing resources on health care needs that are commornrégidne.

Mission Statement for Adirondack Medical Center

Mission: Excellent Health Care Close to Home

Vision:We shall be the preminent provider of compassiots vital individuaicenteredhealth services
in the North Country, so to enrich the lives of those we serve.

Guiding Principlestn 2008 Adirondack Medical Center employees revised theiding Principles.
The following was the result of the enterprigede vote.

CompassionateDeep awareness of the needs and suffering of others with the
desire, commitment and tenderness to help them.

AccountableResponsible and answerable to all (patients, residentsyadxers,
medical staff and community) for the beoverall outcome.

RespectfulCourteous concern for the well being and situation of others.

ExceptionalOutstanding and extraordinary performance in the delivery of health
care service to all.

ServiceReady to be of help to someone at all times or ngéaldelivercompetent
health care to all at all times.
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Adirondack Medical Center Service Area

CKS K2aLAGFEfaQ t NAYFNE | yR {S0O2y Rl N®uthivéSmalidi&, nbrikkebtern A
Essex, southern Franklin, northerarilton, andsoutheastern St. Lawrence County. This service area covers over 1,200
square miles with aaverage of just over 30 people per square mile. Adirondack Medical Center is the pipngipdér

of acute care for 77.3% of the 23,443 residentsunRrimary Service Area and ware for approximately 28.6% of the
12,778 residents in our Secondary Service Area.sEvéce area provides some unique challenges with an average
seasonal snowfall in excess3ff inches and an average mean temperaturdanuary of 16 degrees Fahrenheit.

| RANRYRIF O]l aSRAOIFt /SyGtdSNRa { SNBAOS ! NBI

———

Tgaas-Ludingten Hospital

LY HnnyX 2dzAaG 20SNJ oIsmnn NBaARSyda z2hdspitalRakiddBOytRd tade], 1,878 R 7
(60.5%) were discharged from Adirondack Medicalt€rerThese discharges represented 74% of the total discharges from
Adirondack Medical Center.

The following table shows the patient distribution by ZIP Code for Adirondack Medical Center.
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2007 Patient Origin for Adirondack Medical Centerl

Discharges | Adirondack Adirondack
Discharges From Medical | Adirondack Medical
From All | Adirondack Center Medical Center
NYS Medical | Percent of Center Market
ZIP Code Of Patient Residence Town Name Hospitals Center Total | Dependency Share
12847 Long Lake 76 Ky 1.7% 1.7% 40.8%
12912 A Sable Forks 225 23 1.2% 2.9% 10.2%
12913 Bloomingdale a4 74 3.9% 6.8% T8.7%
12022 Childwold T 2 0.1% 6.9% 28 6%
12927 Colton 166 10 0.5% 7.5% 6.0%
125930 Dickson Center 41 G 0.3% T7.8% 14 6%
12941 Jay 115 28 1.5% 9.3% 24 3%
12942 Keens 45 21 1.1% 10.4% 46 7%
12043 Keene Valley 86 44 2.3% 12.7% 51.2%
12945 Lake Clear A7 38 2.0% 14.7% B0.9%
12946 Lake Placid 4495 391 20.8% 35.6% T9.0%
12970 Paul Smiths 21 17 0.9% 36.5% 81.0%
12973 Piercefisld 25 16 0.9% A7 3% 64 0%
12976, 125689 Vermontville 5 51 2.7% 40.0% 68.0%
12880 Saint Reogis Falls 108 29 1.5% 41.6% 26.9%
12983, 12939 12577 Saranac Lake THE alall 20.8% 71.4% T3.9%
12986 Tupper Lake 618 452 26.2% 97 6% 79 6%
12987 Upper Jay 22 i 0.3% 97 9% 273%
12097 Wilrnington 78 3g 21% 100.0% 50.0%
Service Area Total 3,102 1,878 60.5%
Other Areas 678 26.5% 26.5%
Adirondack Medical Center Total 2,556 100.0%
BasedonesA YI 1Sa F2NJ HAnyS ocIHHM LIS2LX S faked& which 52K% gie makR A N

and 47.5% are female. Of the total female populatipproximately 39% are of chilskaring age. People over the age of
65 constitute 14.8% of thpopulation and children under the age of 15 make up 14.4% of the population. The household
income is lower than the average for the United States. Fifty eight percent of the servidecarszholds earn less than
$50,000 which is a higher percentage ththa US population &0%. Ethnically, 92.7% of the population is white,-non
Hispanic and 21% of the population ta® KA SOSR |y SRdzOF GA2y I f t S@St 2F . IO

By 2013 the population of therea is expected to grow by almost .5%. Wiithited population growth, the demographic
profile of the area is expected to shift. Due to this limited growth, the average age pbhdation will naturally
increase. The impact of this will be seen as a decrease in the perdet pdpulation betwea 0-17 and increase in the
percent of the population between the ages®8-65+. The following tables summarize the sed#nographic profile for
the residentsof RANRBY RI O1 aSRAOIFE / SyiSNNRa &ASNWAOS | NBI o

1 Source: Brim Healthcare, March 2009; Solucient; Thomson Reuters/Market Expert - NY State Department of Health's
Statewide

Planning and Research Cooperative System (SPARCS)

2 Copyright © 2008, Claritas Inc., Copyright © 2008 Thomson Healthcare. ALL RIGHTS RESERVED
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DEMOGRAPHIC CHARACTERISTICS

AMC Area UsA
2000 Total Population 36,004 281,421,906
2008 Total Population 36,221 304,141 549
2013 Total Population 36,406 319,161,431
% Change 2008 - 2013 0.5% 4 5%
Average Household Income 53,175 E67.918
2008 2013 % Change
Total Male Population 19,017 19,0949 0.4%
Total Female Population 17,204 17,307 0.6%
Females, Child Bearing Age
(15.44) 940 6,675 6,394 -4.2%
% USA Unemployment A 6%
POPULATION DISTRIBUTION
Age Distribution
Age Group 2008 % of Total 2013 % of Total USA %
0-14 h 229 14.4% 4 941 13.6% 20.1%
1517 1,496 4.1% 1,289 3.5% 4.3%
18-24 3,669 10.1% 3,628 10.0% 0.8%
25-34 A AET 14.2% 5,298 14 6% 13.4%
35-54 10,955 30.2% 10,270 28.2% 28.6%
5564 4345 12.0% 5,087 14.0% 11.0%
G5+ 5,370 14.8% 5,883 16.2% 12.7%
Total 36,221 100.0% 36,406 100.0% 100.0%
HOUSEHOLD INCOME DISTRIBUTION
Income Distribution
2008 Household Income HH Count % of Total USA %
<$15K 2,125 14 6% 12.8%
$15-25K 1,850 13.4% 10.7%
$25-50K 4 350 30.0% 26.4%
$50-75K 3,105 21.4% 19.5%
ST5-100K 1,476 10.2% 12.0%
Cwver $S100K 1,522 10.5% 18.6%
Total 14,537 100.0% 100.0%
EDLUCATION LEVEL
Education Level Distribution
2008 Adult Education Level Pop Age 25+ % of Total USA %
Less than High School 1.577 G.1% 7.5%
Some High School 3,191 12 4% 11.9%
High School Degres 3,958 34 7% 28.4%
Some CollegefAssoc. Degree G688 25 9% 27 6%
Bachelor's Degree or Greater 5413 21.0% 24 6%
Total 25,827 100.0% 100.0%
RACE/ETHNICITY
Race/Ethnicity Distribution
Race/Ethnicity 2008 Pop % of Total USA %
White Non-Hispanic 33,563 92 7% 65.4%
Black Non-Hispanic 1.151 3.2% 12.1%
Hispanic 771 2.1% 15.2%
Asian & Pacific Is. Non-
Hispanic 242 0.7% 4.5%
All Others 494 1.4% 2.8%
Total 36,221 100.0% 100.0%
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Public Participation

The six county process was facilitated by Adirondack Rural Health Network (ARHN). ARBitsdbiiaked in 1992 through

a New York State Department of Health Rural Health Net®eskelopment Grant as a community partnership of public,
private and nonprofit organizations irUpstate New York. ARHN creates a collaborative process for developing strategies
and forimplementing, monitoring and evaluating the regional health care system.

As a member of ARHN, Adirondack Medical Center activpposted and participated in thgathering of information
from a variety of stakeholders. This process was conducted regiahadlygh both a survey and focus groups.

Following up on a survey they conducted in 2003, the ARHN Steering Committee devedopeslysof 115 questions that
could be answered over the telephone in less than 20 minsaites.

The telephone survey was conducted by the Siena Research Institute. The Siena reseantteel€losely with the ARHN
Steering Committee and Holmes & Associatesnsure thequality of the survey questionnaire. The telephone surveys
began on January 16, 2004 andre completed by March 1, 2004 for Essex, Hamilton, Warren and Washington Counties
andfor the northern, more rural portions of Saratoga County. Tlem&Research Instituteompleted an additional survey
effort for the ARHN in May 2007 to include 300 households frafton County, as well as for the southern portion of
Saratoga County.

The ARHN Stakeholder Focus Greugse conducted to obtain Hilepth feedback related tavhat community leaders and
consumers identified as the biggest challenges and assets sotheunity. The purpose of the extensive data gathering
was to gain a broad and diverpeeture of the health and healthcare issues of the oegiThe information gathered at
eachfocus group was integrated into a comprehensive regional community health assessmentoegmrtplement the
guantitative data that has been previously collected.

