
Schuyler County - Combined CHA-CHIP-CSP

2018 Update

Completed by: Deborah Bailey, BSN, RN

E-mail: baileyd@schuylerhospital.org

Priority Focus Area Goal Objectives Disparities

Interventions/

Strategies/Activities Family of Measures 2018 Progress to Date

Implementation Partner

(Please select one partner from the 

dropdown list per row) Partner Role(s) Strengths

Challenges?  How will they 

be addressed?

Prevent Chronic Diseases

Reduce Obesity in 

Children and Adults

Expand the role of 

public and private 

employers in obesity 

prevention.

By December 31, 2018, increase by 10% 

the percentage of small to medium 

worksites that offer a comprehensive 

worksite wellness program for all 

employees and that is fully accessible to 

people with disabilities.( Baseline to be 

determined.)

Establish and Implement nutrition and 

beverage standards in public institutions, 

worksites, and other key locations such as 

hospitals by using theses two tools: (Healthy 

workplace food toolkit, Healthy Hospital 

Food Toolkit) 

Number and type of key 

community location that 

adopt and/or implement 

nutrition and beverage 

standards. Number of adults 

that have access to key 

community locations that 

adopt and/or implement 

nutrition and beverage 

standards

Purchased software to do 

nutrition analysis of 

community organizations. 

Analyzed 4 organizations 

according to new nutrition 

standards. Advertised new 

standards and organizations 

that meet the standards to 

the community. Business

Transactional and 

Informational 

Overcame challenges from last 

year. Local businesses want to 

improve menus and local media is 

willing to advertise the program to 

the public to increase awareness of 

healthy options available

Local businesses have a 

desire to make changes to 

menu, yet don't have a lot of 

time to spend on project.  

Will meet with local 

businesses during the slower 

season, in the winter to 

address menu changes. 

Prevent Chronic Diseases

Increase Access to 

High Quality Chronic 

Disease Preventative 

Care and 

Management in Both 

Clinical and 

Community Settings.

Increase screening rates 

for cardiovascular 

diseases, diabetes and 

breast, cervical and 

colorectal cancers, 

especially among 

disparate populations.

By December 31, 2018 a, increase the 

percentage of women aged 50-74 years 

with an income of <$25,000 who receive 

breast cancer screening, based on the most 

recent clinical guidelines (mammography 

within the past two years), by 5% from 

76.7% (2010) to 80.5%.

(Data Source: NYS BRFSS) (Health 

Disparities Indicator) (Also, see: Focus Area 

- Preconception and Reproductive Health)

Disparity is addressed 

through increasing 

percentage of individuals 

who receive screening with 

an annual income of 

<$25,000.

a. Use client reminders, small media, group 

education, one on one education and 

health communications to build public 

awareness and demand, using the Guide to 

Community Preventive Services 

[Community Guide].

Number of patients 

navigated to and/or through 

screening.

Collaborated on participating 

in events and public health 

awareness campaigns to 

increase breast cancer 

screening at multiple 

worksites in the community. 

Also had access to Mobile 

breast cancer screening van 

and new 3D imaging in 2018.  

As of November 2018,  two 

out of three provider offices 

have screened 69% of the 

estimated eligible Schuyler 

County population. Providers Transactional and Informational 

New 3D imaging mammogram 

increases accuracy of detection of 

breast cancer and weekend and 

evening hours for screening 

increase access to screening.  

NY Cancer Service Prevention 

Program decrease interest in 

working with worksites on 

increasing screening rates. 

Local Public Health 

Department outreaches to 

worksites about increasing 

screening.  

Prevent Chronic Diseases

Increase Access to 

High Quality Chronic 

Disease Preventative 

Care and 

Management in Both 

Clinical and 

Community Settings.

Increase screening rates 

for cardiovascular 

diseases, diabetes and 

breast, cervical and 

colorectal cancers, 

especially among 

disparate populations.

By December 31, 2018 a, increase the 

percentage of women aged 50-74 years 

with an income of <$25,000 who receive 

breast cancer screening, based on the most 

recent clinical guidelines (mammography 

within the past two years), by 5% from 

76.7% (2010) to 80.5%.

(Data Source: NYS BRFSS) (Health 

Disparities Indicator) (Also, see: Focus Area 

- Preconception and Reproductive Health)

Disparity is addressed 

through increasing 

percentage of individuals 

who receive screening with 

an annual income of 

<$25,000.

b.  Using the National Prevention Strategy, 

[Community Guide] Prevention Agenda 

Fact Sheet: Reducing Structural Barriers to 

Cancer Screening, Prevention Agenda Fact 

Sheet: Increasing Cancer Screening 

through Public Awareness and Promotion.  

Foster collaboration among community- 

based organizations, the education and 

faith-based sectors, independent living 

centers, businesses and clinicians to 

identify underserved groups and 

implement programs that inform patients 

of preventive services and improve their 

access to them. 

