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ori tist) down list) Objectives Disparities Interventions
[Prevent Chronic Diseases [Focus Area 1 [Objective 1 [Access - Intervention 103 LUV [Should the TOPS program be successfulthe hospital will |Hospital ECH will maintain documentation of enrolment in
security [chronic disease Jadults ages per P both the physical activity and nutrition programs
[Target 23.2% enter. Both ECH willalso ttps:/ /. cde.gov/workplacehealthpromotiony/in
lBaseline 32.2 [Local health departments, hospitas, health centers, o d, chtml
[Baseline Vear 2016 Jbusinesses, CBOS and other stakeholders can employees. H employees https:/ /s 10ps.org/tops/ TOPS/About_TOPS.aspx
IData Source BRFSS [mplement wellness programs at their own worksite loy anuary 2021.
[Data Leve state (by sex,age Jand wark with local warksites to implement nutrition
racefethnicity, income educatior [and physical activity interventions as part of a
cinmns, dsaiyan reion,county lcomprehensive worksite wellness program.
tecommended components include:
|+ Educating and informing through classes,distributing
|written nformation or utilizing educational software
|» Conducting actvities that target thoughts and social
factors o influence behavior change. Examples include.
individual or group behavioral counseling skil-buiding.
Jactivites, providing rewards, and bulding support
systems among co-workers and family members.
|+ changing physicalor organizational structures that
Ireach the entire workforce and make the heathy
[Prevent Chronic Diseases [Focus Area 1 [Goal T [1.0.8 -Increase the number of schools targeted finton and ECHD will offer K12 schoal [School distict Wellness Committees and
lehronic disease: rt mprove nuton gl vt Environment ) will HSC) HsC Jadministrative leaders meet regularly with CHSC
school distrcts 4 and physical 3 5 the highest the highest based on the School Buiding |and/or ECPH specilsts to review and enact
vy W nutrition risk Essex C b analyzing recommendations (provided through assessment) to
lchildhood obesity rates from 21% to the  [stores). (PAGN) before, s, improve implementation of school wellness policis.
[NYS prevention Agenda benchmark of Output measures: Three school disticts will —|[PA&N. increase PABN. resources needed for improvement. Results of the survey|
16.75% by December 2021. |demonstrate improved implementation of HD) will offer
policies and practices in three areas: 1
Nutrition Standards for Competitive Foods and the CHSC catchment by creating and distributing a potential partrers
ds and Beverages; 2) Physical Jurvey based on the School Bullding Assessment survey.
Education and Physical Activty;3) School with the ntention of analyzing results, providing
[feedback, and recommending resources needed for
Jtool: NYS Dot CHSC Building Assessment) mprovement. Results of the survey and
“Short.term Outcome: Number of school [recommendations for improvement wil be provided to
Jisticts with Wellness Committees meeting 3 x schools and willbe available for communites and
per year with goals reated to implementation lpotential partners.
ot having complete e sessment
“Intermediate Qutcome: Number of school
srcs win rproved mplementotion !
policies and practices related to PAGN having
[completed post-assessments.
“Long:term Outcome: redution in overweight
Jand obese school-aged children in the three.
[targeted school disricts.
[Focus Area 1 i1 [Objective 1 TargetALCE [itervention 1 of [Hospital i st o paricpaion
security Jand progress for satitical calculati
[and less than one vegetable per day Ireviews find that financialincentive programs can fommunty. Dedgrad ssa efrs o progam, (Wl Fe Calaborntie, EC Resouces: i wholesomenave o5/
[among al aduits) increase affordabilty, access, purchases, and it UVMHN-ECH ttps:/fwww. countyhealthrankings.org/take-action-
lconsumption of fruits and vegetables.Incentive: network. Partic ® Jto-improve-health/what-worksfor-
Jrogr o ec 2020. healthpolicis/ruit-vegetable-incentive-programs
[Target 29.6% Jalso been shown to increase sales and use of foad [t i nchange for vouchrs that can b
lBaseline 31.2% Jasistance benefits (e.5., SNAP or WIC) at farmers' redeemed for ruits and vegetables at local grocers and
[Baseline Vear 2016 [markets. Financialincentives can be a dollar-for-dollar [Frmer markets. There are cutenty gt redemption
[Data Source BRFSS Imatch or a set amount per dollar $2for Jsies throughout the county.
IData Level State. vy S5 spon. Lot eath deparuments, s,
Iheaith centers, nsurers, businesses, CB0s, hunger
don advocates and other stakeholders can
[collaborate with local agencies to increase the
[availabiity andfor provide matching funds fo low-
income persons to purchase healthy foods, especially
fresh frults and vegetables.
[Prevent Chranic Diseases [Focus Area 1 [Goal 13 I Torget ALICE | Itervention 1 or Taciitate |[Number o v Tood |EC [Hospital [ECH will maintain documentation of screenings
security 2 Point Health  [bank. If mpleted and amount of food distributed.  ECHD -
[and facltae referrals to supportive: ol |Center. e ECHD will st et psseseenins
ervices in at least 5 Essex County health [tools/methods, share nutrtion incentive programs
lpractices by December 2021. ect nutition o resurces, athr data o reporing,
P UVHN-ECH, AMC, HHHN, E
, # new food ect Jurrent practce implement polcy/pracedure to
ty for P Jscreen for food security,screen patients for food
mpact a patient’ health outcomes. Some studies have [adopted public health Jsecurity and make referras to nutrition incentive.
wic, nut il lso reach. programs as necessary. urces;
(Avic), oy Jto Essex County Mental Health (ECMH), Mental Health,
lensure timely referra to public health nutrition lappointments. Eizabethtown Community Hospital (UVHN - ECH , and |Association of Essex County (MHA, and st.Joseph's ur-work/community-health-care-
|Addiction Treatment Center to access curent food partnerships/addressing-food-insecuri
[Supplemental Food Program (CSFP), and, if necessary, & Jsecurity screening and referral process to provide. Jcare-setings/