The focus groups were conducted from December 2008uin May 2009. There were Zdoups conducted throughout
the six county region and a total of 286 participants. The trafaeiitators identified groups of stakeholders who were
contacted to host and participate in focgsoups.
The groups included:

e Aghg, Long Term Care & Disability

e Consumer Groups

e Correctional Facility Residents and Staff

e Employers

e Government

e Providers of health and human services

e School Youth Groups
Outcomes of these focus groups included:

¢ Identification of barriers to accessing hdattare

e Discussing and determining health care priorities

e Generation of community/policy change ideas

3 The survey data tables can be viewed online at http://www.arhn.org/regional-health-assessment.php. The survey

data can be queried online at http://www.arhn.org/online-query-tools.php.assessment.php. Survey data findings are
presented throughout the ARHN report, ABuilding a Healthy
Community Service Plan. o0 where the eata has relevance to s
4 The complete ARHN focus group report is detailed in ABui
Community Service Plan September 2009.0
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The Three County initiative utilized the full MAPP (Mobilizing for Action through Planning & Partn€shipjttee for
the public participation. The full MAPP Committee is comprised of over 50 individuals in a wide variety of organizations
and agencies working in the three counties. In June 2009 a full MAPP meeting was held.

The county health data was pragted to the full MAPP Committee. The MAPP Committee members were broken up into
seven facilitated focus groups. The focus groups discussed the selected Prevention Priorities. The focus group informa
was reported back to the full MAPP Committee.

Assesment of Public Health Priorities

In response to this statewide call to action, the partners in the ARHN region came toge2@@8ito evaluate their past
efforts and continue to improve their community health assessnaamt intervention planning procesk 2009, the
Committee was reenergized with the increasddvolvement of representatives from each of the hospitals in the ARHN
area. Their activparticipation allowed the Committee to expand its research and analysis to include hospital
utilizationdai @ ¢ KS K2aLA Gl faQ Ay@2f @dSYSyd | t athat ddiicssind ot Re A y
needs of the county public health departments and their requiGaminmunity Health Assessment (CHA) documents, as
well as the needs of the hospitasdtheir required Community Service Plans.

The data collection, analysis and reporting process was managed by the ARHN stafforted through the efforts of
Strategy Solutions and Holmes & Associates. From A@g0stthrough August 2009, memberktbe Committee met
fourteen times to provide guidanaen the components of the sizounty study.

The data collection and analysis included six key components:

e The New York State Department of Health conducted an extensive Behavioral Risk Factorrigergiteey
(BRFSS) in 2008.

e The 2004/07 ARHN Household Telephone Survey Data

e County, region and state disease incidence, and Healthy People 2010 goals

¢ New York State Prevention Quality Indicator data (PQI)

e Hospital utilization data from the Statewide Plamg and Research Cooperative System (SPARCS)

e Input regarding barriers to health and ideas/priorities to improve the health of the community gathered from 286
individuals and agency representatives through 24 qualitative focus groups

In June 2009, based dihe information gathered in this community health assessment,dtsmunity service plan, and
the guidelines set forth in the New York State Prevention AgandaHealthy People 2010, the Committee convened to
discuss and analyze all of the hedhHicatbr information contained in the study. They also engaged in a best practice
priority setting process to determine the top priority health issues.

The criteria ranking of the ten health priority areas were very close. In order to be preti&sridecison-making, the
Committee completed a paired comparison exercise. In this exdf@s€ommittee compared the top six health areas
against each other, determining the highgmiority area in each case. The results of all the paired comparisons were talliec
and the scoresadded to the overall priority ranking to determine the final list of the top six priority health dogdbke

ARHN region, with Physical Activity and Nutrition topping the list.
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Criteria Ranking Criteria Ranking Plus Paired Comparison

Prevention Agenda Areas Score Prevention Agenda Areas Score
Tobacco Use 1275 Physical Activity & Nutnition 76.8
Community Preparedness 5945 Chronic Diszase 66.3
Phwsical Activity & MNutmition JET8 Access to Quality Health Care 61.1
Chronic Disease 3705 Tobacco Use 4010
Infections Disease 5612 Conmnity Preparedness 274
Access to Quality Health Care 3472 Infections Disease 274

Healthy Mothers, Healthy Babies & 50.55
Healthy Children

Healthy Environment 47 08
Mental Health & Substance Abusze 44 35
Unintentional Injury 4087

The Priority Selection Process for the three county ittiaincluded the following:
1. Data collection using the NYS Prevention Agenda and other Community Health Assé@sdicents by the Data
Collection & Needs Assessment Committees
2. Compilation and analysis of the Data by the Data Collection Committee
3. Selection of first round of priorities using a prioritization matrix and strategy by the Lead@wmmimittee and Hospital
Partners
The prioritization matrix was eated as a system of scoring the Prevention Agenda itdigl, Medium, or Low in the
following categories:
¢ Magnitude of the problem
e Variance against benchmark/goal
e Effectiveness/ease of solution
e Leadership/constituencies
e Social and political acceptability/ethics

The Results
Mental
Mothers, | Physical Health/
Babies, | Activity/ | Unintentional | Healthy Chronic | Infectious | Substance
Access | Tobacco | Children | Nutrition | Injuries Environment | Disease | Disease Abuse
Total A7 i]i] b3 61 A1 39 fal &0 A4
Order 4 1 5 2 I 9 3 8 6

4. Selection of final priorities by sharing first round priestivith the Full MAPP Committee teir input in the form of
focus groups. There were seven focus groups with representativesGtioon, Essex and Franklin counties. Focus
group information was reported back to the RMIAPP Committee and then alsorapiled and reviewed again by the
Leadership and Needsssessment Committees. These committees weighed the data and focus group information in
order to come to group consensus and select final priorities.

The Priorities
Both initiatives chose Physical Atly/Nutrition as a top priority. The three county initiative hagdded (Chronic Disease)

to that in parenthesis. The reasoning is that the two are often cldseétgd and working on the one will have an impact
on the other. The second full priorityAgcess to Quality Health Care.
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Three Year Plan of Action

Frevention Agenda Priority: PHYSICAL ACTIVITY & NUTRITION

| New Priority for Adirondack Medical Center? Mo

Long-Term Regional Goal: Positively impact physical activity and nutrition in the region

Measures of Effectiveness

Adirondack Medical .
Cutcome Strategies Center Depart ¢ Regicnal Pa'td Community
Responsible
QOUTCOME 1- ldentfy ARHN staff to facilitate activities of 3-year Administration Community Health Planning

Establish a Task Force of
regional representatives
whose goal is to select
activities, design an
implementation schaduls
and select a method of
evaluation for evidence-
basad programs focusing
on physical activity and for
nutrition by January 1,
2010 for year 2 and 3
implementation.

plan

Committee

Community Health Planning Committee compiles
list of physical activity and nutrition experts as
potential members of task-force

Administration

Community Health Planning
Committes

ARHN & Committee members solicit interest in
task force & determine participation

Administration

Community Health Planning
Committee

Caonvene Task Force, inttial masting held or
strategic planning session planned and conducted

Administration
Mutritional Services
Physical Therapy & Sports
Medizine
(Others as ldentified

Community Health Planning
Committee

Summary outlining planning priarities provided fo
partners

Administration
Mutritional Services
FPriysical Therapy & Sports
Medizine
Cthers as ldentified

Community Health Planning
Committees

Regional Task Force

OUTCOME 2:

Work plan(s) with
measurable outcomes,
implementation schedules
and budgets developed by
Task Foree by Juns 30,
2010.

Task Force needs and structure determined

Mutritional Services
Fhysical Therapy & Sports
Medizine
Cthers as ldentified

Regional Task Force

Priarity pregrams identified

Mutritional Services
Physical Therapy & Sports
Medizine
Others as ldentified

Regional Task Force
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Chutcome

Strategies

Adirendack Medical
Center Department
Responsible

Regicnal and Community
Partners

OUTCOME 2: (cont.)

Work plan{s) with
measurable outcomes,
implementation schedules
and budgets developed by
Task Force by June 20,
2010.

Implementation plan developed wusing logic maodsl
and Task Fores responsibilities identified

Mutritional Services
Phiysical Therapy & Sports
Medicine
Cthers as ldenfified

Regional Task Force

Owtcomeas and evaluation methods determined

Mutritional Senvices
Phiysical Therapy & Sports
Medicine
Cthers as ldenfified

Regional Task Force

Budget(z) developed and recommendations mads
to Commiunity Health Planning Committee for
approval

Administration
Mufritional Senvices
Physical Therapy & Sports
Medizine
Chers as ldentified

Regional Task Force

Work plan(s) finalized and recommendations made
to Commiunity Health Planning Committee for

Administration
Mutritional Services
Physical Therapy & Sports

Community Health Planning
Committze Regional Task

approval Medicine Faorce
Others as ldentified
OUTCOME 3: AH_H.h! pr::n'.'idEE owersight n:nf.T.ask F_-::rl::E . Administration ARHN Staff
activities/pragrams and administrative functions
Physical activity andfor ARHMN Staff

nutrition interventions are
implementad by Task
Force by June 30, 2011.