Number of events held, 

promoted and attended. 

Number of media alerts. NY 

Cancer service clients 

screened. 

17 events held, promoted 

and attended.  Over 50 media 

alerts distributed. Over 14 NY 

Cancer service clients were 

screened.  Community-based organizations Transactional 

Doubled events held this year to 

promote screenings. Delivered 

tailored media alerts that 

accounted feedback from 2017 

focus groups. 

Distributing information in 

rural areas requires different 

media outlets. Expand 

various media outlets to 

cover multiple community 

and disparities. 

Prevent Chronic Diseases

Increase Access to 

High Quality Chronic 

Disease Preventative 

Care and 

Management in Both 

Clinical and 

Community Settings.

Increase screening rates 

for cardiovascular 

diseases, diabetes and 

breast, cervical and 

colorectal cancers, 

especially among 

disparate populations.

By December 31, 2018 a, increase the 

percentage of women aged 50-74 years 

with an income of <$25,000 who receive 

breast cancer screening, based on the most 

recent clinical guidelines (mammography 

within the past two years), by 5% from 

76.7% (2010) to 80.5%.

(Data Source: NYS BRFSS) (Health 

Disparities Indicator) (Also, see: Focus Area 

- Preconception and Reproductive Health)

Disparity is addressed 

through increasing 

percentage of individuals 

who receive screening with 

an annual income of 

<$25,000.

c. Using the Community Guide and AHRQ 

Health Literacy Universal Precautions 

Toolkit 2nd Edition to establish training 

programs across the health professional 

spectrum, to include enhancement of 

patient-centered skills, disability literacy 

and providers' cultural competence. 

https://www.ahrq.gov/professionals/quali

ty-patient-safety/quality-

resources/tools/literacy-toolkit/index.html 

Number of health 

professionals trained

Patient outreach through 

EMR campaigns scheduled 

weekly at Outpatient Care, 

tailored through patient 

preference, through text and 

phone. Scheduled update of 

patient portal for 2019 to 

expand outreach and 

capabilities.  Started a new 

Chronic Care Module that 

creates a dashboard to show 

patients with two or more 

chronic conditions.  All 16 

providers have access to 

performance improvement 

data and evidence bases 

practices through our EMR 

and participate in monthly 

provider meetings where 

progress is reported. 

Providers have access to 

patient friendly education 

tools through KRAMES linked 

directly through their EMR. 

Education populates based 

on diagnosis code. Providers informational

New chronic care module to take 

place in 2019. New patient portal to 

improve patient education and 

outreach.

Getting patients to sign up 

for chronic care 

management. There is a co-

pay cost once a year for this 

extra service. Working on 

verbiage and advertising to 

show patients the benefits.  

Performance improvement 

measure for 2019 is to 

improve patient education 

information on discharge. 
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Implementation Partner
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Prevent Chronic Diseases

Increase Access to 

High Quality Chronic 

Disease Preventative 

Care and 

Management in Both 

Clinical and 

Community Settings.

Increase screening rates 

for cardiovascular 

diseases, diabetes and 

breast, cervical and 

colorectal cancers, 

especially among 

disparate populations.

By December 31, 2018 a, increase the 

percentage of women aged 50-74 years 

with an income of <$25,000 who receive 

breast cancer screening, based on the most 

recent clinical guidelines (mammography 

within the past two years), by 5% from 

76.7% (2010) to 80.5%.

(Data Source: NYS BRFSS) (Health 

Disparities Indicator) (Also, see: Focus Area 

- Preconception and Reproductive Health)

Disparity is addressed 

through increasing 

percentage of individuals 

who receive screening with 

an annual income of 

<$25,000.

d. Using the Community Guide; National 

Prevention Strategy to expand use of 

health information technology to remind, 

provide an assessment and feedback on 

clinicians and health care systems. 

https://www.thecommunityguide.org/find

ings/cancer-screening-multicomponent-

interventions-breast-cancer 

https://www.thecommunityguide.org/find

ings/cancer-screening-provider-reminder-

and-recall-systems-breast-cancer

Number of patients 

navigated to and/or through 

screening. 

Increase access to 3D imaging 

breast cancer screening and 

mobile breast cancer 

screening.  Patient outreach 

through EMR campaigns 

scheduled weekly at 

Outpatient Care, tailored 

through patient preference, 

through text and phone. 

Scheduled update of patient 

portal for 2019 to expand 

outreach and capabilities.   As 

of November 2018,  two out 

of three provider offices have 

screened or referred 84% of 

the estimated eligible 

Schuyler County population. Providers Transactional

New 3D imaging mammogram 

increases accuracy of detection of 

breast cancer and weekend and 

evening hours for screening 

increase access to screening.  