ol Jasistance if necessary.
Jone, h ful Jsettings
studies have included additional information
technology (1), systems andj/or staf resources to
facltate connection, application, and enollment in
the appropriate public health nutrition and/or
[community program(s).
[Local hospital, heaith centers, businesses, and other
stakeholders can partner with C80s and governmental
Jor private human services organizations to:
|« Promote and support screening of pediatric patents
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Prior tist) down list) e Disparities Interventions
[Prevent Chronic Diseases [Focus Area 3: [Goal 32 )% of medical ption of PHS. ption of PHS [Providers Providers adopt and implement PHS guideline
pnaeavr) mum e sptens |concordant polices.
residents that have Iheaith system. behavioral heaith systems where polices have not yet
oot Pl s S (181 been adopted. Health Systems for a Tobacco Free NY contractor
luideline concordant policies for (Year 1.- North Country Healthy Heart Network)
treatment of tobacco addictin to atfeast provides technical assistance and patient and/or
175% (Medical Baseline: 100%; Behavioral with a focus_[offered; # Memorandum of understanding provider education materias o al health system
[Baseline: 33%) by December 2021. lon . Community lpolcy providers in the county.
providers 3 followed 2 Health system grantee willprovide support on policy
Treating Tobacco Use Implement and maintain workflow to ensure allessential implementation and the development of standards
providers are screening for tobacco use. s the Lead for thisintervention. Frankiin
(2008 Intermediate Outcome: Tobacco using patients. |County Public Health Department will assist by
|communicating and promoting hospital resources to
lobaccofindex humi Jcare provider to quit smoking; ncreased reach alarger group, provide subject matter expertise
utilzation of cessation benefits (counseling lto keep hospital attuned to health disparites n the
|andor medication) |county and connect to healthcare resources.
Long-term Outcome: Decrease in prevalence of
Jadult tobaceo use:
[Prevent Chranic Diseases [Focus Area 3 [Goars2 5z Health & Health Care. Tak Talk[providers Providers partcinate in campaign implementation
[(medical and behavioral health) in Essex lencounters. quality planning process; then monitor implementation.
[County i the Talk to Your Patients lpatients' eviden Input o health syst
(campaign by December 2021. lbased quitting, increasing awareness of available Measures: |delvery of -based provide ongoing support for continued implementation Health Systems for a Tobacco Free NY contractor
d removi y lguidance. [Recruitat least two behavioral health systems to Jof Talk to Your Patients campaign in heaith systems that (Year 1. North Country Healthy Heart Network)
Jbarrers to treatment. implementation Plans created; campaign fmplement campaign in Year 3. oegan implementation in year 2. provides technical assistance and campaign materials
Jto particpating provider systems.
"advised to quit tobaceo increases
Intermediate Outcome: Tobacco using patients.
report received assistance from thelr healt
|care provider to quit smoking; increased
utlization of cessation benelits (counseling
landor medication)
Long:term Outcome: Decrease in prevalence of
Jaduit tobaceo use:
[Prevent Chronic Diseases [Focus Area 3 [Goal32 EEX we & [Fospital ECH will maintain documentation of referrals to
lwho received assistance from their health Apolicy has been |Their ) Health fairs wil Jtobaceo cessation and the number of ndividuals
re provider to quit smoking by 13.1 lpatents evidence- increase by 10%. [screened throughout the vear.
from 53.1% (2017 1 601 lbased quitting, ncreasing awareness of available H currently has 3 Resources:
Target 60.1 cessation beneiits (especially Medicaid), and removing Jtwo,) fars. Hosting pubiic forums with partners to increase. https:/talktoyourpatients.health.ny.ov/
lBaseline 53.1% lbarrers to treatment. lcommunity awareness.
[Baseline Year 2017
[Data Source NYS
IData Level s (race/ethnity, gender,
sEs, NYC/RO!
[Prevent Chranic Diseases [Focus Area 3 [Goar. m [cvrcaTr [cvec aTFC [Housing [CVFC ATFC - Faciitate and support smoke free
Jsecondhand smoke receive 100% smoke-free mult-unit Environment vapor 3 draft Advancing Tobacco Free 15 unts. nousing policy planning and implementation.
pouing crcaton though ol cvec, Landlords/Property Managers - Adopt a
[adoption by December lops,especially 10 implement smoke free housing policies
Junits in Essex County.
offices/healthy_h
|fsmokeree Intermediate Outcome: #of apartments with
100% smoe - free housing policies adopted and
implemented increases
Long:term Outcome: % of people exposed to
[Prevent Chronic Diseases [Focus Area 3 [Goar. 332- ¥ beach ATRC @ possit Tolels) [CVFCATFC
[parks, beaches, playgrounds and other i o draft Jone public (NCec) in column D) lgrounds policy planning and implementation.
lpublic spaces by 2 aditional locations by [Municipal leaders/Organizational Decision Matkers -
[December 2021, second hand smoke. Jand distributed |Adopt and implement smoke free parks, beaches,
municipal playgrounds, and other public spaces poliies
Intermediate Outcome: ¥ of parks, beaches,
playgrounds, an other publc spaces with 100%
Jsmoke - free policies adopted and implemented
Long:term Outcome: % of people exposed to
Jsecond hand smoke decreases.
[Focus Area & [Goarat % Income, Access, Disabity a1 Number of v
[management receive a colorectal cancer screening intervention. Franklin County Public Health
lbased on the most recent guidelines (ages Jscreening guidelines. Department will assit by communicating and
50t0 75 years) sroup,
provide subject matter expertise to keep hospital
Jattuned to health disparites in the county and
|connect to healthcare resources.
[Prevent Chranic Diseases [Focus Area & [Goarat e 11 it colon Tetter [ECH [Hospital [ECH will maintain documentation of outreach and a
[management with an annual household income less  [health insurance or who Continued Jotal number of individuals sereened. Resources:

in pace
#

[Target 78.4%
lBaseline 75.9%

[Baseline Vear 2016

[Data Source BRFSS

[Data Level state (by race/ethniciy,
lgender, and region), and by county
4.1.3 Increase the percentage of adults

s
Jetectonic health records [EHR alerts).

Jor post card.
Jof

incividuals in need. Care coordination has began using
phone calls a5 an opportunity to open the conversation
Jabout cancer screening. Reminder alerts are added to
Jthe EHR on individuals who may be overdue. A
reltionship has been established with Exact Science, a
|vendor for cologuard, the order form has been added
into the EHR and generates once the provider adds the
Jorder.

oint patient engagement will allow for positive patient
Joutcomes. At least four events per year will ightight
Jcancer screening education.

Dvav\devYWamces/pmcm<emered medical-home-
emb/hitps://wwwt thecommunityguide.org/topic/ca
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Prior tist) down list) Objectives Disparities Interventions
[Prevent Chronic Diseases [Focus Area 4 Preventive careand _[Goal 4.1 Increase a1 & a1 G P [ECHD and ECH ECHD - colaborate with CSP Northeastern NY on
[management 66.9% toat letters, broch lscreenings . Postcancer Post [ereating educational materials using evidence-based
least 68.5% to meet upstate NY colorectal [health insurance or who ds, and interventions assist in distributing though various
2001, ldemand. |campaigns created Program (CS#) and [Departe the people of media outiets.
‘Movember' awareness importance of |CSP Northeastern NY - collaborate with ECHD on
loutside of the healtheare settin. media posts, ads, and campaigns |campaign in November, 2015, lereating educational materials using evidence-based
the [importance interventions and assist n distribution, colaborate.
testicular (£ March - (£ March - |with health networks to schedule and offer screening
|screening health communications |cancers. The importance of regular screening was also |Colorectal Cancer Awareness). |Colorectal Cancer Awareness). Jevents
Intermediate Outcome: increased  of residents [ighlighted. Non on Media - publish ads and disseminate information to
s Essex County residents. EcH Wil
Jscreening evens provide community outreach and education.
Resources:
ttps:/ s thecommunityguide org/topic/cancer
%
|campaign efforts.
[Prevent Chranic Diseases [Focus Area & [Goarat e 11 . e & [Hospital Resources:
[management [with an annual household income less  [health insurance or who d provide lcompletion ttps:/ s thecommunityguide org/topic/cancer
for |Assurance, ECH maintains month values of breast and  [standings.
Feedback) Jcolon cancer screenings that are provided to the
loutside of the healtheare settine. provider quarterly.
[Target 78.4%
[Baseline 75.9%
[Baseline Vear 2016
[Data Source BRFSS
[Data Level state (by race/ethniciy,
lgender, and region), and by county
4.1.3 Increase the percentage of adults
| who receive a colorectal cancer screen
lbased on the most recent guidelines (ages
[50t0 75 years)
[Target 80.0%
[Prevent Chronic Diseases [Focus Area 4 Preventive care and_[Goal 4.1 Increase " [t o g e Ec vl & [Fospital [ECH will keep documentation on the number of
[management ith health insurance  offering cancer Jsreenings. Resour
for screening in ffour times per year. jawareness. ttps:/ s thecommunityguide org/topic/cancer
, lu clinics), offering on-site
Joutside. Jation, transportat
lother adminisrative services and working with
[rarget 78.45% lemployers to provide employees with paid eave or the
lBaseline 75.9% loption to use flex time for cancer screenings.
[Baseline Year 2016
IData Source BRESS
[Data Level state (by race/ethiciy,
ender, and region), and by county
4.1.3 Increase the percentage of adults
lwho receive a colorectal cancer screening
lbased on the most recent guidelines (ages
5010 75 years)
[Target 80.0%
lBaseline 68.5%
[Prevent Chranic Diseases [Focus Area & [Goarat % ot [Hospital ECH will maintain a record of dates and locations.
[management with an annual household income less [ health insurance or who are under insured reduce economic barriers to screening. lorganizations such as Adirondack Health Istitute on ste [present. Jonsite. partners were on ste for insurance navigation,
X Jto assit patients in dentifying and securing healt Resources -
insurance. ttps:/ s thecommunityguide org/topic/cancer
loutside of the healtheare settin.
[Prevent Chranic Diseases [Focus Area & [Goaraz 421 21 The Ec [Hospital Health system grantee wil provide staff e to
[management lcardiovascular disease, diabetes, who had a test for high blood sugar or [ health insurance or who are under insured |undiagrosed hypertension in health systems ct of |support practice enhancement activiies aimed at
patients with other place for ECH willbe increasing identifcation and diagnosis of pre-
hysical i lsabetes offer practice faciltator staff time to
