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Agenda

A. Introduction to Population Health and Community
Needs Assessment, required by DSRIP.

B. Overarching theme — Link to the NYS Prevention

Agenda 2013-2017. (forinfo, click icon at www.health.ny.gov)

1) 2013 County Health Department Community Health Assessments and Health
Improvement Plans

2) 2013 Hospital Community Service Plans

C. DSRIP Population Health Projects’ Future Webinars

1. Cardiovascular Health

Diabetes Prevention and Control
Asthma Control

Tobacco

HIV, HCV and STD Care and Prevention
Maternal and Child Health
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http://www.health.ny.gov/

Leading Causes of Death, New York State, 2000 - 2011
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Rates are age-adjusted to the 2000 U.S. population



Estimated Number of Deaths Due to Modifiable Behaviors,
New York State, 2012
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Estimates were extrapolated using the results published in "Actual Causes of Death in the United States, 2000"
JAMA, March 2004, 291 (10) and NYS 2012 Vital Statistics data




What Determines Health?

Proportional Contribution to Premature Death
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Figure 1. Determinants of Health and Their Contribution
to Premature Death.

Adapted from McGinnis et al.*” Schroeder NEIM 2007
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Health Impact Pyramid

Framework for Improving Health
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Frieden T., A Framework for Public Health Action: The Health Impact Pyramid.
American Journal of Public Health. 2010; 100(4): 590-595




Community Needs Assessment

* CNA Guidance on DSRIP website:

http://www.health.ny.gov/health care/medicaid/redesign/dsrip community needs a
ssessment.htm

* To choose the most effective projects, the PPS needs to
understand the broad health status and health care system in
the geographic region in which they are functioning

* The assessment forms the basis and justification for system
transformation, clinical improvement and population health
improvement.

* Build on recently completed community health assessments
tied to Prevention Agenda


http://www.health.ny.gov/health_care/medicaid/redesign/dsrip_community_needs_assessment.htm

Prevention Agenda and Local
Community Needs Assessments

* As part of Prevention Agenda 2013-17, all 58 local health departments completed
a Community Health Assessment and 148 hospitals completed Community Service
Plans that included a community health needs assessment.

e Access to these assessments is available on PA Website:
http://www.health.ny.gov/prevention/prevention agenda/2013-2017/docs/chip csp.pdf

e Good assessments are listed here:

http://www.health.ny.gov/prevention/prevention agenda/2013-
2017/implementation/examples.htm

* Every local health department and hospital received feedback highlighting
strengths and opportunities for improvement.


http://www.health.ny.gov/prevention/prevention_agenda/2013-2017/docs/chip_csp.pdf
http://www.health.ny.gov/prevention/prevention_agenda/2013-2017/implementation/examples.htm

What Makes a Good Needs Assessment?

* “Good” assessments have the following strengths™:
* Clearly state purpose of assessment
Compare data with similar communities, benchmarks and over time
Document process and methods
Include secondary and primary data
Organized and presented in an easy understand manner

Serve as resource to prioritize and plan services (should be the basis of each
DSRIP plan)

* Stoto MA, Straus SG, Bohn C, Irani P. "Assessing and improving the usefulness of community health

assessments: A web-based tool for obtaining feedback from users." Journal of Public Health
Management and Practice. (2007)
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http://explore.georgetown.edu/publications/index.cfm?Action=View&DocumentID=25936

Good Examples of Community Health Assessments

COMMUNITY HEALTH NEEDS ASSESSMENT

Improved health trends (continued)

¢ Positive blood lead in children less than 72 months of age decreased in the last decade

o  Smoking decreased in the Capital District, with all three counties having lower current smoking
rates than the Rest of State

e Particularly in lower income, inner-city neighborhoods, many of the comparative health rates
(2.g., mortality, etc ) are 3 to 7 times higher than the county averags

Measurements not as positive (continued):

e While the Capital District had good health insurance coverage, still slightly less than 10% of
residents were notcovered by any form of health insurance
o Obesity and its related dissases were also health issues in the Capital District:
o Adult residents had seen an increase in obesity since 2003, with rates equal t© or
g . :
greater than Restof State preaeﬂtat‘o” on’
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Source: http://www.health.ny.gov/prevention/prevention agenda/2013-2017/docs/chip csp.pdf From among 58

local health department (LHD) Community Health Assessments-Community Health Improvement Plans (CHA-CHIPs)
and 148 hospital Community Service Plans (CSPs) submitted in 2013 and reviewed.
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http://www.health.ny.gov/prevention/prevention_agenda/2013-2017/docs/chip_csp.pdf
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http://www.health.ny.gov/prevention/prevention_agenda/2013-2017/docs/chip_csp.pdf