Interruption of screening as 

new technology was 

installed, lost some urgent 

patients (referred patients 

other facilities). Non-urgent 

patients rescheduled for 

when new technology was 

online. Schuyler Hospital is 

now caught up on 

interruption of service.  

Education on doctors' orders 

and insurance 

preauthorization was 

resolved this year.  

Prevent Chronic Diseases

Increase Access to 

High Quality Chronic 

Disease Preventative 

Care and 

Management in Both 

Clinical and 

Community Settings.

Increase screening rates 

for cardiovascular 

diseases, diabetes and 

breast, cervical and 

colorectal cancers, 

especially among 

disparate populations.

By December 31, 2018, increase the 

percentage of adults (50-75 years) who 

receive a colorectal cancer screening based 

on the most recent guidelines (blood stool 

test in the past year or a sigmoidoscopy in 

the past 5 years and a blood stool test in 

the past 3 years or a colonoscopy in the 

past 10 years) by 5% from 68.0% (2010) to 

71.4%.  (Data Source: NYS BRFSS) (Data 

Availability: state, county), HP 2020 (C-16) 

target: 70.5% (all adults) By 5% from 68.0% 

(2010) to 71.4% for all adults. Note! In 

November 2015, a revised target of 80% 

was set for 2018.  By 10% from 59.4% to 

65.4% for adults with an income <$25,000. 

(Data Source: NYS BRFSS) (PA Tracking 

Indicator; Health Disparities Indicator)

Disparity is addressed 

through increasing 

percentage of individuals 

who receive screening with 

an annual income of 

<$25,000.

a. Use client reminders, small media, one 

on one education and health 

communications to build public awareness 

and demand, using the Guide to 

Community Preventive Services, 

Prevention Agenda Fact Sheet: Reducing 

Structural Barriers to Cancer Screening, 

Prevention Agenda Fact Sheet: Increasing 

Cancer Screening through Public 

Awareness and Promotion, National 

Colorectal Cancer Roundtable 80% by 2018 

Communication Guidebook: Effective 

messaging to reach the unscreened 

[Community Guide]. 

Number of patients 

navigated to and/or through 

screening.

Collaborated on participating 

in events and public health 

awareness campaigns to 

increase breast cancer 

screening at multiple 

worksites and community 

organizations in the 

community. Purchased 

inflatable colon to increase 

cancer screening at events.  

Investigated into running a 

"Fit and Flu" campaign which 

encourages getting a flu shot 

along with a FIT test. Providers Transactional

Able to increase community 

awareness of colorectal cancer 

screening through various modes of 

media

Organizing integrated media 

campaigns with hospital 

providers requires more 

planning and preparation.  

Start planning building public 

awareness and demand two 

months before deadline. 

Prevent Chronic Diseases

Increase Access to 

High Quality Chronic 

Disease Preventative 

Care and 

Management in Both 

Clinical and 

Community Settings.

Increase screening rates 

for cardiovascular 

diseases, diabetes and 

breast, cervical and 

colorectal cancers, 

especially among 

disparate populations.

By December 31, 2018, increase the 

percentage of adults (50-75 years) who 

receive a colorectal cancer screening based 

on the most recent guidelines (blood stool 

test in the past year or a sigmoidoscopy in 

the past 5 years and a blood stool test in 

the past 3 years or a colonoscopy in the 

past 10 years) by 5% from 68.0% (2010) to 

71.4%.  (Data Source: NYS BRFSS) (Data 

Availability: state, county), HP 2020 (C-16) 

target: 70.5% (all adults) By 5% from 68.0% 

(2010) to 71.4% for all adults. Note! In 

November 2015, a revised target of 80% 

was set for 2018.  By 10% from 59.4% to 

65.4% for adults with an income <$25,000. 

(Data Source: NYS BRFSS) (PA Tracking 

Indicator; Health Disparities Indicator)

Disparity is addressed 

through increasing 

percentage of individuals 

who receive screening with 

an annual income of 

<$25,000.

b.  Using the National Prevention Strategy, 

[Community Guide] Prevention Agenda 

Fact Sheet: Reducing Structural Barriers to 

Cancer Screening, Prevention Agenda Fact 

Sheet: Increasing Cancer Screening 

through Public Awareness and Promotion.  

Foster collaboration among community- 

based organizations, the education and 

faith-based sectors, independent living 

centers, businesses and clinicians to 

identify underserved groups and 

implement programs that inform patients 

of preventive services and improve their 

access to them. 

Number of events held, 

promoted and attended. 

Number of media alerts. NY 

Cancer service clients 

screened. 

17 events held, promoted 

and attended.  Attended 2 

events with inflatable colon.  