loutside of the healtheare settin. /alevel 1 rauma center with |promote and detect chronic diseases |Commission. lsupport use of registey and staff time to
[Target 71 i |development. Wil also support with funds to pay for
lBaseline 68.3% patients with patient education materia. Franklin County Public
[Baseline Year 2016 hysical health gather p Health Department will assst by increasing access to
IData Source BRESS Jcare by acting as a referral mechanism for chronic
[Data Level state (by gender, income, and pre-diabetes [isease wellness coaching.
region), and by county.
Ihad a tes for high blood sugar or diabetes
withinthe past three years by 5%
[Prevent Chronic Diseases [Focus Area & [Goal a3 a21 a2 [Certified T [Promotion of [Fospital Resources -
[management o |health insurance £ct be held Hand ttps:/ s, cd gov/sixeghteenydiabetes/index ht
o 25 kg/m2 o leducation for patients of health centers where m
Josease, dabetes and prediabetes and Jall patients. CDE has excellent working relationship with Jtransportation s  barrier
Jobesity Joutside. uding f providers. Certified Diabetic Educator (CDE) attends at
[Target 71.7% [degree relative with diabetes, hgh isk raceethnicty, least 50% of health fairs and promotes pre-diabetes
[Baseline 68.3% Jand history of cardiovascular disease. Promote testing, Jscreening. The CDE provides education and educational
[Baseline Vear 2016 for all other patients beginning at 45 years of age. materials at time of screening.
[Data Source BRFSS [Promote repeat testing at a minimurm o
[Data Leve state (by gender, income, and intervals, with consideration of more frequent testing
region), and by county. [depending on nitial results and isk status,
[Prevent Chronic Diseases [Focus Area & [Goal a3 a21 Z31promoten Number. diagnosis of ppropriate. [Fospital [ealth system grantee will pariner and support this
[management o |health insurance 3 liness Rx, Diabet percent. intervention with stafftime to support p:
o odit " . Program). to nhancement activties aimed at increasing referral
Josease, dabetes and prediabetes and [HoaLc, weight loss and Jschools and worksites. Jof patients to PP program. Additionally, assist with
Jobesity Joutside of the healthare setting. Income,  [outcomes. measure. patients to rd lexpansion Jfunds for patient education and DPP faciltator
[Target 71.7% |Access, Care Coordination. [raining. Frankiin County Public Heath Department
[Baseline 68.3% Jwill assist by increasing access to care by acting as
[Baseline Vear 2016 referral mechanism for diabetes prevention program,
[oata Source BRFSS ECH will maintain records of individuals screened and
[Data Leve state (by gender, income, and referred to programs.
region), and by county.
[Focus Area & [Goar a3 i Care Coordination 435 Promote referral of patients with prediabetes to
[management patients with health record: lexpansion intervention with staff time to support practice
i i poor control Imodel hysical lenhancement actvties aimed at ncreasing referral
[isease, diabetes and prediabetes and  |(>0%) Jachieve and maintain 5% to 75% loss of nitial body [ patients to chronic disease wellness coaches lof patients to DPP program, Additionally, assist with
lobesity [weight and increase moderate-intensity physical [funds for patient education and DPP facitator
Jactivity (such as brisk walking)to at least 150 Jtraining. Franklin County Public Health Department
minjweek il assst by increasing access to care by acting as a
referral mechanism for diabetes prevention program.
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Priority tist) down list) Objectives Dispar Interventions
] 3 Income, Access, Disabity m [Track number ‘Additonal time to
[management o, [management dentifies |support establishment and/or maintenance of DPP
incividuals with chronic iseases, diabetes, CKD, cancer) who have taken a INumber of educators certfied. Number of programs. Ths includes faciitator raining,stipends
rhits, cardi lcourse. locations to hold NDPP classes. Jand participant materials. Health System grantee will
lisease, diabetes and prediabetes and |manage their condition. Jalso assist with data collection and reporting as
lobesity required by COC to maintain recognition. Frankiin
Jand Essex County Public Health Department will
romote NDPP classes to thei population.
[Prevent Chranic Diseases [Focus 3 [ Diabetes e n [Hospital ECH will maintain a otal number of particpants i
[management sthma, CVD, who roBram. Screening events willcontinue to be held [January 2021. Jthe DPP program as well as results following the
incividuals with chronic dseases, liabetes, CKD, Jprogr regularly at various sites. |completion of the patient's partcipation. Health
jar [course. INumber of educators certfied. Number of Jsystem grantee will provide saff time to support
Jdisease, 441 Increase the locations to hold NDPP classes. lestablishment and/or maintenance of DPP programs.
Jobesity rcentage of adults with chronic [Ths inclucies facltator trainin, stipends and