Work plan activities commence, Task Force begins
data collection and assessment of activities

Mutriticnal Senvices
Physical Therapy & Sports
Medizine
Cihers as ldenfified

Regional Task Force
Oither community
stakehalders as identified
by Task Force

Task Force collzcts and reporis data

Mutritional Senvices
Phiysical Therapy & Sports
Medizine
Cthers as ldentified

ARHM Staff
Regional Task Force
Oither community
stakehalders as identified
by Task Force

Adirondack Medical . "
Outcome Strategies Center Department “'*“'”““‘;"dl sob
Responsible
Mutritional Services
OUTCOME 4:
Drata collection on specific interventions completed | Physical Therapy & Sports ARHM Staff

Physical activity andfor
nutrition interventions are
evaluated and resufts are
communicated fo
stakeholders by Juns 30,
2012

and results submitted ioc ARHM Staff

Medicine
Others as ldenfified

Regional Task Force

Cratalevaluation compiled and analyzed by ARHM
and Task Force to determine impact of
interventions and activities

Mutritional Services
Physical Therapy & Sports
Medicine
Cthers as ldendified

ARHM Staff
Reagional Task Force

Regional summary developed by ARHN Staff and Administration ARHM Staff

shared with ARHM Partners and other Community Health Planning
stakeholders Committae
Conduct assessment of approach and procedures Adminictration ARHM Staff

that were used throughouwt the 3-year process to Community Health Planning
evaluate the success of the regional action plan Cammittee

Share lessons leamed from progess evaluation Administration o 'anHHN E;:HFI .
with Community Health Planning Commities i rg:m :'?I:tee anning
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Prevention Agenda Priority: Access to Quality Health Care

Long-Term Regional Goal:

| Mew Priority for Adirondack Medical Center? Mo

Improve Access to Quality Care

Measures of Effectiveness

Adirondack Medical . | C ,
Cruteome Strategies Center Department Rﬂﬂn“ﬂp 4 nity
Responsible
OUTCOME 1:

Complste development
and planning for the
Adirondack Medical Home
Pilot by December 31,
2008,

1. Work with NYSDOH to establish pilot

Administration
Medical Staff Office
AMC Health Centers

Other arsa Hospitals
Farticipating Health
Insurance Companies

OUTCOME 2:

Camplste regional
baseline readiness
assessment for
Adirondack Regional
Medical Home Filct by
March 20, 2010,

1. Work with consultants fo assess organizational,
technolagical, and financial readiness

AMC Health Centers
Medical Staff Office
Tri-Lakes Medical Home
Team

Other area Hospitals
FParticipating Health
Insurance Companies
Trudeauw Health Systems
MEEMY
MY SDoH

COUTCOME 2:
Pracfices involved in the
Filat obtain Mational
Committee for Quality
Assurance [MIZOA)
recognition as a Patient
Centerad Meadical Home
(FCMH) by December 31,
2010.

1. Enable e-prescribing in Health Centers

Medical Staff Office
Tri-Lakes Medical Homs
Team
AMC Health Centers

Other area Hospitals
Participating Health
Insurance Companies
MY SDOH
Cither Physician Offices
Trudeauw Health Systems

Adirondack Medical . ;
Chutcome Strategies Center Department Rmm"ﬂl:"dl e
Responsible

AMC Health Centers Otner area Hospitals

Medical Staff Office Fartcipating H=alth

2. Health Center EMRs enabled fo support PCMH : ) Insurance Companies

- Tri-Lakes Medical Home
Level 2 Team MY SDOH
Fhysician Offices

Trudeaw Health Systems

OUTCOME 4: AMC Health Centers Otner area Hosptals
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Financial Aid Program

In 2005 Adirondack Medical Center implemented a revised Financial Assistance (ChariBof@arepur policy links the
Financial Aid process with a visit teetFacilitated Enroller. Weelieve that our policy is a best practice as it is intended to
get the patient into the system witpreventive and comprehensive health care rather than simply providing episodic care
Anypatient who contacts Scheduling or gents to any Adirondack Medical Center departm@mtluding Admitting,
Emergency Room, etc.) and does not identify an insurance compaaggraifies him or herself as sgifay is informed of

our selfpay process including informati@bout Adirondack Metl OF £ / Sy i SNR& CAYIlI YOALf 1 A

LY wnny | G2GFt 2F wmpn LI GASyida |jdz f A F ABnBncidl AsNidtadde Paligy O/
71 people that applied for Financial Assistance not only receémeatkdiate assistance with #ir current hospital charges

but also were signed up for Healthsurance. Of those, 47 were enrolled in Medicaid, Child Health Plus, Family Health PI
or Healthy New York. The other 24 were enrolled in other insurance including health planssuitine companies.
Adirondack Medical Center tries a variety of avenues to communicate with patients abcandhability of our Financial
Assistance Program including posting it on our website and priittfiogmation about it at the bottom of every statement
that is mailed out to patients.

Adirondack Medical Center is continually trying to overcome barriers to patients accesskigdheial Aid program. One
of the more successful changes was renaming the prodimancial Aid instead of Charity Care, whiets a psychological
barrier for many patientsAnother barrier is getting patients to complete the application. We have tried to make it as
simple as possible by providing a Financial Councilor on our staff to help patients completedbss.

Adirondack Medical Center posts information about our Financial Aid program on our website:
http://lwww.amccares.org/patientsand-visitors/billinginformation.html

In 2008 Adirondack Medical Center provided $4.1 million in Financial Assistance (Charity Care)
and Lhcompensated Services. The financial details can be found in the Institutional Cost Report
(ICR) as reported to the New York State Department of Health.

Impacts of Operational Changes

Adirondack Medical Center is the only full service hospital locatddnthe Adirondack Park.
The hospital faces many unique challenges, but also must contend with some more urikaheslges facing many New
York State hospitals:

e Compliance with regulations which in some cases are burdensome and outdated

e Continuous impsvements in quality of care

e Access to new effective and expensive technology

o Efforts to control health care expenditures, reimbursement rates and insurance costs

¢ Methods to assist the growing number of people without health insurance

¢ Ways to address workfoe shortages

Adirondack Medical Center is also facing some more specific operational challenges. TYierki®tate Legislature

passed the 2010 budget which will have a $579,000 negative impdcth N2 Yy Rl 01 aSRAOIFt / Sy (.
where Adirmdack Medical Center is hardest hie reimbursement reform, trend factor cuts, and the gross receipts tax.
This impendingeduction will have an impact on the overall operations of the organization.
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Although Adirondack Medical Center has been aggrelgsieeruiting providers, the physicidosses we have already
experienced are exacerbated by the difficulty of recruiting physiciaasrtwal area. It is hard for Adirondack Medical
Center and our affiliated physician practicestompete with salary guantees offered in urban areas. The result of this
challenge is that théoss of one provider or the inability to recruit a new one can have a serious impact on accass to
for our community members in this remote, rural area.

One of the biggest chalges facing the hospital is the acquisition two years ago of two Skiliesing Facilities. Well over
80% of the nursing home residents are on Medicaid. The Medieaitbursement rate is inadequate to support the care
the residents need. The financiabkesexperienced by the nursing homes have a serious impact on the operating budget
for the entireorganization, including the hospital.

Adirondack Medical Center has been working hard to respond proactively to these operatiallahges. Adirondack
Medical Center and our affiliated physicians are an important part ofitiecondack Regional Medical Home Pilot, which
is supported by NYSDOH. This project bringether the primary care providers and the insurance companies to pilot a
completelyredesignel system of primary care for the patients and a realigned model for reimbursemetitefor
physicians. The goal is to improve quality and access to care for our community mevhbensnproving conditions for
physicians, which will help retain current pigians and recruibew ones. The regional participants in this project have
applied for a HEAL 10 grant to fundnare comprehensive regional electronic information sharing network.

Adirondack Medical Center is taking a comprehensive look at all of cilitiés. One of theesults of purchasing the two
nursing homes in 2007 is that Adirondack Medical Center moms two separate facilities in Lake Placid. Adirondack
Medical Center is looking at the potent@ consolidating all of our health servicesawe campus. This process has
included examininghe current services, the need for new services, and potential efficiencies. A Taskéioprésed of
members of the Board of Trustees and Adirondack Medical Center sextimsining this potential with # goal of
G5S8S@St2LIAY3 | YR LI koffigirafich ofihdréndacieMedical Eantenrs@vicBsyiniLake Placid driven by
community healthy SS R ® ¢

Dissemination of the Report

l RANRYRF O] aSRAOIf /SyGdSNDa / 2ivnacn/ Weivdlcrdats Addn@afy ofthe | vy &
Community Service Plan and make this available to the publibasxhure available at the hospital. The full Community
Service Plan will be available on egbsite. Our website already has an extensive sectiooawrFinancial Aid process.

The FulCommunity Service Plan will also be distributed as part of both the six county and thethuaty full

Community Health Assessment reports.

The six county initiative will post the full document, including all hosgitanmunity ServicBlans, to their website,
www.arhn.org. ARHN will also distribute the full report in a printedsion and as a CD. After the full report is complete,
ARHN will send out a press release &ade 16 of 1Adirondack Medical Center CommtynBervice Plan

Page 17 of 1@rganize a press conference to launch the full report to inform organizations, agenciesrantunity
members what is available and how to access it.