Over 50 media alerts 

distributed. Developed 

colorectal cancer screening 

video advertisement with NY 

Cancer Service and local 

patient that had colorectal 

cancer.  Over 14 NY Cancer 

service clients were 

screened.  Community-based organizations transactional

Developed targeted awareness 

campaigns that considered focus 

group results from last year and 

awareness campaigns were well 

received by the community. 

Will not know the impact of 

awareness campaign till 

later. Will determine the 

number of screenings that 

occurred in 2018 to see if the 

campaigns made an impact. 
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Implementation Partner
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Prevent Chronic Diseases

Increase Access to 

High Quality Chronic 

Disease Preventative 

Care and 

Management in Both 

Clinical and 

Community Settings.

Increase screening rates 

for cardiovascular 

diseases, diabetes and 

breast, cervical and 

colorectal cancers, 

especially among 

disparate populations.

By December 31, 2018, increase the 

percentage of adults (50-75 years) who 

receive a colorectal cancer screening based 

on the most recent guidelines (blood stool 

test in the past year or a sigmoidoscopy in 

the past 5 years and a blood stool test in 

the past 3 years or a colonoscopy in the 

past 10 years) by 5% from 68.0% (2010) to 

71.4%.  (Data Source: NYS BRFSS) (Data 

Availability: state, county), HP 2020 (C-16) 

target: 70.5% (all adults) By 5% from 68.0% 

(2010) to 71.4% for all adults. Note! In 

November 2015, a revised target of 80% 

was set for 2018.  By 10% from 59.4% to 

65.4% for adults with an income <$25,000. 

(Data Source: NYS BRFSS) (PA Tracking 

Indicator; Health Disparities Indicator)

Disparity is addressed 

through increasing 

percentage of individuals 

who receive screening with 

an annual income of 

<$25,000.

c. Using the Community Guide and AHRQ 

Health Literacy Universal Precautions 

Toolkit 2nd Edition to establish training 

programs across the health professional 

spectrum, to include enhancement of 

patient-centered skills, disability literacy 

and providers' cultural competence. 

https://www.ahrq.gov/professionals/quali

ty-patient-safety/quality-

resources/tools/literacy-toolkit/index.html 

Number of health 

professionals trained

Annual competency done on 

nurses to do Stool Occult on 

site. More education to 

encourage providers to use 

Colo-guard Providers Leadership

Annual Competency are staying 

competent on current technology 

and to encourage patients to get 

screened. Using Colo-guard will 

capture the non-compliant patient 

that do not want an invasive 

procedure.

Keeping staff current on Colo-

guard process.  Invite Colo-

guard representative to 

provide meetings to offer 

training.  

Prevent Chronic Diseases

Increase Access to 

High Quality Chronic 

Disease Preventative 

Care and 

Management in Both 

Clinical and 

Community Settings.

Increase screening rates 

for cardiovascular 

diseases, diabetes and 

breast, cervical and 

colorectal cancers, 

especially among 

disparate populations.

By December 31, 2018, increase the 

percentage of adults (50-75 years) who 

receive a colorectal cancer screening based 

on the most recent guidelines (blood stool 

test in the past year or a sigmoidoscopy in 

the past 5 years and a blood stool test in 

the past 3 years or a colonoscopy in the 

past 10 years) by 5% from 68.0% (2010) to 

71.4%.  (Data Source: NYS BRFSS) (Data 

Availability: state, county), HP 2020 (C-16) 

target: 70.5% (all adults) By 5% from 68.0% 

(2010) to 71.4% for all adults. Note! In 

November 2015, a revised target of 80% 

was set for 2018.  By 10% from 59.4% to 

65.4% for adults with an income <$25,000. 

(Data Source: NYS BRFSS) (PA Tracking 

Indicator; Health Disparities Indicator)

Disparity is addressed 

through increasing 

percentage of individuals 

who receive screening with 

an annual income of 

<$25,000.

d. Using the Community Guide; National 

Prevention Strategy to expand use of 

health information technology to remind, 

provide an assessment and feedback on 

clinicians and health care systems. 

https://www.thecommunityguide.org/find

ings/cancer-screening-multicomponent-

interventions-breast-cancer 

https://www.thecommunityguide.org/find

ings/cancer-screening-provider-reminder-

and-recall-systems-breast-cancer

Number of patients 

navigated to and/or through 

screening.

 Patient outreach through 

EMR campaigns scheduled 

weekly at Outpatient Care, 

tailored through patient 

preference, through text and 

phone. Scheduled update of 

patient portal for 2019 to 

expand outreach and 

capabilities.   Genetic testing 

for genetic mutations for 

cancer is being collected 

onsite. Providers have access 

to patient friendly education 

tools through KRAMES linked 

directly through their EMR. 

Health education populates 

based on diagnosis code.  As 

of November 2018,  two out 

of three provider offices have 

screened 41% of the 

estimated eligible Schuyler 

County population. Providers transactional

Updating EMR System in 2019 to 

expand patient portal to include 

more interactive content.  We in-

depth screenings are being offered. 