per
lconditions (arthrits, asthma, CVD,
diabetes, CKD, cancer) who have taken a
lcourse or class to learn how to manage.
their condition

Target 10.60%

RS
[Data Level state by gender, age,
Irace/ethicity, income), and by county.

participant materials. Health System grantee willalso

by COC to maintain recognition. Frankin and ssex
|County Public Health Department will promote NOPP
|classes to thei population.
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Priority Focus Area

Goal

Objectives

Disparities

Interventions

Family of Measures

Jl (or Year 1

Projected Year 2

Projected Year 3 Interventions

Implementation Partner

(Please select one partner from the

Partner Role(s) and Resources

list per row)

Promote Well-Being and Prevent Mental and
Substance Use Disorders

Focus Area 1: Promote Well-Being

Goal 1.1 Strengthen opportunities to build
well-being and resilience across the lifespan

1.1.2.3 Reduce the adult New Yorkers with
incomes between $15,000 to $74,000 New
Yorkers reporting frequent mental distress
during the past month by 10% to no more

than 21.8%

[Access - The rural setting limits individuals
from accessing services and programs
outside of their communities.

1.1.4 Integrate social and emotional
approaches across the lifespan. Support
programs that establish caring and trusting
relationships with older people. Examples
include the Village Model, Intergenerational
Community, Integrating social emotional
learning in schools, Community Schools,

Number of Specialty services added

Continue to build upon the medical village in Ticonderoga.
Primary Care to be available by 2021.

ECH will continue to explore Dental, Opthalmology and
Gynecology in the Ticonderoga campus.

ECH will work with the Care Delivery Optimization Team

Hospital

https://www.health gov/2020/leading-|

health-indicators/2020-lhi-topics/Mental-

Health

Promote Well-Being and Prevent Mental and
Substance Use Disorders

Focus Area 1: Promote Well-Being

Goal 1.1: Strengthen opportunities to build
well-being and resilience across the lifespan

Tacoos 21
[Achieve Health System goal of becoming an
age friendly institution with the 4M's
framework from IHI; Reduce the percentage
of adults 65+ New Yorkers reporting
frequent mental distress during the past
month by 10% to no more than 13%.

Income, Access, Disability

1.2.3 Policy and program interventions that
promote inclusion, integration and
competence (Age Friendly)

Number of patients with advance care planning in
place, number of patients with who have had fall risk
screen using STEADI assessment on all patients over
65 and referred to PT as needed.Number of patients
over age 65 screened for depression using PHQ-9
assessment

Implement policy and procedure within the Emergency
department. Implement structured fields in hospital
electronic medical records to assess 4M's- Mentation,
Medication, What Matters and Mobility

Complete assessment of health centers and identify needs.
Create a plan for implementation of Age Friendly initiative
and work with Nurse Manager to build annual wellness
assessment to include the 4 M’s. Work with medical staff
to incorporate what Matters into their progress note.

Review the assessment data to ensure proper
documentation is completed. Speak with staff about the
effectiveness and workflow while entering assessments.
Review and revise assessments and documentation based
on feedback from patients and staff.