Good Examples of Community Health Assessments.. contd

Mercy Medical Center (Nassau County)
used multiple data sources

2. Mercy Medical Center Local Health Needs Assessment: Process, Methods, and Results.

The assessment of needs specific to Mercy’s service area was made on the basis of several sources of
data:

e A community health needs assessment survey distributed widely (see I.3(a)) by Mercy
throughout the service area resulted in 244 persons completing the survey to date. It is a
19-question health assessment survey in which respondents were asked about their own health
and health concerns/meeds and (in the case of one question) thoge of “you and your neighbors™.

¢ Zip code-level data from the U.S. Census and from the New Yok State Prevention Quality
Indicators website .

e (County data sources such as the Nassau County Diabetes Report and the 2010 Update of the
Naggau County Community Health Assessment (a 3-volume report not to be confused with the
Nassau County Health Needs Assessment described above)®.

¢ NYSDOH hospitalization data through SPARCS (Statewide Planning and Research Cooperative
System ), a comprehensive data reporting system between the healthcare ndustry and
government.

¢ Mercy mternal records and the first-hand experience of Mercy’s outpatient clinicians.

Source: http://www.health.ny.gov/prevention/prevention agenda/2013-2017/docs/chip csp.pdf



http://www.health.ny.gov/prevention/prevention_agenda/2013-2017/docs/chip_csp.pdf

Components of a Community
Needs Assessment

A. Description of the Community to Be Served

B. Description of health care and community resources available
C. ldentification of Health/Health Care Challenges

D. Summary of Assets and Resources to be Mobilized

E. Summary of Proposed DSRIP Projects

F. Documentation of Process and Methods Used to Conduct
Assessment and to Obtain Input from Community

http://www.health.ny.gov/health care/medicaid/redesign/dsrip community needs a
ssessment.htm



http://www.health.ny.gov/health_care/medicaid/redesign/dsrip_community_needs_assessment.htm

A. Description of the Community

1. Demographics:
* Assessment of Medicaid and uninsured population

 Distribution of population related to gender, race, ethnicity, age, income, disability
status, mobility, educational attainment, housing, insurance status, employment status

2. Health Status of Population and Distribution of Health Issues

Leading Causes of Death and Premature Death

Leading Causes of Hospitalization and Preventable Hospitalization
Analysis of Medicaid data for population proposed to be served
Rates of Ambulatory Care Sensitive Conditions

Disease Prevalence

MCH outcomes

Health Risk Factors

Access to Health Care

Quality of Health Care

Population health measures (see the Prevention Agenda Dashboard at
https://health.ny.gov/preventionagendadashboard

* Pay Particular Attention to Metrics in Domain 3 and 4


https://health.ny.gov/preventionagendadashboard

B. Description of Health Care and
Community Resources

1. Description and assessment of availability, accessibility, affordability,
acceptability and quality of health services and issues that may
influence utilization of services.

* Refers to both medical and behavioral health services

Health Care resources can include:

Hospitals, ambulatory surgical centers, urgent care centers, health
homes, federally qualified health centers, primary care providers,
specialty medical providers, dental care, rehab services, behavioral
health services, local health departments, home care resources,
pharmacies, laboratories, managed care organizations, area health
education centers, etc.

* Pay Particular Attention to Metrics in Domain 2



B. Description of Health Care and
Community Resources

2. Description and assessment of capacity, service area, population served, gaps
and any areas of expertise

Community Resources include:

Housing services for the homeless, food banks, community gardens, clothing and furniture
banks, specialty education programs for special needs children, community outreach/service
agencies, transportation services, religious service organizations, peer and family mental
health advocacy organizations, libraries with open access computers, educational agencies,
family support organizations peer supports, alternatives to incarceration, HIV
Prevention/Outreach Services, etc.