Patient understanding of 

genetic screening is not a 

cancer screening. Tailoring 

patient education for genetic 

screening. Performance 

improvement measure for 

2019 is to improve patient 

education information on 

discharge. 

Prevent Chronic Diseases

Increase Access to 

High Quality Chronic 

Disease Preventative 

Care and 

Management in Both 

Clinical and 

Community Settings.

Increase screening rates 

for cardiovascular 

diseases, diabetes and 

breast, cervical and 

colorectal cancers, 

especially among 

disparate populations.

By December 31, 2018, increase the 

percentage of adults 18 years and older 

who had a test for high blood sugar or 

diabetes within the past three years by 5% 

from 58.8% (2011) to 61.7%.

Disparity is addressed 

through increasing 

percentage of individuals 

who receive screening with 

an annual income of 

<$25,000.

a. Use client reminders, small media, one 

on one education and health 

communications to build public awareness 

and demand, using the Guide to 

Community Preventive Services 

[Community Guide].

Number of patients 

navigated to and/or through 

screening.

Collaborated on participating 

in events and public health 

awareness campaigns to 

increase diabetes screening 

at multiple worksites and 

community organizations in 

the community. Also had 

access to diabetes screening 

(blood glucoses test) at 

events in 2018. Community-based organizations informational, transactional

Increased patients' awareness of 

risk of diabetes to get screened and 

followed up with those that were 

high risk through blood glucose 

screening

Patients are responsible for 

following up with provider. 

Send referral and information 

to provider to follow up with 

patients identified.

Prevent Chronic Diseases

Increase Access to 

High Quality Chronic 

Disease Preventative 

Care and 

Management in Both 

Clinical and 

Community Settings.

Increase screening rates 

for cardiovascular 

diseases, diabetes and 

breast, cervical and 

colorectal cancers, 

especially among 

disparate populations.

By December 31, 2018, increase the 

percentage of adults 18 years and older 

who had a test for high blood sugar or 

diabetes within the past three years by 5% 

from 58.8% (2011) to 61.7%.

Disparity is addressed 

through increasing 

percentage of individuals 

who receive screening with 

an annual income of 

<$25,000.

b.  Using the National Prevention Strategy, 

[Community Guide].  Foster collaboration 

among community- based organizations, 

the education and faith-based sectors, 

independent living centers, businesses and 

clinicians to identify underserved groups 

and implement programs that inform 

patients of preventive services and 

improve their access to them. 

Number of events held, 

promoted and attended.

17 events held, promoted 

and attended.  Attended 10 

events with diabetes blood 

glucose screenings.  Community-based organizations transactional

Developed targeted awareness 

campaigns that considered focus 

group results from last year and 

awareness campaigns were well 

received by the community. 

Will not know the impact of 

awareness campaign till 

later. Will determine the 

number of screenings that 

occurred in 2018 to see if the 

campaigns made an impact. 
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(Please select one partner from the 
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Challenges?  How will they 

be addressed?

Prevent Chronic Diseases

Increase Access to 

High Quality Chronic 

Disease Preventative 

Care and 

Management in Both 

Clinical and 

Community Settings.

Increase screening rates 

for cardiovascular 

diseases, diabetes and 

breast, cervical and 

colorectal cancers, 

especially among 

disparate populations.

By December 31, 2018, increase the 

percentage of adults 18 years and older 

who had a test for high blood sugar or 

diabetes within the past three years by 5% 

from 58.8% (2011) to 61.7%.

Disparity is addressed 

through increasing 

percentage of individuals 

who receive screening with 

an annual income of 

<$25,000.

c. Using the Community Guide and AHRQ 

Health Literacy Universal Precautions 

Toolkit 2nd Edition to establish training 

programs across the health professional 

spectrum, to include enhancement of 

patient-centered skills, disability literacy 

and providers' cultural competence. 

https://www.ahrq.gov/professionals/quali

ty-patient-safety/quality-

resources/tools/literacy-toolkit/index.html 

Number of health 

professionals trained

Did quality improvement for 

those diagnosed with 

diabetes from ages 18-75. 

21% increase in A1C testing 

in patient population of 

known diabetics 18-75. In 

2019 we will expand our 

performance improvement 

activities to include all 

patients over 18, regardless 

of diagnosis.  All 16 providers 

have access to performance 

improvement data and 

evidence bases practices 

through our EMR and 

participate in monthly 

provider meetings where 

progress is reported. 

Providers have access to 

patient friendly education 

tools through KRAMES linked 

directly through their EMR. 

Education populates based 

on diagnosis code. Providers Leadership

We have family physician 

contracted with the schools who 

has a good working relationship 

with schools in the community.  We 

have strong quality improvement 

programming in clinic setting for 

diabetes prevention. 