The three county initiative will distribute the full report, includingradspital Community Serviddlans, as a printed
document and as a CD. It will be distributed to local and state governntepitals, other health care providers,
libraries, schools, and community based organizatidrise full reports will also be postéd the three county Health
Department websites.
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Introduction

Alice Hyde Medical Center, (AHMC) located in Malone, New York, is comprisedloé@ §€ute care facility and the
Alice Hyde Nursing Homa 75bed longterm care facility, as well as specialty care services including four family
health centers, a cancer center, a dental center, a family maternity center, an orthopedic and rehabilitation center,
cardiac rehabilitation center, and a hemabjisis unit. The Medical Center is an affiliate and health partnEted€her

Allen Health Carea premier academic tertiary care center in Burlington, Vermont.

Since opening its doors in 1913, Alice Hyde fgdCenter has been providing higbality, lowcost health care to the
more than 55,000 residents in our service area. Throughout the past century, Alice Hyde MeSligali S NDa F2
beenon keeping the community healthy through primary and emergeararg, disease prevention, and education. We
pride ourselves on beinpe leaderin improving the health and wellnessthie residentsn the region we serve.

. Mission Statement

Our Mission
¢tKS YA&aarzy 2F !
aSNBSoé 9F OK &SI NE
they have in past years.

f A0S | @RS HedtiRdar® with dignify yind Solpaksion ta thade weINP
F& LIFNIG 2F GKS /2YYdzyAide { SNIBAOS

Our Vision

We will be the trusted and respected health c@revider of choice, exceeding expectations through qualified staff,
advanced technology, and statd-the-art facilities.

Our Values

Respectfut Treat those we serve, and who serve with us, as they would like to be treated
Efficientt Perform tasks prompthaccurately, and competently

Accountabla Accept responsibility for our actions

Caring Treat everyone with dignity and compassion

Honestt Conduct ourselves in a truthful and professional manner

155


http://www.fahc.org/
http://www.fahc.org/

Il. Service Area

Alice Hyde Medical Center primardgrves townsvillages and theNative American Reservatiom Franklin County.

i K

¢tKS aSRAOFf /SYyGdSNR& LINAYIFNE aSNBAOS I NBIF 0O29SNa

Malone 12953

North Bangor 12966

Chateaugay 12920

Constable 12926

Brushton 12916

Moira 12957

Burke 12917

Fort Covington 12937

Hogansburg 13655

Saint Regis Falls 12980

Bombay 12914

Owls Head 12969

Dickinson Center 12930

The secondary service areas served by AHMC include:

Churubusco 12923

Ellenburg Center 12934

North Lawrence 12967

Lyon Mountain 12955

Nicholville 12965

In addition, AHMC provides services to the inmate population from the Franklin County Jail and the Clinton,
Franklin, Upstate, Barehill, Chateaugay, Altona, and Adirondack Correctional Facilities.
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IV. Public Participationn Process

Community Partners and Coalitions

North Country Health Care Providers (NCHP)
Adirondack Tobacco Free Network

Eastern Adirondack Health Care Network
Eat Well Play Hard

Cancer Screening Program

MAPP Committee of Clinton, Essex, and Frariidiunties
(Mobilizing for Action through Planning and Partnerships)
Malone Central School District

St. Regis Falls Central School District
Malone Telegram

7-County Diabetes Network

Wholistic Care Center

Office of the Aging

Adult Centers

Fanklin County Social Services

Franklin County Public Health

YMCA

Upper Hudson Primary Care Consortium
Employees

Board of Directors

Volunteers

Auxilians

Physicians

Long Term Care Council

Breastfeeding Council of Malone

BOCES

NCCC

Hospice of the North Caury

>0 >0 I >0 P P

)35 559555 55 55 55 Y5 55 55 55 55 55 5 5 55 V5 S5 25

Alice Hyde Medical Center has a legacy of caring focah@munities we servewith itsfoundation being to promote and
support the weHlbeing of those communities and to work in concert with our neighbors. This entails identifying the healtl
needs @ the communities by examining the data and information that pinpoints where services are needed, and by
listeningto the individuals we serve.

During 200809, AHMC engaged in a community health assessment and priority planning process with key sta&keholder
and public health entities through the MAPPI{i\obilizing for Action through Planning and Partnershipsj Way to a
Healthier Community planning process within Clinton, Essex, and Franklin counties. Details of this process and the
resultant health assssment and strategic prevention agenda priorities are indutieoughout this report.

In addition to the MAPP planning process, AHMC initiated and encouraged public participation in the development of t
aSRAOIE /SydSNDa O2 Y Yhms hiodgh anBritddr of@iferantyeBhniguésNModt Snpoktahtly, the
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communities are madaware of the community service plan and the opportunity to comment through the website, the
media, and the Medical Center newsletter and other publications.

At AHMC we believe that the core of community service and strategic planning is formed through continued dialogue
with our communitieg not just one discussion about or around a document. Assessing and meeting the health care nee
of our community as well as sdeng their input is an ongoing process. It involves every individual in our Medical Centel
familyt Board of Directors, employees, volunteers, Auxilians, physicians, Hospiegyencyservices, andegislators

and we reach out and ask community members tisetaes.

In a continuing effort to gather community input about health care needs and gaps in health care sen4688,AHMC
conducted a series of conversations with local residents to further identify unmet health care needs and determine how
AHMC an better meet those needs.

Through these dialoguetwvo themes about community needs emerged: 1) the need for additional primary care and
specialty physicians, and 2) the expectation that AHMC will play a major role in the health of the commundyelsgiad

public health issues like childhood obesity. These two themes were consistent with the two priority areas selected
through the MAPP process.

LY FTRRAGAZ2YZ AyLlzi Aa RANBOGfe &2dAK0G TFTNRY sPrwiidert/€EDS &
Fa ¢Sttt a GKNRdzZAK (GKS daiaairzy t2aaAiofSé€ LINPINIY FNI
the experience of patients and their families are implemented, as feasible.

In addition to the employee and community survep$iMC also gathers information from the community through:

A input from the numerous support groups sponsored by Alice Hyde Medical Center;
A participation with other community partners;
A surveys and evaluations following outreach and educational programsrhtié communities served by Alice
Hyde Medical Center;
A patient satisfaction/complaint data from Press Gandpspital Consumer Assessment of Healthcare Providers and

SystemgHCAPS)npatient and outpatient surveys, information gathered by the Patiethtgtate, and customer
complaints; and

A 1tA0S 1 8RSQA LI NILIAOALIGAZ2Y Ay KSFEGK FFANR Ayn CNI
Touch with Healtlprograms.

A Alice Hyde Nursing Home Resident Council
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V. Assessment of Public HealthiPrities

C2NJ Y2NB GKIYy dn @SIFENRI ! fA0S | @8RS utBerritid mission dtifelil S NI K

Medical Center and now theornerstone2 ¥ ! | a/ ® ¢2 aSNBS GKS O2YYdzyAaideQa
a broad scope of prognas and services, both at the main campus in Malone and through family health centers in the
community.

During 200, a comprehensiveommunity health assessment was completed by TheCounty Mobilizing for Action
through Planning and Partnership (MAR#Mbers b improve the quality of life in Clinton, Essex, and Franklin
County. This Partnership involvetkarly 35ocal organizations, including AHMC, other hospitals in the region, the
public health directors of the three counties, local legislators, raem¢alth providers, and many others.

This partnership reviewed the ten public health priorities of the Prevention Agenda foHesathiest Statéand
initially narrowed its focus to the following seven priorities:

Access to Quality Health Care
Tobacco Use

Healthy Mothers, Healthy Babies
Physical Activity & Nutrition
Unintentional Injury

Chronic Diseases

Mental Health & Substance Abuse

T v v I D

After an extensive process, which included a detailed examination of community health indicators and a priority
selection process, the MAPP Committee agreed to focus on two key prevention agenda priorities: 1) physical
activity/nutrition (chronic disease) and 2) access to health care.

For these two priorities, data from Franklin County shows:

A Access to Care

o] Franklh County has the lowest percentage among thetriunty region of the percent of adults with
health care coveage, and falls below both the New York Statel US percentages
o] Franklin County shows the lowest percentage of adults with a regular health rcarielgr and percent of

adults who have seen a dentist in the past yeloth within the tricounty region and in comparison to
New York Statand US percentages.

o] As with all three counties, physician supply is a great challenge to expanding access to care.

A Physical Activity/Nutrition (ChronRiseasg

o] Although there is limited data in the area of overweight and obesity, Franklin County shuigispercent
of adults with obesity higher than the tricounty region as well as NYS and the US percentages.

o] Only20 percent of adults in Franklin County eat 5 or more fruits or vegetables eathtliays the lowest
percentage in the trcounty region as well as below state and national averages.

o] Franklin County also shows higher percentages of diabetes prevaedcghortterm complications for

diabetes among adults, exceeding NYS and US percentages in both indicators.
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Details of how AHMC plans to address the two priority needs are included in Seatidhlvée Year Plan of Acti@n.

AHMQ Bxisting Programs fdvieeting Priority Needs

/I Syids
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initial seven priority areas.

Access to Quality Health Care

A Expanding primary and urgent care to meet local héattare needs:
The need for primary and urgent care continues to grow in the communities served by AHMC. In 2008, the Medic

Center added three new exam rooms to its Alice Hyde Dental Center (AHDC) to help facilitate the increasing nun
of patients se&ing treatment. The AHDC opened in 2004 and serves more than 12,000 patients annually.