List of DOH Public Health and Community Contracts with expertise in
population health areas in Domain 3 and 4:

http://www.health.ny.gov/prevention/prevention agenda/2013-2017/contractor map.htm

* Pay Particular Attention to Metrics in Domain 2
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http://www.health.ny.gov/prevention/prevention_agenda/2013-2017/contractor_map.htm

C. ldentification of Main Health and Health
Care Challenges Facing the Community

Discussion of contributing causes of poor health status,
including broad determinants of health, such as:

»behavioral risk factors,

»environmental risk factors ( the natural and built environment, including
geography),

»socioeconomic factors,

»policy environment (e.g., smoke-free parks, menu labeling, zoning for walkable
communities, etc.),

»service gaps,
»factors related to access to health insurance and health services,

»other unique characteristics of the community that contribute to health status.



D. Summary of Assets and Resources to be
Mobilized to Address Projects

These may include as partnerships with community-based
providers and services

Could include local health department, hospitals and health
care providers and community-based organizations;
businesses; academia; the media; and resources available
through other sectors of government.

Tie needs assessment finding directly to your proposed DSRIP projects.



E. Summary Chart of Projects
Selected for Implementation

Each PPS should prepare an Excel document that lists
by Domain the projects chosen for implementation
with a clear summary of the community needs
assessment findings, linked to DSRIP measures.



F. Documentation of process and methods
used to conduct assessment and seek input
from collaborating organizations

Community input into the assessment and the identification of projects is
critical.

Methods to seek input include:

e community/town forums and listening sessions;

* Key informant interviews;

* community focus groups;

 presentations and discussions at other organizations’ local meetings;

 Publication of summary of findings in the local press with feedback or
comment forms;

* publication on the organization’s web page with a website comment
form.



Data Resources

New York State Health Assessment 2012

* http://www.health.ny.gov/prevention/prevention agenda/2013-
2017/background.htm

Prevention Agenda Dashboard
* https://health.ny.gov/preventionagendadashboard

DSRIP Data Page

* http://www.health.ny.gov/health care/medicaid/redesign/dsrip performan
ce data.htm

* New York State Office of Mental Health Behavioral Health Planning Data for
DSRIP Project

(http://www.omh.ny.gov/omhweb/special-projects/dsrip/index.html)
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http://www.health.ny.gov/prevention/prevention_agenda/2013-2017/background.htm
https://health.ny.gov/preventionagendadashboard
http://www.health.ny.gov/health_care/medicaid/redesign/dsrip_performance_data.htm
http://www.omh.ny.gov/omhweb/special-projects/dsrip/index.html

Resources for Community Needs Assessment

Catholic Health Association, Assessing and Addressing Community
Health Needs

http://www.chausa.org/Pages/Our Work/Community Benefit/Assessi
ng and Addressing Community Health Needs/

Association for Community Health Improvement:
http://www.communityhlth.org/communityhlth/resources/communityb
enefit.html

Mobilizing for Action through Planning and Partnerships (MAPP)
http://www.naccho.org/topics/infrastructure/mapp/

Healthy People MAP-IT Framework
http://healthypeople.qgov/2020/implement/Maplt.aspx

Empire State Public Health Training Center video modules on data
for community health assessment
www.empirestatephtc.org/videos/vid-cadir.cfm
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http://www.chausa.org/Pages/Our_Work/Community_Benefit/Assessing_and_Addressing_Community_Health_Needs/
http://www.communityhlth.org/communityhlth/resources/communitybenefit.html
http://www.naccho.org/topics/infrastructure/mapp/
http://healthypeople.gov/2020/implement/MapIt.aspx
http://www.empirestatephtc.org/videos/vid-cadir.cfm

For More Information:

DSRIP Webpage:

http://www.health.ny.gov/health care/medicaid/redesign/delivery system refor
m incentive payment program.htm

Contact the DSRIP Team:
* Most answers to questions can be found by checking the DSRIP FAQ.

* Still Have Questions? Email the New York State DSRIP Team with your questions
and comments at: dsrip@health.state.ny.us.

‘Like’ the MRT on Facebook:

http://www.facebook.com/NewYorkMRT

Follow the MRT on Twitter: @NewYorkMRT
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http://www.health.ny.gov/health_care/medicaid/redesign/delivery_system_reform_incentive_payment_program.htm
http://www.health.ny.gov/health_care/medicaid/redesign/docs/dsrip_faq.pdf
mailto:dsrip@health.state.ny.us