Educate provider to start 

screening all patients with a 

fasting glucose their senior 

year or at their 18-year old 

annual exam to start 

obtaining a base line for all 

patients and helping with 

preventing DM that goes 

uncontrolled.  We will plan to 

work with schools and 

providers to come up with a 

lab requirements for senior 

student. Performance 

improvement measure for 

2019 is to improve patient 

education information on 

discharge. 

Prevent Chronic Diseases

Increase Access to 

High Quality Chronic 

Disease Preventative 

Care and 

Management in Both 

Clinical and 

Community Settings.

Increase screening rates 

for cardiovascular 

diseases, diabetes and 

breast, cervical and 

colorectal cancers, 

especially among 

disparate populations.

By December 31, 2018, increase the 

percentage of adults 18 years and older 

who had a test for high blood sugar or 

diabetes within the past three years by 5% 

from 58.8% (2011) to 61.7%.

Disparity is addressed 

through increasing 

percentage of individuals 

who receive screening with 

an annual income of 

<$25,000.

d.   Expand use of health information 

technology to remind, provide feedback 

and incentivize clinicians and health care 

systems. (Community Guide; National 

Prevention Strategy)

Number of individuals who 

have received a blood sugar 

test in providers office

 Patient outreach through 

EMR campaigns scheduled 

weekly at Outpatient Care, 

tailored through patient 

preference, through text and 

phone. Scheduled update of 

patient portal for 2019 to 

expand outreach and 

capabilities.  Providers Leadership

New portal will appeal to the 

younger generations due to the 

APP and interactive aspects with 

providers. Will be able to education 

using videos that appeal more to 

the 18 - 40 population. Increasing 

their awareness to get screened.  

Educate provider to start 

screening all patients with a 

fasting glucose their senior 

year or at their 18-year old 

annual exam to start 

obtaining a base line for all 

patients and helping with 

preventing DM that goes 

uncontrolled. 

Prevent Chronic Diseases

Increase Access to 

High Quality Chronic 

Disease Preventive 

Care and 

Management in Both 

Clinical and 

Community Settings

Promote use of 

evidence- based care to 

manage chronic 

diseases.

By December 31, 2018, increase the 

percentage of health plan members, ages 

18-85 years, with hypertension who have 

controlled their blood pressure (below 

140/90)

Participation in regional blood pressure 

registry. Use Electronic Medical Record to 

remind providers and patients about 

managing blood pressure. Schuyler 

Hospital to work with Public Health and 

FLHSA to become a member of the blood 

pressure registry.

Percent of High Blood 

Pressure population in the 

registry.

Schuyler Hospital is 

participating in the registry 

but has only been able to 

submit data once due to 

difficulties with reporting the 

data from their electronic 

health record system. 

Schuyler Hospital is working 

to figure out the problem 

with the reporting so that 

they can continue to 

participate. Hospital Transactional and Leadership

Schuyler Hospital was able to 

successfully report data to the 

registry in January 2018. 

Schuyler Hospital was unable 

to successfully report the 

data to the registry in June 

2018. The hospital's 

technology department is 

working to determine the 

problem with reporting so 

that they can participate in 

the next reporting cycle. 

Contacted Arnot to get there 

report they use. When IT 

tried to use it they found 

incompatablites with our 

system. They have to look 

through all the coding to 

figure out where the error is 

occurring. The data is not 

able to run any other way 

due to the extensive 

breakdown the registry is 

requesting. 
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Promote Women, Infants, 

and Children Child Health

Reduce prevalence of dental carries among 

children

By December 31, 2018, increase the 

proportion of NYS children who receive 

regular dental care by at least 10%. None

Link children and families to dental 

services.

Number of school based 

dental health sites.

The Regional Primary Care 

Network offers services in 

the Odessa Montour, 

Watkins Glen, and Bradford 

School Districts as well as the 

Head Start, totaling seven 

sites. They offer screenings, 

cleanings, fluoride varnish, 

and sealants. Federally qualified health care center Informational and Transactional

The Regional Primary Care 

Network offers services at all 

schools including Head Start 

(7 sites total) in the county. 

There is still a lack of dentists 

who accept Medicaid in 

Schuyler County. Schuyler 

County has shared 

information about the dental 

discount card program with 

Schuyler Primary Care so that 

they can share this 

information with their 

patients. 

Promote Women, Infants, 

and Children Child Health

Reduce prevalence of dental carries among 

children

By December 31, 2018, increase the 

proportion of NYS children who receive 

regular dental care by at least 10%. None

Support the delivery of oral health 

screening and preventative dental services 

through school based clinics and programs 

with a focus on evidence-based practices.

Number of children screened 

who received preventative 

dental services through 

school- based dental health 

sites in the past year.