Through the Franklin County Cancer Screening Program, AHMC is helping to poosidewcost mammograms
and clinical breast exams.

To tackle the issues of the unined, AHMC hapartnered with various organizations, includithg Franklin County
Department of Social Services, Ralblealth, and Excellu® ensure accurate information and resources are
avdlable throughout the community, including a facilitated emmzént program for its uninsured patientghis
program assists individuals in applying for stag@nsored health insurance including Medicaid, Child Health Plus,
and Family Health PluEhe goals of this initiative are to provide a convenient locatiopétients and community
members to access the program and to provide assistance in completing health insurance applithésagoals
are met through a partnership between AHMC and Upper Hudson Primary Care Consortium.

Another key partnership for AHME theEastern Adirondack Health Care Netwalcoalition ofhealth care

agencies and organizations spanning the region of Essex, Clinton and Franklin Counties with a mission to improv
the health status of our communities and the access and deliveryaittheare in the region through the

collaboration of our members.

A Continuing physician recruitment:
A major challenge for rural hospitals, like AHMC, is recruiting and retaining physicians and other health care

professionals. During 2008, AHMC recruited physicians specializing in internal medicine, general surgery,
urology, and infectious disease.

A Strengthening the health care workforce:
To build a stronger health care workforce, AHMC participates in the New Vision program in conjunction with

Franklin Essex, Hamilton BOCES. We also work with Thomas Jefferson University College of Health Care
Professionals and Fletcher Allen Heath Care for the recruitment of health care professionals and participate in
several job fairs. Furthermore, weork with schods, guidance counselors, local community colleges, and State
Universities (Clarkson University, SUNY Canton, Plattsburgh, and Potsdam). AHMC offers its employees tuition
assistance and a student loan repayment program to encourage and support the devatoggmleenhancement of

a welleducated, stable, and loyal workforce.

A Working with other North Country providers on health improvement initiatigeAsa member of the North
Country Health Care Provider organization, AHMC works with other hospitals in the tegmprove health care
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access and community health stat@ne recent initiative was thmstitution of tobaccefree environments to
assure a healthier, safer environment for patients, residents, visitors, physicians, and employees. In addition, the
organization continued its distribution of a quarterly newsletter to improve community health status

A Enhancing our partnership with Fletcher Allen Health Care (FAHC).
AHMC continues tmaintain apartnership with Fletcher Allen Health Care to meet thalg of: 1) keeping care

local withspecialty outreach cliniandtelemedicine clinical consultatiods & ! 1 a/ 'y R 0& SyKIy
ability to meet the increasing demand for care; 2) providing AHMC access to expertise in information systems, st:
educaton programs, and management tools; and 3) assisting AHMC in the recruitment and retention of physician
and other patient care providers.

Another avenue for expanding access has been providing programs, services, and information for improving
community realth status through lifestyle changes. AHMC provides these services through an extensive communi
wellness program callelsh Touch with HealthThis program includes initiatives designed to address health care
needs including tobacco use and issues ezldb the overweight and obese adult and adolescent populations.
Nearly 5,000 community members attended more than I®Touch with Healthrogramsincluding presentations

and screenings at worksites, schools, adult centers, civic organizations, artdfagalin addition, physicians and
YSRAOIf LINRPTFTSaarzylta 22Ay SR ! | a/ fadioshotvFyé dayfhe Canmengyt f

' y20KSNI 1S O02YYdzyAade KSI t (-&nni&8l Bedlyi tair, Krch s dttghded byay 6 |
record 2,000 community members. The fair focuses on health and wellness issues such as diabetes, infection
prevention, nutrition, cardiac, and other key issues. It also offered free screenings for cholesterol, glucose, kidne
Fdzy OliA2ysY | YEREGRDESNDEKI{ RI NizZRA 2t 238X |yR | L+,ahdda 6Sf
blood pressure checks.

By participating in coalitions such as the Healthy Living Partnership, Breastfeeding Council of Malone, Eastern Adirond:
Health Care Network, Adindack Tobacco Free Network, North Country Healthcare Providers, andCitanties Diabetes
Network,In Touch with Healtls able to address a broad spectrum of health issues in our community.

Tobacco Use

In collaboration with the North Country Healthg&tt Network, The AHMC Pharmacy offsee nicotine

replacement therapy (NRT) to Medical Center employe@K A & A& | ONXR ( A Olirde candpuslli 2 F
initiative, which was launched in 2007. A Healthy Heart Network tobacco cessation specalgtpAHMC staff

with education to support patients who wish to stop using tobacco products.

AHMC also works with local businesses and organizations to promote health and wellness to their employees wit
focus on preventive screenings and healthgdlijle choices. Among the businesses and organizations AHMC
assisted were NUMED, AkwesadviehawkCasino & Bingo Palace, St. Regis Mohawk School, Franklin Academy Hi
School, North Country Community Collediee Malone Telegram, and Walmart.
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Healthy Mahers, Healthy Babies

To help support new mothers and their families, our Family Maternity Center nurses and other skilled staff offer guida
FYR GNYAYAYy3 Ay FNBFa adzOK a OKAf ROANIK 2LJika2sea |
installation, and breastfeeding AHMG through theln Touch with Healttommunity wellness program, secured
funding from Excellus BlueCross BlueShield to develop a breastfeeding awareness and educational campaign ern
. NBFaldTFTSSBRAYHY NI FGiNballiktyihctedss thedpéoportion of mothers who breastfeed their
babies, as recommended in the Healthy People 2010 guidelines.

Physical Activity & Nutrition

Theln Touch with Healtbommunity wellness programontinued tocollad 2 NI §S 6AGK ! 1 a/ Q& b
Department to present an-8/eek weightloss program to promote gradual weigluss through calorie restriction,
exercise, and behavior change.

AHMC and Malone Central Schools strengthened their partnership in titeafiginst childhood obesity via Malone
Central School District Wellness Committee initiatives. The comnutgeloped a wellness policy as the result of a
comprehensive needs assessment to identify nutrition, physical activity, and staff wellnessTémi@éeliness
Committee focuses their attention on the importance of nutritious school meals, nutrition education, and promotin
I KSFHfaiKe a0K22f SYy@ANRYYSyid® aSYOSNE 2F GKS 2Stfy
performance, a lgh energy presentation that mixes games, music, theatrics, and demonstrations to teach about
nutrition and exercise.

In addition, AHMC continued its role as one of a number of organizations participatingdaah@/ell Play Haéd
initiative. This codibn of North Country agencies is collaborating to prevent childhood obesity and reduce long
term chronic disease risk through policy and environmental changes that will facilitate the promotion of physical
activity and targeted dietary practices with ahrién over the age of two.

In 2008 the Medical Center produced a serigshealth and wellness videos for a cable television Video on Demand
channel. The topics focused on proper food and beverage choices for children, exercise for children, and newbor
care. The videos are currently available on the AHMC website.

Unintentional Injury

The Medical Center provides National Safe Kids literature at community events to educate people about pedestrian,
wheeled sports, and water safety.

AHMC collaborates witthe Malone Village Police and the Malone Call Firemen to present a free Babysitter Safety
Course that educates and provides tools to young babysitters to prevent injuries.

The AHMC Auxiliagrovides funding for thér. YukMagic Show,programpresentedto students in kindergarten,
pre-k and head startclasse¢ KS aSRAOIf / SyGSNRa& / KASTF t KI NYI OAai
with a magic show that is educational, interactive, and fun.
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Chronic Disease

The leading causes of disabilityoasieath are directly related to chronic illness and disease, such as cardiovascular
andlung diseasesstrokes, and cancer. There is also a high incidence of diabetes among our population.

AHMC is working closely with the Sev@aunty Diabetes Network toegtelop and support diabetes prevention and
management activities. In addition, the Medical Center launchBdlhative Car@ogram to provide relief to
people with serious, chronic ilinesses through symptom and pain management.

Through a collaboration®( 6 SSy ! I a/ Q& | 2f YSa wSKIHoTodchwith Health y 5 S Lt
community wellness program, the Medical Center offefsvaeek Arthritis SelHelp Cours¢hat emphasizes

strategies and techniques for seifanagement of this chronic conditiom &ddition, a bronic conditions disease
selfmanagement coursd,iving a Healthy Life with Chronic Conditiaveas offered by Alice Hyde Medical Center.
(both developed by Stanford University)

AHMC is meeting community needs in this area through prevertia wellness initiatives as well as a diabetes
education/management progranManagingYour DiabetesThrough the Reddy Cancer Center, Holmes
Rehabilitation Center, and Cardiac Rehabilitation program, AHMC helps to treat those who are afflicted with chrol
illnesses and supports our patients and their families.

Mental Health & Substance Abuse

Alice Hyde Medical Center hosts quarterly collaborative meetings with North Star Industries, Claxton Hepburn
Medical Center, Champlain Valley Physicians Hospital, ait KS ! RANRY Rl O1 aSRAOIf /S
the availability of psychiatric services and transfer management of patients to ensure continuity of care and identi
opportunities for improvement in Franklin County.

163



VI. Three Year Plan of Action
AR OS 1 @8RS aSRAOFf [/ SyidSNIAa O2YYAUGSR G2 1SSLAy3 |
of the future. Through the MAPP partnership and our collaborative efforts with other local organizations, AHMC
plans to evolve our services, progranand outreach to meet dynamic community health care needs.

