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Introduction  
The purpose of this Community Health Improvement Plan (CHIP) is to develop a plan to address the top 

two healthcare priority areas identified in the Hamilton County Community Health Assessment. The 

CHIP has been developed through the collaborative efforts of Hamilton County Public Health, Nathan 

Littauer Hospital and Healthlink, St Mary’s Healthcare and Project Action, Four River’s Alliance, Parson’s 

Child & Family Center, Mental Health/Community Services, Social Services, Family/Surrogate Court 

Judge, District Attorney, Hamilton Counties’ School Superintendents, Office of Probation, Chair of the 

Board of Supervisors, Hamilton Fulton Montgomery (HFM) Prevention Council, Sunmount 

Developmental Center, Tupper Lake, NY, Glens Falls Hospital and the Warren County Office for the 

Aging.  

The results of this CHIP are to provide Hamilton County Public Health and its partners with a 

comprehensive approach which includes identifying goals and objectives, improvement strategies and 

performance measures with measurable and time-framed targets that address the following priority 

areas: 

 Priority 1 - Prevent chronic diseases and related hospitalizations  

 Priority 2 – Improve access to high quality care 

This CHIP will serve as a guidance document for Hamilton County Public Health and its partners and 

should be considered a ‘living’ document. This plan may be modified if evaluations show progress 

towards goals and objectives to be insufficient or resources to implement the plan become available. 

The development of Hamilton County’s Public Health Nursing Service CHIP is based on guidance 

provided by the NYSDOH and the New York State Prevention Agenda. 

New York State’s Prevention Agenda 2013 – 2017  
Hamilton County Public Health Nursing Service utilized the NYS Prevention Agenda framework to plan, 

inform and guide the development of a Community Health Needs Assessment and Implementation 

Strategy. The Prevention Agenda 2013 – 2017 in New York State’s Health Improvement Plan for 2013 

through 2017, developed by the New York State Public Health and Health Planning Council (PHHPC) at 

the request of the Department of Health, in partnership with more than 140 organizations across the 

state. This plan involves a unique mix of organizations including local health departments, health care 

providers, health plans, community-based organizations, advocacy groups, academia, employers as well 

as state agencies, schools, and businesses whose activities can influence the health of individuals and 

communities and address health disparities. 

 

The Prevention Agenda serves as a guide to local health departments and hospitals as they work with 

their community to assess community health needs and develop a plan for actions. The Prevention 
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Agenda vision is “New York as the Healthiest State in the Nation.” The plan features five areas that 

highlight the priority health needs for New Yorkers: 

 Prevent chronic disease 

 Promote healthy and safe environments 

 Promote health women, infants and children 

 Promote mental health and prevent substance abuse 

 Prevent HIV, sexually transmitted diseases, vaccine-preventable diseases and healthcare 

associated infections 

 

The Prevention Agenda establishes focus areas and goals for each priority area and defines 

indicators to measure progress toward achieving these goals, including reductions in health 

disparities among racial, ethnic, and socioeconomic groups and persons with disabilities. 

Throughout the SHNA, these priority areas were used as a foundation for determining the most 

significant health needs for Hamilton County residents. More information about the Prevention 

Agenda can be found at http://www.health.ny.gov/prevention/prevention_agenda/2013-2017. 

Community Health Improvement Planning Process  
The process of developing the Hamilton County’s Public Health Nursing Service Community Health 

Improvement Plan began immediately following the Community Health Assessment healthcare 

needs prioritization meeting. At the conclusion of the CHA prioritization meeting participants were 

asked if they would like to participate in the planning process to address the priority areas they had 

helped identify. A verbal commitment was noted that the conclusion of the meeting and a formal 

email request was sent the following week to confirm participants in the CHIP planning group.  

 

The CHIP planning group was comprised of an interdisciplinary group of stakeholders as a part of the 

monthly Tier II meeting (Community Services). The concept of the CHIP was presented by the 

Director of Public Health at the February 3rd, 2014 meeting. The delay in presentation to the group 

was due to the hire of a new Director of Public Health, as of December 16th, 2013. The January Tier 

II meeting was cancelled due to inclement weather. These monthly committee meetings are very 

well-attended by the following disciplines: Parson’s Child and Family Services, Community Services, 

Family/Surrogate Court Judge, County District Attorney, School Superintendents, Department of 

Social Services Commissioner, Sunmount Developmental Center, and the Director of Probation. This 

group’s main focus is to raise healthy families, so it were already committed to the cause of 

maintain healthy communities.    

 

Following the February meeting, an email was sent to all members of the committee asking them to 

summarize the programs they are working on, along with any goals and objectives as they relate to 

the priority areas. The summaries were compiled and organized based on similar goals and 

objectives into a report which was presented at the March 3rd, 2014 Tier II meeting. Meetings were 

set up with each individual community member, due to the specialty of their discipline. This helped 

determine which key agencies and contacts were further aligned with the Prevention Agency 

priority topics chosen by the County. 

http://www.health.ny.gov/prevention/prevention_agenda/2013-2017
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Member feedback and current data provided by the New York State Department of Health was used 

to develop goals and objectives for the CHIP. Partners were asked to use their current program 

tracking evaluation methods to report their agency’s progress. Progress reports will be sent to 

Hamilton County Public Health to be compiled for reporting based on NYSDOH requirements. 