The Regional Primary Care 

Network offers services in 

the Odessa Montour, 

Watkins Glen, and Bradford 

School Districts as well as the 

Head Start, totaling seven 

sites. They offer screenings, 

cleanings, fluoride varnish, 

and sealants. In the 2017-

2018 school year, 166 

screenings were done. 123 

prophylaxis treatments were 

given, 206 fluoride 

treatments were given, 163 

sealants were given, and 63 

were referred for further 

treatment.  166 children 

received one-on-one oral 

hygiene instructions. K-12 School Informational and Transactional

The Regional Primary Care 

Network offers services at all 

schools including Head Start 

(7 sites total) in the county. 

There is still a lack of dentists 

who accept Medicaid in 

Schuyler County. Schuyler 

County has shared 

information about the dental 

discount card program with 

Schuyler Primary Care so that 

they can share this 

information with their 

patients. 

Promote Women, Infants, 

and Children Child Health

Reduce prevalence of dental carries among 

children

By December 31, 2018, increase the 

proportion of NYS children who receive 

regular dental care by at least 10%. None

Promote the use and availability of Varnish 

Fluoride training through PCP’s and 

Dentists.

Number of practitioners that 

are present during Varnish 

Fluoride application 

presentation.

Presented to the providers at 

Schuyler Primary Care and 

Dr. Nayo at Nayo Pediatrics. 

To date, three providers at 

Schuyler Primary Care (those 

who regularly see children) 

have agreed to be trained in 

fluoride varnish application, 

and some have completed 

the training. Dr. Nayo will 

consider offering the varnish 

and will provide an update on 

what she decides. Providers Informational and Transactional

Providers at Schuyler Primary 

Care have agreed to be 

trained and plan to begin 

offering fluoride varnish 

application in their practice.    

Vanish applications in the 

Schuyler offices will start Jan 

2019                                

Have not presented to the 

providers at Arnot Medical 

Services in Watkins Glen, 

who also see children in their 

practice, due to office staff 

turnover. Will reach out to 

this office in 2019. 
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Promote Mental Health and 

Prevent Substance Abuse

Prevent Substance Abuse and Other 

Mental Emotional Behavioral Disorders

Prevent underage drinking and non- 

medical use of prescription pain relievers by 

youth.

December 31, 2018, reduce the percentage 

of youth in grades 9-12 reporting the use of 

alcohol on at least one day for the past 30 

days to no more than 34.6%.

Implement "Too Good for Drugs" 

curriculum which is a SAMHSA model 

program and rated as strong evidence that 

the intervention had positive effects on 

outcomes by the What Works 

Clearinghouse; The Strengthening Families 

Program (SFP) is a nationally and 

internationally recognized parenting and 

family strengthening program for high-risk 

and general population families. SFP is an 

evidence-based family skills training 

program found to significantly improve 

parenting skills and family relationships, 

reduce problem behaviors, delinquency and 

alcohol and drug abuse in children and to 

improve social competencies and school 

performance; SAMHSA's Over the Counter 

Medicine Safety Program in all schools in 

Schuyler County to increase positive social 

development and healthy lifestyles.

Number of participants in 

attendance in program. Pre-

test and post test evaluation

Too Good for Drugs program 

is currently in progress in 

Bradford school district but is 

not yet complete. Community-based organizations

Transactional and Leadership: 

Schuyler County Public Health 

is the fiscal agent for our local 

anti-drug coalition, the 

Schuyler County Coalition on 

Underage Drinking and Drugs 

(SCCUDD). The coalition 

includes businesses, 

community-based 

organizations, parents, youth, 

and others.

The program is evidence-based and the 

school is very supportive of its 

implementation.

Staff turnover posed a 

challenge but did not stop the 

program from being 

implemented.

Promote Mental Health and 

Prevent Substance Abuse

Prevent Substance Abuse and Other 

Mental Emotional Behavioral Disorders

Prevent underage drinking and non- 

medical use of prescription pain relievers by 

youth.

December 31, 2018, reduce the percentage 

of youth ages 12-17 years reporting the use 

of non-medical use of painkillers

Increase community awareness of Talk to 

Prevent Program (NYS Department of 

Health), Talk they Hear You (SAMHSA) to 

reduce stigma regarding substance use 

disorder and addiction.

Percent of youth between 

grades 7 – 12 who report 

drinking alcohol in the last 30 

days.

No posts specifically for Talk 

to Prevent or Talk, They Hear 

You were shared via social 

media. Other social media 

posts targeted toward 

reducing use had over 30,000 

impressions. Local health department Leadership

The Coalition's social media pages have a 

dedicated group of followers who like and 

share many posts.

Staff turnover posed a 

challenge. This will be 

addressed through new staff 

orientation.