As noted in the previous section, the two priority prevention agenda items for Franklin County and Alice Hyde
Medical Center are access to health care and physical activity/nutrition (chdiseiasg. AHMC plans to meet
these prority community health needduring the next three years as follows.

Access to Health Care

As noted in the MAPP planning document, hospitals within each county of tbeunty region are taking the lead
to expand andk YLINE @S | 00Saa G2 KSIfGK OFNBo® 'fA0S 1 &8RS a
on the next page.

Existing AHMC Programs:

Alice Hyde Medical Center continues its current programs for physician recruitment, enhancing accesario prim
and dental care, including the recruitment of additional dentists, and helping to actively assist community
members in seeking coverage. See SectiqrfAssessment of Public Health Prioritites) additional details on
existing programs.

New strateges:

A Increased facilitated enrolimenb address the needs of the uninsured in our commuriityrough
collaborative partnerships, AHMC will increase its activity in this area. In addittMC is in the process
of redesigning our financial assistance gnams including dedicated personnel specific to financial
counseling and assistance.

A Expandingthe InHouse Clinic to a primary and wgire center providing services-hdurs a day, ays a
week.

A Expanding dental services as needed by the communit

A Continuing to recruit primary physicians to serve our communities.

A Exploring the feasibility of medical home implementation for Malone and the surrounding areas.

A Strengthening community screenings for disease and iliness thriougbuch with Heatand community
partners.
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A Working with partners to build a strong, diverse workforce to meet changing community needs.
Partnerships:

Collaborative efforts in the area of access include partnerships witkitheklin County Public Healthastern
Adirondak Health Care Network, and Upper Hudson Primary Care Consortium.

Goals and measurements of effectiveness:

A Decreased utilization of the Emergency Department for-fifenthreatening emergencies. Currently 40%
of ED visits are for neargent life threatening events that could be cared for in an ucgre or open
access primary care center.

A By creatinga more stable environment for those patients without an established primary care provider
we expect to see a reduction the low severity inpatient admissis through improved preventive care
measures.

A Improved quality outcomes for individuals witieart disease, diabetes, and lung disease.

Physical Activity/Nutrition (Chronic Disease)

As noted in the MAPP planning document, the county health departrramstsaking the lead to improve our
O2YYdzyAliASaQ LKeaAOlOlt I OilABGAlekydzZiNAGAZ2Y OOKNRYAO
the following initiatives as part of this overall strategy.

Existing programs:

AHMC conducts a number pfograms and works with other partners, like the Malone Central School District, to
I RRNBaa GKS O2YYdzyArAieQa ySSRa Ay (GKS INBFa 2F LK@
programs are provided in Sectiomg\{(Assessment ofublic Health Priorities

New Strategies:

A Engaging in collaborative initiatives to educate our community about physical activity and nutrition
through the efforts outlined by the Franklin County Department of Health.

A Focusing on improving nutrition andhypsical activity through work with the Malone Central School
District.

A Hosting the firsFamily Health and Fitness Daty November 6, 2009, as part of the national initiative to
emphasize the importance and fun of regular physical activity for all agesevent will include
interactive stations, screenings, and noompetitive activities. It will showcase the numerous fitness
opportunities in our community, and will provide resources for continued healthy nutritional choices for
people of all ages.
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by the community wellness specialist. Funded by the AHMC Auxiliary and North Country Health Care
Providers, this program will be offered through variogemcies, to reach underserved populations.

A In an effort to improve th&Veight Loss for Wellnegsogram andncrease community participation, the
Medical Center will evaluate the program and investigate avenues for improvement.

A Actively participating ithe TriCountydEat Well Play HaédCoalitionto prevent childhood overweight and
reduce longterm chronic disease risks througblicy and environmental changésat will facilitate the
promotion o physical activity and targetietary practices with chdren over the age of two.

A Provide assistance to our community members with diabetes through the Diabetes Self Management
Course. In addition, focus on both prevention and management of this chronic condition through our wol
with the é6Seven County DiabeteNetworl€.

A Partner withthe Retired Senior Volunteer Program (RBidromote theirOsteo Programan exercise
class at the Franklin County Adult Centanslto begin offering theclasse®nthe AHMC campus.

Partnerships:

Collaborative initiatives Wibe conducted with the Franklin County Department of Health, Cancer Services
Program, Eat Well Play Hard Coalition, Mobilizing Action for Planning and Partnerships Committee, Seven Cou
Diabetes Network, Malone Central School District, Adirondack Tolfaree Network, Cornell Cooperative
Extension/Eat Smart New York, the Greater Malone YMCA, ComLinks Nutrition Outreach & Education Programn
and the Retired Seniors Volunteers Program/Office for the Aging.

Goals and measurements of effectiveness:

Workingwith the Franklin County Department Health, as the lead agency, and the MAPP Committee, which
intends to meet quarterly, AHMC will further develop goals and measures of effectiveness to gauge the impact
our collective efforts on policies or practicesgaitive and/or behavior changes, as related to physical activity,
nutrition, and chronic disease.
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VII.

VIII.

Financial Aid Program

The Medical Center believes that fear of a medical bill should not preclude a resident or its community from
seeking orobtaining@&sSy G A+ f KSIFfGK OFNBE &aSNIBAOSad ¢KSNBEF2NB:X
unique ability to contribute to the cost of his or her care.

AHMC has been successful in creating flexible payment plans to address specific challenges idepéfiedtby
facilitating the completion of Medicaid applications as requested or required, and encouraging patients to
complete charity care applications in an effort to more readily identify those patients or families with the greates
need.

The Medical Q#ter prioritizes Franklin County residents when funds available for charity care or financial
assistance become limited and educate our patients regarding the availability of NYS and federally funded
programs available to the community.

The most significarchallenges include the completion of charity care applications by the most impoverished
members of our community, the completion of Medicaid applications and respective follow up, and patient follov
through after meeting with Medical Center representathwegarding financial assistance programs. AHMC is in
the process of redesigning our financial assistance programs including dedicated personnel specific to financial
counseling and assistance. This will include a greater emphasis on identifying ttieatspeith the greatest

need when a test is scheduled or the registration process is initiated.

Changes Impacting Community Health

Alice Hyde Medical Center focuses its initiatives and its resources on meeting the health needs of our
communities. Howewe there are issues that often challenge our ability to achieve this goal. Among the issues v
are currently facing that may impede our efforts to expand servicedratidtives are:

o AHMQ fnancial condition as a result pfoposed fundingn Medicare and Medicaid programs.

o Physician recruitmengs noted previously remains a challenge for hospitals in the Newotmty. AHMC is
continuing itsefforts to recruit in the following areas: Family Practice, Internal Medicine, Pediatrics, and
OB/GYN, so de meet the need for expanding access to care.

o Existing and growing workforce shortage, which we anticipate may worsen givenehege age of nurses
was 45 in 2008

0 The uncertainty created by health care reform proposals at the Federal and State levels

Dissemination of the Report

AHMC plans to disseminate the planti® community through its annual community benefit report shared with
the community, community newsletters, placement of the plan on its website, and through a press release for
placementm local media.
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Overview

Champlain Valley Physicians Hospital (CVPH) Medical Center is a voluntéoy-pnofit, Article 28 organization based at
75 Beekman Street iRlattsburgh with satellite services at a number of other authorized locations as follows:

H.K. Freedman Renal Center CVPH Rehabilitation

91 Plaza Boulevard 16 Degrandpre Way
Plattsburgh, NY Plattsburgh, NY

CVPH Diagnostic Center CVPH Dental Cemnte

89 Plaza Boulevard 603 Cornelia Street
Plattsburgh, NY Plattsburgh, NY

CVPH Rehab at PARC CVPH Ambulatory Surgery Center
295 New York Road 77 Plaza Boulevard
Plattsburgh, NY Plattsburgh, NY

CVPH Health Center Dialysis Satellite at Elizathéown
206 Cornelia Street, Suite 201 Park Street

Plattsburgh, NY Elizabethtown, NY

A voluntary, 18member Board of Directors provides governance. It is a subsidiary corporation of Community Providers,
Inc., a section 501(c)(3) organization. C\&tHe sole community hospital in Clinton County and provides services for
residents of Clinton, Essex, Franklin and St. Lawrence Counties. Main telephone number is (308D564eb site

address isvww.cvph.org
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Licersed beds through the New York State Department of Health Office of Health Systems Management are as follows
235 Medicak; Surgical beds
34 Psychiatric/Mental beds
21 Maternity beds
14 Intensive Care beds
10 Pediatric beds
7 Coronary Ga beds
20 Special Use (Transitional Care) beds

70 Skilled Nursing Beds (54 permanent/16 temporary)

Asanoffor-LINP FA G YSRAOIFIET OSYGSNE / =t | a0l FTF YSYOSNBA LINRJA
utilization statistics in 2008ra as follows:

101,697 days of care
11,871 patient admissions

289,718 outpatient visits
51,286 emergency department visits
19,233 surgical procedures

967 births

Mission Statement

The Mission Statement of CVPH Medical Center is reviewedipias part of the strategic planning process.
Adopted in 2007 and unchanged since then, the Mission Statement is:

Provide quality health care for the North Country.
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Service Area

The primary service area for CVPH is defined as Clinton County amortheast corner of Essex County as
illustrated by blue in the map shown on the following page.