 

Progress on Hamilton County’s CHIP will be presented at every third Tier II monthly meeting, to 

review progress towards the established goals, report any fundamental changes to program 

implementation or development and make adjustments to the work plan as needed. 

 

 

 

 

 

 

 

 

 

Hamilton County Public Health Nursing Service (HCPHNS) Implementation Strategy 

HCPHNS/Improvement Strategy: Foster collaboration among traditional and non-traditional 

community partners to prevent chronic diseases and related hospitalizations. 

Initiative – Brief Description/Background: Hamilton County’s primary cause of premature death and 

primary cause of death is cancer. Increasing the number of people receiving preventative cancer 

screenings may decrease the impact of cancer in Hamilton County. 

Health Disparities Addressed: Low socio-economic status populations with limited access to preventive 

screenings. 

HCPHNS Goal: Increase screening rates for breast, cervical, and colorectal cancers. 

HCPHNS SMART Objective Performance Measure(s) 

By 2017 increase by 5% the percentage of women age 40+ being 

screened for breast cancer from 79.8% to 83.8% based on the 

most current guidelines (data from NYSDOH CHIRS) 

Data from NYSDOH Community 

Health Indicator Reports 
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By 2017 increase by 5% the percentage of adults 50+ having a 

sigmoid or colonoscopy from 69.4% to 72.9% based on the most 

current guidelines (data from NYSDOH CHIRS) 

Data from NYSDOH Community 

Health Indicator Reports 

By 2017 increase by 5% the percentage of women age 18+ that 

received a Pap Smear from 84.0% to 88.2% based on the most 

current guidelines (data from NYSDOH CHIRS) 

Data from NYSDOH Community 

Health Indicator Reports 

Activities  

Collaborate with local health clinics to promote practice-based 

compliance to increase cancer screening. 

Survey clinics to track compliance 

with guidelines 

Support worksite policies that preventive care (time off for 

breast, cervical and colorectal screening) 

Survey worksites to track changes 

HCPHNS will work with community agencies and community 

sites to provide educational training sessions targeting specific 

populations related to the specific groups cancer screening 

guidelines. 

Development of education program 

and supporting resources. The 

number of educational programs 

offered and attendance at each 

session 

HCPHNS will develop healthcare provider training materials to 

assist providers in talking about colorectal cancer screenings. 

Program would provide tips and conversation starters to 

alleviate some of the anxiety that some providers may 

experience when talking to patients about the importance of 

colorectal screenings  

Development of educational program 

and supporting resources. Track the 

number of educational opportunities 

offered and the attendance at each 

session. 

 

HCPHNS/Improvement Strategy: Reduce avoidable readmissions for chronic diseases 

Initiative – Brief Description/Background: Preventable hospitalizations are a major burden on the 

health care system. A collaborative effort that includes patient and physician education, along with 

adoption of best practices for promoting patient disease self-management by Hamilton County Public 

Health Nursing Service and other agencies servicing the County may lead to a reduction in preventable 

hospitalizations, improved patient outcomes and a smaller burden on healthcare resources. 

Health Disparities Addressed: Low socio-economic status populations with limited community 

resources and high risk for development of chronic disease 

HCPHNS Goal: Promote self-care disease management to reduce hospitalization rates for diabetes, 

asthma, and chronic lower respiratory disease 

HCPHNS SMART Objectives Performance Measure(s) 
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By 2017 reduce the rate of diabetes hospitalizations (primary diagnosis) 

by 5% from 12.4 (per 10,000) to 11.78 (per 10,000) 

Data from NYSDOH 

Community Health 

Indicator Reports 

By 2017 reduce the rate of asthma hospitalizations by 5% from 3.4 (per 

10,000) to 3.23 (per 10,000) 

Data from NYSDOH 

Community Health 

Indicator Reports 

By 2017 reduce the rate of chronic lower respiratory disease 

hospitalizations from 24.7 (per 10,000) to 23.5 (per 10,000) 

Data from NYSDOH 

Community Health 

Indicator Reports 

Activities Performance Measures 

HCPHNS is implementing diabetic foot care educational information to 

appropriate patients. Distributing education hand-outs to physicians and 

care management departments at local hospitals. 

Review of Home Health 

Compare.gov results 

HCPHNS is implementing a chronic obstructive pulmonary disease and 

asthma management program with appropriate patients. Coordinating 

initiatives, goals and outcomes with patients and their providers. 

Review of 30 day 

preventable readmissions 

HCPHNS will provide education about the dangers of secondhand smoke 

and ideas for reducing exposure to reduce childhood asthma and other 

problems. All patients will be offered the opportunity to enroll in a 

smoking cessation care plan. They will also refer current smokers to the 

NYS Smokers’ Quitline, and local smoking cessation programs available 

through Four River’s Alliance, Hamilton Fulton Montgomery (HFM) 

Prevention, and Nathan Littauer Hospital’s HealthLink. 