Local health department

Mercy Care for the Adirondack will support by
communicating efforts to the region, provide
expertise. Franklin County Public Health will
provide support and help identify seniors at
risk of negative health outcomes that can
benefit from hospital services. Franklin and
Essex County Office of the Aging will further
provide expertise, referrals and assistance with
programming to improve well-being.

Promote Well-Being and Prevent Mental and Focus Area 2: Prevent Mental and Goal 2.1 Prevent underage drinking and 2.1.1 Reduce the percentage of youth in Education , Social & Community Context 2.1.2 Implement School based prevention: |Input: The Prevention Team will pilot Life Skills 3-6  [The Essex County Prevention Team will train four (4) The Essex County Prevention Team will implement Life The Essex county Prevention Team will life Skill |C based The Prevention team will provide the Life skills
Substance Use Disorders Substance User Disorders excessive alcohol consumption by adults grades 7-12 reporting the use of alcohol Implement/Expand School-Based Curriculum in four of the ten school they are school educators in the Life Skills 3-6 Curriculum. The |skills Curriculum in 5 out of the 9 nine schools in 9 out of the 9 schools. training
within the past 30 days by 10% from 25.8 Prevention Services. Life Skills Training (LST) |providing services in. Output: Approximately 50 - Prevention Team will pilot Life Skills 3-6 Curriculum in four Schools will provided time in their Curriculum
in 2018 to 23.22% in 2020 . is a school-based program that aims to 100 students will receive this training by December |of the NINE (9) school they are providing services in.
prevent alcohol, tobacco, and marijuana (2021
use and violence by targeting major social |Short term: students will complete a Pretest prior to
and psychological factors that promote the |the Life skills Curriculum to assess current knowledge|
initiation of substance use and other risky |Intermediate: The Essex County Prevention Team
behaviors will train four (4) school educators in the Life Skills 3-
6 Curriculum
Long-term: Students will complete a posttest
measuring knowledge gained
Promote Well-Being and Prevent Mental and Focus Area 2: Prevent Mental and Goal 2.2 Prevent opioid overdose deaths 2.1.2 Reduce the age-adjusted percentage |Access - The rural setting limits ind Is [2.1.5 ing, Brief Number of positive screens All health centers nursing staff have been trained on SBIRT.|ECH will continue to screen patients annually and make the|Number or referrals to the care team will increase. Hospital St. Joseph's Outpatient Rehabiliation
Substance Use Disorders Substance User Disorders of adult (age 18 and older) binge drinking (5 |from accessing services and programs Intervention, and Referral to Treatment necessary referrals for treatment. Complex cases to be dicussed during care team meetings
drinks or more for men during one outside of their communities. (SBIRT) Electronic screening and brief to explore necessary interventions.
occasion, and 4 or more drinks for women interventions (e-SBI) using electronic
during one occasion) during the past month devices (e.g., computers, telephones, or
by 10% to no more than 16.4% mobile devices) to facilitate delivery of key
elements of traditional SBI
Promote Well-Being and Prevent Mental and _ |Focus Area 2: Prevent Mental and Goal 2.1: Strengthen opportunities to build |2.1.2 Reduce the age-adjusted percentage |Socioeconomic 2.1.6 Integrate trauma-informed Dates of trainings offered and number of attendees |Trauma informed care training to be offered to hospital |Medical officer to extend formal invitation to providers to |Training will be expanded to nursing and clinical staff. Hospital AHI & UVHN
Substance Use Disorders Substance User Disorders well-being and resilience across the lifespan [of adult (age 18 and older) binge drinking (5 |Access - Having the ability to educate approaches and responses into prevention and health center providers. attend offered training events.
drinks or more for men during one patients outside of the healthcare setting. |programs by training staff, developing
occasion, and 4 or more drinks for women protocols and engaging in cross-system
during one occasion) during the past month collaboration
by 10% to no more than 16.4%
Promote Well-Being and Prevent Mental and Focus Area 2: Prevent Mental and Goal 2.2 Prevent opioid overdose deaths 2.2.2 Increase the age-adjusted Socioeconomic 2.2.1 Increase availability of/access and Number of MAT prescribers ECH has two providers currently able to prescribe for MAT. |ECH will increase the number of providers to three. ECH will explore the option of having physician assistants |Hospital NYSDOH
Substance Use Disorders Substance User Disorders Buprenorphine prescribing rate for Access - Having the ability to educate linkages to medication-assisted treatment become x-waivered to be able to prescribe MAT.
substance use disorder (SUD) by 20% to patients outside of the healthcare setting.  [(MAT) including Buprenorphine
43.8 per 1,000 population. Baseline: 36.5
per 1,000
Promote Well-Being and Prevent Mentaland  |Focus Area 2: Prevent Mental and Goal 2.2 Prevent opioid overdose deaths  |2.2.4 Reduce all emergency department  |Socioeconomic 2.2.2 Increase availability of/access to Number of kits provided. Number of opioid ED | Narcan kits are availble for community members at the  |Evaluate the number of kits dispensed to community Evaluate the number of kits dispensed. Advertise Hospital Alliance for Positive Health st.
Substance Use Disorders Substance User Disorders visits (including outpatients and admitted  |Access overdose reversal (Naloxone) trainings to  [encounters referred to open access clinic, number of [Ticonderoga and Elizabethtown campuses. ~ Narcan members. Complete another Public Information availability. Have a clinical staff member present and Josephs Addiction Treatment Center will
patients) involving any opioid overdose, age- prescribers, pharmacists and consumers users prescribed Buprenorphine. Number of provider{available at all Emergency Departments and Health advertisment to ensure community is aware of the service. |dispense at our annual Community Fair. partner with hospital to provide continued
adjusted rate by 5% to 53.3 per 100,000 education classes taken. Number of prescription Centers. Safe Disposal site located on campus. Provide annual medical staff in service education. Provide annual medical staff in service education. care coordination and information sharing to
population drugs obtained in safe disposal boxes. ensure patients receive the appropriate level
of care.
Promote Well-Being and Prevent Mental and Focus Area 2: Prevent Mental and Goal 2.2 Prevent opioid overdose deaths 2.2.4 Reduce all emergency department Access 2.2.3 Promote and encourage prescriber Number of opioid prescriptions Opioid stewardship Prescribing patterns will be analyzed and education Attend Essex county Heroin and Opioid Taskforce (ECHO). |Hospital NYS Bureau of Controlled Substances. ECHO
Substance Use Disorders Substance User Disorders visits (including outpatients and admitted education and familiarity with opioid provided. Pharmacy to be included during health fairs to
patients) involving any opioid overdose, age- prescribing guidelines and limits as imposed provide education to the community regarding opioid
adjusted rate by 5% to 53.3 per 100,000 by NYS statutes and regulations prescribing guidelines.
population
Promote Well-Being and Prevent Mental and Focus Area 2: Prevent Mental and Goal 2.2 Prevent opioid overdose deaths 2.2.1 Reduce the age-adjusted overdose Socioeconomic 2.2.5 Establish additional permanent safe  [Number of sites and dates of take backs Input:  Take back dates will now be listed during health fairs to Social media highlights will be present to increase Evaluate the need for safe disposal sites at outlying health [Hospital Schroon Lake Pharmacy- Drop box location