Promote Mental Health and 

Prevent Substance Abuse

Prevent Substance Abuse and Other 

Mental Emotional Behavioral Disorders

Prevent underage drinking and non- 

medical use of prescription pain relievers by 

youth.

December 31, 2018, reduce the percentage 

of youth ages 12-17 years reporting the use 

of non-medical use of painkillers

 Implement SAMHSA's Over the Counter 

Medicine Safety Program in all school 

Districts in Schuyler County; Educate adults 

about medication safety. 

http://www.scholastic.com/otc-med-

safety/

Percent of youth between 

grades 7 – 12 who report non-

medical use of prescription 

pain relievers in the last 30 

days.

The Scholastic Over-The-

Counter Medicine Safety 

program is currently 

recruiting youth to become 

trainers and then will be 

implemented in County 

schools. General adult 

medication safety has been 

covered through media 

channels such as social media 

throughout the year. K-12 School Leadership

Medication safety was covered heavily by the 

Coalition during National Medicine Abuse 

Awareness Month. The Coalition is also 

forming partnerships with Office for the Aging 

and pharmacies.

Staff turnover posed a 

challenge. This will be 

addressed through new staff 

orientation.

Promote Mental Health and 

Prevent Substance Abuse

Prevent Substance Abuse and Other 

Mental Emotional Behavioral Disorders

Prevent underage drinking and non- 

medical use of prescription pain relievers by 

youth.

December 31, 2018, reduce the percentage 

of youth ages 12-17 years reporting the use 

of non-medical use of painkillers

Educate Medical providers and their office 

staff in early detection of alcohol and drug 

use as well as the warning signs of 

substance abuse.  

http://www.hmprg.org/wp-

content/themes/HMPRG/backup/ACEs/Hea

lth%20Policy%20Brief.pdf

Percent of youth between 

grades 7 – 12 who report 

binge drinking in the last 30 

days.

No progress of education 

specifically targeting 

providers. General education 

on these topics has been 

done via the Coalition website 

and social media. Current 

EMR system asks at age 18, 

looking at expanding this in 

2019. Evaluate ACES 

Evaluation, SBIRT and OASES 

evalutions programs to see if 

they can be implemented in 

2019. Providers Informational

Gained access to a useful PSA video on the 

warning signs of substance use. Primary Care 

has an EMR that can screen for drugs and 

substance abuse, rating someone positive or 

negative for abuse. ACES has been seen as be 

an effective tool for identifing those that 

need help, http://www.hmprg.org/wp-

content/themes/HMPRG/backup/ACEs/Healt

h%20Policy%20Brief.pdf

Staff turnover posed a 

challenge. This will be 

addressed through building 

partnerships with providers.                                   

Provider education to know 

what is requested by public 

health. HEDIS measures start 

measuring when the patients 

are 18 years old. So it would 

be a challenge to go outside 

the standards. Nurses would 

need education on how to 

touch on the subject without 

upsetting patients. 

Promote Mental Health and 

Prevent Substance Abuse

Prevent Substance Abuse and Other 

Mental Emotional Behavioral Disorders

Prevent underage drinking and non- 

medical use of prescription pain relievers by 

youth.

December 31, 2018, reduce the percentage 

of youth ages 12-17 years reporting the use 

of non-medical use of painkillers Support and promote Naloxone trainings

Approximate incidence of 

opioid overdose as reported 

by the Schuyler County 

Sheriff’s Office, the Watkins 

Glen Village Police, Schuyler 

Hospital, FLACRA, and EMS. 

Number of participants in 

Naloxone trainings

FLACRA continues to provide 

Naloxone trainings within the 

County

Other (please describe partner and role(s) in 

column D) FLACRA Leadership Partnership with FLACRA

Not as many trainings 

occurred. We will increase 

promotion of these trainings 

to help address this.

Promote Mental Health and 

Prevent Substance Abuse

Prevent Substance Abuse and Other 

Mental Emotional Behavioral Disorders

Prevent underage drinking and non- 

medical use of prescription pain relievers by 

youth.

December 31, 2018, reduce the percentage 

of youth ages 12-17 years reporting the use 

of non-medical use of painkillers

Support and promote community drug take- 

back events and the 24/7 drop box

Number participating in 

take-back events and safe 

storage education, Pounds 

of prescription drugs 

collected through take-

back events and drop 

boxes

Both National Drug Take Back 

Days occurred this year and 

took back 100s of pounds of 

prescription drugs. SCCUDD 

and the health department 

helped promote these take 

back days and the drop boxes 

in the County. The Coalition is 

also working on an initiative 

to address drug disposal for 

those with limited mobility 

and transportation options. Law Enforcement Sheriff Leadership

100s of pounds of drugs taken back. 

Partnership with Sheriff's Office.

Will work to strengthen this 

partnership and continue 

promoting these events and 

drop boxes.
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