The remainder of Essex County, Franklin County and the eastern half of St. Lawrence County represent the
secondary service area for CVPH Medical Center. Titoelirction of openheart surgery and angioplasty

extended the scope of the secondary service area with a significant percentage of patients from southern Esse»
County and St. Lawrence County who come to CVPH using the Heart Center. In 2008, 42% of Gentéear
volume came from the secondary service area compared with 20% of the total inpatient volume (through the fir:
nine months of the year).

An ongoing analysis of patient origin by county and zip code is done to determine and monitor the catathments
service area as well as the market share by county. Census figures for the service area are also monitored,;
however changes in the census figures have not been highly significant in the past decade. As in much of the
nation, most notable is the agin@ppulation, a trend that is being monitored because of the correlation between
age and increased utilization of health services and because of the anticipated increased need for home health
and skilled nursing facilities that if not present create a bagkbo the Medical Center.

A snapshot of the census in Clinton County and the surrounding counties reflects:

e Alow population density when compared with the rest of New York State and the nation,

e A predominantly white/Caucasian population with little disigy.

¢ In Clinton County a population skewing older as only 24% of the population is 19 or younger while 23%
the population is age 55 or older,

¢ Median household and family incomes substantially lower than the rest of New York State,

e Lower education levslthan the average for New York State.
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CVPH Service Area (Primary and Secondary)
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Public Participation

Medical Center

CVPH regularly solicits input from throughout its service area by hosting public meetings; utilizing the
news media and Internet; visiting or hosting various clubs androrgtions; listening to its employees,
physicians and volunteers; and surveying its patients. Many members of the management staff also
serve on the boards of local community agencies, something that facilitates open communications anc
dialogue concernig needs and access issues. Management factors all of this information in its decision
making for future planning and budgetary considerations in determining whether to add or expand
needed services.

In 2009, CVPH participated with the Clinton, EssexfFaawklin County Health

Departments and other providers including Adirondack Medical Center, Alice Hyde Medical Center, an
Elizabethtown Community Hospital in the threeunty region with fact finding and public participation

in meeting the obligations adhe Community Health Assessment (CHA) and Mobilizing for Action throug|
Planning and Partnerships (MAPP) process as noted in the master document being submitted to the
state. Over the past 18 months the following initiatives were also taken by CVPH Maentar to gain
input from the community about hospital services and unmet needs:

e On January 15, 2009, CVPH hosted a Health Care Community Discussion open to the public :
part of the federal effort to gain grassroots input on how best to reform the theedre system.
Participants were invited via the news media and shared what they perceived to be the bigges
problems in the healticare system, how best to develop a plan to address needs, and what it
would take to keep them engaged in finding solutiosccess to care because of a shortage of
providers and cost barriers owing to a lack of affordable insurance were identified as being
major shortcomings.

¢ In February 2009 CVPH utilized the news media to invite residents to participate in a focus grc
to discuss utilization of the Emergency Care Center and ways to improve service, particularly f
those being admitted to the hospital for an overnight stay. More rapid access to inpatient beds
and the need for communication were the two major suggestions.

e Separate patient advisory committees were established by invitation and meet regularly to gail
insight and identify ways to improve care for cardiac, oncology and orthopedic services.
Members are previous patients who critique their experiences and sss\&esounding board
for proposed improvements. Recommendations to totally revamp the educational process anc
to expand the medical oncology treatment area in the cancer center were two of the most
significant measures that have resulted in improvement.

e The Chamber of Commerce Board and local Rotary and Kiwanis Clubs were invited to hold
meetings at CVPH to discuss and tour the new surgical services department. Community ope
houses were also held in September 2008.

e The home page of the CVPHweb site féifd  aO2y (i OG dzaé¢ 4mhilo G
suggestions, questions or complaints. An average of 10 inquiries arewesddy, many with
guestions about how to access care, learn if specific services are provided, or find physicians.
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MAPP Procestor Clinton, Essex and Franklin Counties

CVPH was fortunate to be able to participate in the MAPPing Our Way to a Healthier Community in
Clinton, Essex and Franklin Counties 22003 Community Health Assessment, Priorities and Strategies
process. Thisrbught together the county departments of health and the hospitals from thedtinty

area with input from other agencies to discuss challenges, needs and barriers to providing services. E
broadening the base for input it is felt that there occurredemywrepresentative cross section of opinions
and views about health, health issues, and the provision of healtted servicesThe jointly submitted
overview document outlines in detail the participation process undertaken.

Assessment of Public HealtPriorities

Criteria of Public Health Priorities
A four-step process was followed to establish priorities as part of the Community Health Assessment
undertaking, as follows:

e The Data Collection & Needs Assessment Committees used the New York Stateidtrevent
Agenda and other Community Health Assessment indicators to collect a wide spectrum of data
and information. Perhaps the only shortcoming here was the lack of timely and current
information in some areas. Some information was so outdated in arenasewhajor steps had
previously been taken in the past five years that the data was deemed to no longer reflect the
status quo.

e The data was then compiled, put in usable order and analyzed.

e Afirst round of priorities was determined. The hospital inpuswaught via individual visits
while the health departments reached decisions collectively; both utilized a prioritization matrix
and strategy.

e The full MAPP Committee was invited to meet in late June for input. Seven focus groups with
representation inreach from Clinton, Essex and Franklin Counties discussed the issues and
prioritized. That information was shared with the full group. The Leadership and Needs
Assessment Committees reviewed the recommendations again, weighting the data and
information n order to come to group consensus and final selection of priorities.

This was a very democratic, organized, open process that encouraged discussion and differences of
opinion. Despite a wealth of information and variety of interests, a consensus wdsettdmat all

parties can support within the three counties by the respective public health departments and hospitals
The process itself, although potentially contentious, actually served to bond the organizations.
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Selected Prevention Agenda Priorities
Priority #1: Physical Activity/Nutrition (Chronic Disease)

The IssuePhysical activity and good nutrition are essential building blocks of preventive health and
overall quality of life. Physical inactivity and poor nutrition are the underlying or actueles of many
chronic diseases and has become the fastest growing area of disease burden quickly closing the gap
tobacco, which currently remains the leading preventable problem.

The selection of Physical Activity/Nutrition (Chronic Disease) wasrdiated to be an essential component with
far reaching effect on health and wellness in the North Country. The overall quality of life would be positively
impacted while the prevention of chronic disease would ease pressures on the fcasadtisystem.

By selecting this as the priority it provides the opportunity for health departments, hospitals and other partners t
further develop and coordinate the continuum of care (primary, secondary and tertiary prevention). Local Healtt
Departments have acceptetie role of leaders for this priority and will work to bring partners together to
coordinate an approach addressing Physical Activity/Nutrition (Chronic Disease). CVPH will work most closely \
the Clinton County Department of Health, which will servethmlead role as advocate for public health initiatives.

Our Vision:Communities in which people may live, work and play that include built environments, social policies
and coordinated organizational systems that support physical activity, good notsitid primary, secondary and
tertiary prevention of chronic diseases.

Our StrategyThe Spectrum of Prevention is used to provide an outline of the expected work that will occur in thi

upcoming years in order to achieve the vision for this priority. iBhise framework for the work, and as such
details are not described here and will develop as time, partnerships and progress occur.
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Spectrum of Prevention
Influencing Policy & Legislation

Mobilizing Neighborhoods & Communities

Changing Organizational Practices

Fostering Coalitions & Networks

Educating Providers

Promoting Community Education

Strengtheningridividual Knowledge & Skills

Strategic Actions for 2012013

Support NYS and local @y & legislative actions that
positively impact physical activity/nutrition. Educate
local policy makers on the impact of policies that invol
physical activity/nutrition including but not limited to
community design and other built environment efforts.
Provide training for community partners that supports
built environment, policy, and systems changes in are
of physical activity/nutrition. Provide advocacy training
for partners in areas of physical activityAnition to gain
additional ambassadors to support changes within
targeted communities/neighborhoods.

Assist organizations seeking to develop physical
activity/nutrition changes through environmental,
policies or systemsoordinated approaches to systems
as appropriate.

Adapt a coordinated approach to physical
activity/nutrition in the region that allows for primary,
secondary and tertiary prevention of chronic disease
through physicaéctivity/nutrition.

Educate providers on ways to incorporate physical
activity/nutrition promotion during patient contacts anc
how to make referrals to appropriate community
resources.

Promote existig physical activity/nutrition opportunities
within the community. Conduct outreach and
educational opportunities within the community that
focus on the importance of physical activity/nutrition a:
prevention management of chronic disease.

Provide, support and/or coordinate efforts targeting
individual skill building in the areas of
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Priority #2: Access to Quality Health Care

The IssueAccess to quality healthcare covers a range of issues including agduesadth insurance for all,
physician and other provider supply and distribution, and preventive, diagnostic and healthcare treatment.

There are many regional factors that impact access such as rural geography, population density, educational at
employmnent opportunities, regional economics, transportation and more. All of these factors interact and impact
access to quality healthcare in the region.

Access to quality healthcare in turn determines health outcomes from preconception throughout lifeaading
death.

By selecting this as a priority it provides the opportunity for hospitals, health departments and other partners to
further develop and coordinate efforts to positively impact the factors and issues that comprise access to quality
healthcare Hospitals have accepted the role of leaders for this priority and will work to bring partners together tc
coordinate an approach for Access to Quality Healthcare.