Substance Use Disorders Substance User Disorders

deaths involving any drug from the Essex
County rate 18.4/100K to the North
Country rate of 11.3/100K or better.

Access
Social and Community

disposal sites for prescription drugs and
organized take-back days

*Identify a location in Southern Essex County that
will install a medication drop box.

*Identify location sites for take back days

Output: *Increase the number of medication drop
boxes in the southern part of Essex County by at
least one (1). * Schedule take-back days

Short- term: The pharmacy will track utilization and
report back.

On social media we will count the views and
engagement of the take back campaign
Intermediate: Increase the amount of medication
reported to have been dropped in box by pharmacy
Create a media campaign to raise awareness of the
new drop box as well as all existing Drop Boxes.
Increase awareness off take back day events count
the amount of views and engagement.

Long-term: Risk reduction by removing the
unwanted medication from households we will :
Reduce the percentage of youth in grades 7-12
reporting the use of alcohol within the past 30 days
by 10% from 25.8 in 2018 to 23.22% in 2020 .

promote the bins located in the lobby at both the
Ticonderoga and Elizabethtown campus.

ECHD will meet with (1) Southern Essex County Pharmacy
. ECHD will contact the DEC and become educated on
medication drop box Pilot Pharmaceutical Take-Back
Program.

utilization of the safe disposal sites.

ECHD will support the pharmacy in arranging for the
delivery and installation of the medication drop box. The
pharmacy will design a schedule in which medication is
removed from the box and prepared for shipment to the
DEC for incineration. The pharmacy will quantify the
medication being shipped in a report to the ECHD.

ECHD will design a media campaign to alert the public of
the new drop location. Views and engagement will be
tracked.

ECHD will support the Prevention Team and the Sheriffs
office with a social media campaign to promote drug take
back days in April and December.

centers due to lack of transportation. The
pharmacy will increase the quantity of the medication
being shipped in a report to the ECHD.

ECHD will collect data on the media campaign to alert the
public of the new drop location and all existing ones. Views|
and engagement will be tracked.

ECHD will support the Prevention Team and the Sheriff’s
office with a social media campaign to promote drug take
back days in April and December. Views and engagement
will be tracked.