Track the number of 

patient homes that adopt a 

no smoking policy in their 

home. Track the number of 

patients that have a Quit 

Smoking Care Plan. Record 

how many families contact 

at least one of the smoking 

cessation programs out of 

local agencies. 

HCPHNS will refer patients without health insurance to the NY State of 

Health exchange. 

Track the number of 

referrals made. 

HCPHNS will work survey seniors in our communities about the need for 

better Chronic Disease Self-Management programs. 

Survey completion and 

return rates. Results will 

drive actions. 

 

HCPHNS/Improvement Strategy 

Initiative – Brief Description/Background: Increased physical activity and good nutrition play a vital 

role in reducing chronic disease. In rural communities, access to resources that allow people to be 
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physically active or to eat healthy are often limited. Current data shows Hamilton County residents 

fail to meet current benchmarks for physical activity and eating the recommended servings of fruits 

and vegetables. 

Health Disparities Addressed: Low socio-economic status populations with limited access to physical 

activity resources and healthy foods. 

HCPHNS SMART Objectives 

Decrease the percentage of adults 18+ who do not participate in leisure 

time physical activity by 5% from 86.8% to 82.5% by the end of 2017. 

Data from NYSDOH 

Community Health 

Indicator Reports 

Increase the percentage of adults eating 5 or more fruits and vegetables 

per day by 5% from 24.1% to 25.3% by the end of 2017. 

Data from NYSDOH 

Community Health 

Indicator Reports 

Increase the percentage of the low-income population and low access to 

a supermarket or large grocery store by 5% from 6.3% to 6.6%. 

Data from NYSDOH 

Community Health 

Indicator Reports 

Activities Performance Measures 

HCPHNS will offer ‘Map My Walk’ suggestions to improve compliance 

with leisure time physical activity. HCPHNS will collaborate with local 

schools to provide safe indoor walking 

Post monthly outdoor walk 

route suggestions (weather 

permitting). Indoor walking 

activities will also be 

mapped and promoted for 

inclement weather 

conditions.  

HCPHNS will work with County agencies to help promote healthy 

workplace activities. Activities may include lunchtime walking programs, 

after work exercise classes, and/or participation in programs sponsored 

by MVP insurance. 

Healthy workplace 

activities will be sent to all 

County employees. Needs 

survey will be given to all 

employees in the form of 

paycheck stuffers to assess 

what programs may be of 

the most interest. Results 

will drive actions. 

HCPHNS will contact local markets to collaborate on ways to increase 

access to residents. 

Letters to local markets and 

out-of-county chains to 

help increase access to 

healthy food choices. 
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HCPHNS will promote local Community Markets in Hamilton County as 

well as in those in our surrounding Counties. 

Facebook notification of 

Community Market 

schedules and locations. 

HCPHNS will collaborate with local restaurants and stores that sell pick up 

snack foods to increase promotion of healthy choices. 

Agreement notices 

received from local 

restaurants and stores. 

 

HCPHNS/Improvement Strategy 

Initiative – Brief Description/Background: Hamilton County has a total of three medical clinics. Only one 

of these clinics has a pediatrician who sees patients once a month. There are no other specialty 

providers in the County. 

Health Disparities Addressed: Low socio-economic status populations with limited access to quality 

healthcare, urgent care, or specialty providers. 

HCPHNS SMART Objectives 

Increase the age-adjusted percentage of adults who have a regular health 

care provider – Ages 18+ years by 5% from 84.6% to 88.8%. 

Collaborate with local 

hospitals to increase the 

availability of providers in 

the County. 

Reduce the percentage or premature death (before age 65 years) by 5% 

from 23.8% to 22.6% 

Collaborate with local 

hospitals to increase the 

availability of providers in 

the County. 

Collaborate with current 

healthcare providers to 

ensure compliance with 

recommended patient 

screenings. 

CHHA RNs to collect 

screening information on 

current patients and 

provide counseling on 

recommended patient 

screenings. 
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Evaluation Plan 

Hamilton County Public Health will work with Glens Falls Hospital, Nathan Littauer Hospital in 

Gloversville, St Mary’s Healthcare in Amsterdam, and other community partners to develop and 

evaluation plan that includes both process and outcome evaluation. Hamilton County Public Health 

will make sure the evaluation plan meets the requirements of the NYS Department of Health, as 

well as the needs of our partners. Progress reports will be tracked through quarterly partner 

meetings. The information gathered at these meetings will be used to provide updates as required 

by the NYSDOH. The quarterly discussions will also be used to share successes and challenges, 

along with helping to formulate any mid-course corrections that may be needed to meet the 

established goals and objectives. 

Dissemination 
 

The Hamilton County Community Health Improvement Plan and the Hamilton County Community Health 

Assessment can be found on the Hamilton County Health Services website at: 

www.hamiltoncountyhhs.org. 

http://www.hamiltoncountyhhs.org/
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Copies of both reports will be shared with various community agencies and partners. Hamilton County 

Public Health will also publicize the reports in various mailings and committee meetings. Hard copies will 

be made available at no-cost to anyone who is interested in receiving one. 

 

 

 