Our Vision:Communities in which people have adequate access to quality preventive, diagand healthcare
treatment so that their needs may be met throughout their lifespan.
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Our Strategy:

Spectrum of Prevention

Influencing Policy & Legislation

Mobilizing Neighborhoods & Communities

Changing Organizational Practices

Fostering Coalitions & Networks

Educating Providers

Promoting Community Education

Strengthening Individual Knowledge & Skills

Strategic Actions for 2012013

Support NYS and local policy & legislative actions tha
positively impact access to quality healthcare and/or
regional factors that influence access.

Facilitate training and local efforts for communities to
gain understanding and support for medical homes,
facilitated irsurance enrollment, and referrals to
community resources in targeted higlsk communities.
Assist organizations to adopt policies that encourage
of medical home and other primary care versus
emergency department sits, targeting disparate
populations in the community.

Work towards single point of entry and/or coordinated
enrollment assistance for all neprivate insurance
options. Work towards a coordinated approach to
access incading the Medical Home Model project and
other efforts that encourage systematic improvements
in access to quality healthcare. Develop referral
networks for providers to community resources as
appropriate to encourage individual folleup for
preventive halthcare within the community.

Educate providers on resources that encourage and
assist patients to find a medical home and use the
healthcare system as designed. Provide data that
identifies potential gaps and educate on resources
within the community that will assist and support
physicians to maintain patients in a medical home.
Promote existing access opportunities within the
community. Support and/or provide outreach and
educational opportunities ¥thin the community that
focus on the importance of medical home, preventive
healthcare and appropriate use of the healthcare
system.

Provide, support and/or coordinate efforts targeting
individual skill builthg in the areas of access to
healthcare including health insurance, providers
(including encouragement of a medical home) and
associated factors that influence access
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Status of Priorities

The two major priorities selected as holding the most potdrdiad importance, physical activity/nutrition and
access to quality care, have long been in the limelight as significant components necessary to achieving heal
communities. Some of the initiatives that will be undertaken such as the Adirondack RegiicaM¢ome Pilot

are new. Many of the others will be refinements of ongoing activities, increasing emphasis in a particular are
or enhancing effectiveness through the partnering of multiple agencies in order to achieve the desired goals ¢
objectives.

Many of the specific actions that will result from this new, collaborative approach have yet to be identified. The broade
outline of what is to be achieved now exists thanks to this expanded planning process, similar to a roadmap; how we
choose to travese along the designated path including timeframes has yet to be determined. During the last quarter of
2009 measurable objectives will be established.

Priorities Considered in Assessment Process
The scope of programs considered during the assessmenegsdancluded the following:

e Access to Quality Health Care

e Tobacco Use

¢ Healthy Mothers/Healthy Babies/Healthy Children
e Physical Activity/Nutrition

¢ Unintentional Injury

e Health Environment

e Chronic Disease

¢ Infectious Disease

e Community Preparedness

¢ Mental Hedth/Substance Abuse

All of the above hold merit because they all have significant impact on the general health and wellbeing of the region. |
instance, tobacco use continues to be a leading preventable cause of illness and disease; however haéreffted by
adopting tobaccdree campuses a few years ago it was agreed that few new initiatives were at our disposal. Through
collaborative efforts, community preparedness is already strong.

By identifying and selecting as our top priorities acd¢esguality health care and combining physical activity/nutrition

with chronic disease it was felt that we could make the most significant impact and have the widest latitude in reaching
out to positively influence health and health care in the North Countr
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CVPH Strategic Planning/Thrééear Plan of Action

Following extensive effort that involved more than 600 people providing input from the community, Medical
Center, Medical Staff, Board of Directors, and CVPH volunteergearStrategic plan as adopted by the

Medical Center identifying strategic issues with destination goals that extended to 2012. Annual goals and
objectives for the Medical Center, departments, and staff members are adopted in order to reach the
destination goals in 2012. &lstrategic issues or areas of concentration that were identified as the pillars upon
which future CVPH Medical Center success will be based are:

Physician Alignment

Growth

Financial Health

Quality

Organizational Development of People, Technology andstriicture
Unmet Community Needs

The destination goals adopted to carry the Medical Center to 2012 for each are as follows:

Physician Alignment 2012 goal solid foundation of CVPH/Physician networks are established to support
growth and quality.

Growth 2012 goalCVPH market share penetration will be 95% in the primary service area and 25% in
secondary service area for selected

service lines.
Financial Health 2012 goa@chieve the next level bond rating.
Quality 2012 goaBe recognized by PressGane 6 & gAY YAy 3 | [/ 2YLI} &aa ! ¢ NR

Organizational Development/People 2012 g@&ufficient numbers of exceptional staff, physicians, and
leaders to meet the CVPH mission.

Organizational Development/Information Technology 2012 daally functional regional integrated health
information system.

Organizational Development/Infrastructure 2012 Goal ¢ KS 2 NHF yAT I GA2y Qa Ay T NI
safety, and quality.

Unmet Community Needs 2012 Godlork collaboratively with ther community providers to improve health
outcomes for the region.

Based on the findings and suggestions of the Community Health Assessment/MAPP/Community Service Plan process
undertaken jointly by agencies and hospitals in Clinton, Essex and Franktine€othe most significant health issues
identified relate to access to care and chronic disease (including physical activity and nutrition).
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To help address those two issues, the following goals have been adopted at CVPH Medical Center wittnaahthat
end of each goal indicating whether it is new or something that had been identified as a previously existing priority:

¢ Implement the Adirondack Region Medical Home Pilot to provide a new model for the delivery of health care
services that emphgizes the role of primary care. The Medical Home will improve access to services and
guality of care throughout the North Country while reducing costs long term. It will also be an asset to
retaining and recruiting primary care physicians. CVPH isgrarthwith the other hospitals and physician
practices in the region. (New)

e Ata minimum recruit at least two primary care physicians, psychiatrist and two other specialistslighest
priority recruitments are: Anesthesiology, Cardiology, Dermatolggyergency Medicine, Endocrinology,
Hospitalist, Nephrology, Neurosurgery, OB/GYN, Oral Surgery, Orthopedics, Internal Medicine, Family Prac
Oncology, Psychiatry, Pulmonary/Critical Care and Rheumatology. (Ongoing)

¢ Implement an orthopedic service érthat will ultimately result in expanded access to care for patients. (New)

¢ in part by working with other local agencies concerning jprel postcare Decrease average length of stay for
inpatients by 0.5 days. One of the byproducts of this will bateease access to inpatient beds. (Ongoing)

e Establish an inpatient bed plan andeealuate the Master Facilities Plan for areas that may be undersized in
order to support growth and increase access. (Ongoing)

e Because of increasing demand for cardiacises redefine the existing cardiovascular/short stay expansion
project to increase access to care for heart patients. (Ongoing)

¢ In collaboration with the Clinton County Public Health Department, implement a business model that sustair
the Diabetes Self Bhagement Education Program. (Ongoing)

e Participate with the Clinton County Public Health Department in submitting one grant annually to improve
health in the community on a topic to be jointly determined. (New)

e With support of other providers, complete thapplication to attain Stroke Center Designation in order to
provide access to more comprehensive and timely services for stroke patients. (Ongoing)

¢ In conjunction with the Foundation of CVPH and the appropriate local agencies, sponsor one community
healthlecture on each of five identified needs: diabetes, stroke, cancer, suicide and heart disease. (Ongoing

e As anew priority, work with Clinton County Community Services to develop a centralized cluster bed conce
for alcohol detoxification at CVPH. (New)

e Pursue opportunities with other providers throughout the region to improve care and conserve resources.
(New)

All of the above goals are measurable and will be reviewed on a quarterly basis for progress with modifications to the

goals should conditionsarrant change. An open dialogue will be maintained with other providers and agencies in order
to track progress, further collaboration and cooperation, and modify strategies to achieve the most favorable results.
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Financial Aid Program

Successes and @lenges

The CARES Financial Aid or Charity Care Program at CVPH operates in accordance with Public Health Law 28
(9-a) and has been extremely effective in helping to facilitate access. In 2009 the program underwent extensive
reorganization internajl. One person is now in charge of processing CARES applications with a back up in the
event of illness or vacation. Consequently applications are processed in a more timely fashion. Putting use in
perspective, in calendar 2008, 216 applications were enaith all being approved. Through August 21, 2009, 239
applications were made with 222 approved.

CVPH works effectively with the Upper Hudson Primary Care Consortium Enroliment Services and AHC, with tt
latter focusing more exclusively on Medicaid @iment. These partnerships have been effective in reaching more
people and helping increase access to health services.

Nonetheless more can be done in order to extend reach and to increase the number of completed applications.
The paperwork related towr current healthcare system and insurance enrollment is both confusing and
intimidating. The challenge is in overcoming these barriers and convincing people to participate in screenings i
order to determine eligibility.

In order to reach more people drincrease access to care the following steps will be taken by CVPH Medical
Center:

e At least twice annually special health insurance screenings/access fairs will be held from noonto 5 p.m.
a Saturday at a convenient CVPH location off of the main cantpxgnsive advance publicity, both paid
and free, will be used to encourage participation. The intent will be to help people find health coverage
and to provide assistance for any outstanding obligations to the Medical Center.

¢ The CVPH web site will beodified to include more information about charity care and to facilitate people
making inquiries and application.

e Flyers and pamphlets will be developed and made available at key areas within CVPH including the
Emergency Care Center.
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