Essex County Health Department- Media
(Campaign Essex County Sheriff dept. Take
back event The Prevention Team supports
Take Back event. NYSDEC.
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Essex County Health Department

Linda Beers

org,

E-mail: hbailey@adirondackhealth.org

@co.essex.ny.u
Ibeers@co.essex.ny.us

UVMHN Elizabethtown Community Hospital Schroon Lake Pharmacy

Julie Tromblee, Amanda Whisher
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Rebcea Doyle

rxcole@hotmail.com

The Prevention Team

Doug Turbeek

Dou reventionteam.or

Essex County Sheriff

David Reynolds

Dreynolds@co.essex.ny.us

Priority

Focus Area

Goal

Objectives

Disparities

Interventions

Family of Measures

Goal 2.6 Reduce the mortality gap between

those living with serious mental illnesses
and the general population

Decrease by 20% the prevalence of
cigarette smoking among adults who are
diagnosed with serious mental illness to
27.4%

Income, Access, Disability

2.6.2 Integrated treatment: Concurrent
therapy for mental iliness and nicotine
addiction have the best outcomes.

Number of mental health patients referred to
tobacco cessation counselor, number of tobacco
users referred to mental health counseling.

Established on-site Open Access Clinic with St. Joseph's
Addiction Treatment Center.

St. Josephs Addiction Treatment Center will
partner with hospital to provide continued
care coordination and information sharing to
ensure patients receive the appropriate level
of care.
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Focus Area

Objectives

Disparities

Interventions

Family of Measures

‘educational

HOMVEE

[The DPr ded the 11/15/1

prority
ote Healthy nfants and Focus Area
Children Health

]
morbidity

(Continue to work with the Birth to 3 Collaborative to
d

Essex County Listfor

Birthto Thes

(currently 71.4%) to 75.4%

attainment,
household cost

(ECHD) Family Health (FH) Home visiting

program.

(0PRevs) FH staff and

c

priori North C

ECHD FH

program and
Develop recommendations for ECHD FH

tothe to
inform our Title V Maternal and Child Health Services

program meet

ludi

educational materials, including childbirth
education (CBE) and visitation format to best
match evidence based program. Long:term
outcome - identify gaps and barriers to home
visiting services.

lchildren  and
their familes.

/to 3.and develop a plan and

/to home visiting programs and other resources, such as
lactation consultation and childbirth education classes
land access to various methods of birth contro,

Referral isiting progr
other resources, such as WIC, Children's Services, ACAP Early
Head Start and Head Start and Childbirth Education classes.

Promote Healthy Women, Infants and [Focus Area 3: Child
Children Health, including children with special
health care needs (CSHCN)

children

1]

Poverty,

buit

17
dental visits in the past year by 10% to
5.45%.

providers).

and
Famil A

programs
d child

h Reports.

DPrevs

document evidence based measures best
suited o align with Essex County WIC,
Adirondack Community Action Program (ACAP)
Head Start (H5) and Early Head Start (EHS) and
ECHD Chidren'sServices (CS) programs. Short
Term Outcomes - WIC, ACAP EHD and HS and
s programs document # of chidren ages 0 to
5 years accessing a dental provider.
Intermediate Outcomes - # of participants
accessing evidence based measures, including,
a st of available denta providers and dental
referral assistance as indicated. Long Term
(Outcomes - Increase in the % of children
servad by ACAP HS and EHS, WIC and C
programs that access a dental provider.

No activites projected to be completed by the end of
9.

[Reach out to the New York State Department of Health
(NYSDOH) Bureau of Child Health

[Assess dental health the ACAP, WIC

health

dicated

Collaborate with ACAP, WIC and C to assess current oral
health strategies and those evidence-based strategies
that can compliment or supplement what is currently.
being used.

[ACAP, WIC and Children's Services attend annual meeting
with ECHD FH staff and DPrevs to determine current
resources, best match evidence based resources, method of
ata collection and referral system.

Promote Healthy Women, Infants and
(children

Goal a1

a1 ollaboration
i i

health
health populations

| P
the health of women,infants, children,
and families through bi-monthly (12
meetings total) coalition meetings
through December 2021.

[The Essex County re-brand

data plan

determinants of health that impact the
health of women, infants, children, and
families across the life course using

partners engaged
Short-term Outcome: # of coalition meetings
scheduled

with partners that address social determinants.
of health impacting women, infants, children,
and families.

Long-term Outcome: Identify racia, ethic,
economic, and geographic dispariies in
maternal and child health outcomes and
promote health equity for maternal and child
health populations

[children, and famiies.

b . Coalition members wil
rovide bi-monthly updates on work plan objectives.

[the work plan based on progress and newly identified
priorites.

ES
to the roles listed below.

Elizabethtown Community Hospital (ECH), ACAP, Creating
Breastfeeding Friendly Communities (CBFC) grant, Essex
County WIC, Essex County Health Department - Children's
Services Unit, and other community partners - assist in
gathering data, provide input on priority areas, assist in
completing identified work plan objectives to target
identified disparities and barriers to addressing services to
address SOOH.




