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Hospital for Special Surgery - Advancing the Prevention Agenda 

 

Hospital for Special Surgery (HSS) is a recognized leader in musculoskeletal medicine and has 

been so for more than a century. During this time, HSS has established an ongoing commitment 

to both physical and general wellness, patient care, research, professional education and 

community programming.  HSS’s vast knowledge capital, health care leadership, experience 

working in New York’s multi-cultural environment, and strong partnerships have been integral 

to implementing and sustaining initiatives that improve the health and quality of life of the 

diverse community it serves. Given our depth of leadership, knowledge and experience, HSS is 

well positioned to help advance the New York State Department of Health’s (NYSDOH) 

Prevention Agenda 2013-2018 through its Comprehensive Three-Year Community Service Plan 

(CSP).  HSS’ plan will focus on the Preventing Chronic Disease Priority Area where we will 

concentrate on musculoskeletal and rheumatologic conditions, our areas of expertise. The nine 

programs outlined in the CSP will contribute to the DOH’s Reduce obesity in children and 

adults and Increase access to high-quality chronic disease preventive care and management 

in clinical and community settings focus areas.     

 

Section 1:  Mission Statement  

HSS’s commitment to providing the highest quality of care to its patients and improving the 

quality of life and mobility of the communities it serves is articulated in its Mission, Vision and 

Values statements, which are reviewed annually by the Hospital’s Board of Trustees.   

 

Mission  

The Mission of HSS is to provide the highest quality patient care, improve mobility, and enhance 

the quality of life for all, while advancing the science of orthopedic surgery, rheumatology, and 

their related disciplines through research and education. We do this regardless of race, color, 

creed, sexual orientation, or ethnic origin. 

 

Vision 

The Vision of HSS is to lead the world as the most innovative source of medical care, the 

premier research institution, and the most trusted educator in the field of orthopedics, 

rheumatology, and their related disciplines. 

 

Values 

HSS sets and adheres to the highest possible standards based on excellence, integrity, teamwork, 

creativity and passion. 

 

The Hospital’s Mission, Vision and Values are the foundation that drive HSS’s efforts to provide 

the highest quality care – inclusively, with cultural sensitivity and without discrimination – to 

both patients and the public.  This is accomplished by working collaboratively with its extensive 

community partners, empowering the community through in-depth support, outreach initiatives, 

and ongoing education and training on diverse populations (race, ethnicity, religion, and sexual 

orientation) while positioning itself to be the most trusted educator.     
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Section 2:  Definition and Description of Community Served 

 

Founded in 1863, HSS is the nation’s oldest orthopedic hospital, world-renowned for its 

expertise in musculoskeletal and rheumatologic conditions. As an academic medical center and 

specialty hospital focused on musculoskeletal patient care primarily in the fields of orthopedics 

and rheumatology, HSS has established an ongoing commitment to physical wellness and 

providing patients with the highest standards of health care. HSS recognizes that the need for 

community outreach and service continues to grow, especially in the context of an increasingly 

diverse community and rapidly aging baby boomer generation.  The Hospital’s commitment to 

community service – exemplified by its history of implementing initiatives that provide the 

highest level of care to patients and improving the health of the public – has continued for over a 

century and resonates with the health needs of many New Yorkers, particularly culturally diverse 

communities, LGBT, children and older adults.   

 

HSS’ primary service area consists of the five boroughs of New York City (NYC) - Manhattan, 

Bronx, Brooklyn, Queens and Staten Island; while its secondary service area comprise of 

suburban areas in Northern NY  including North and Central New Jersey, Connecticut and Long 

Island. However, given its specialized focus on musculoskeletal and rheumatologic care, the 

Hospital’s reach and impact extend beyond its immediate service area to communities around the 

world.   

 

Review of Public Health Data 

To better understand the health needs of the population we are serving, secondary data was 

reviewed at the national, state and city level to identify gaps and health disparities that exist. The 

data sources reviewed include: 

 Prevention Agenda 2013‐17 indicators 

 Community Health Indicator Reports 

 Behavioral Risk Factor Surveillance System (BRFSS)  

 U.S. Census Fact Finder (2014)  

 NYC Health Department Community Health Profiles 2015   

The need for community outreach and health prevention programs in NYC, particularly in areas 

where health disparities and poverty are prevalent, is evident given the City’s increasingly 

diverse and aging population (race, ethnicity, religion, sexual orientation and gender identity). 

Nearly one-fifth of NYC residents live below the federal poverty level. According to 2014 

census data, the NYC community consists of 8,354,889 people (42% of the State’s population), 

which is comprised of 44% White, 29% Hispanic, 26% Black and 14% Asian residents. 

Moreover, the data suggest that immigrants remain attracted to NYC – between 2010 and 2014, 

37% of the City’s population was foreign-born. At the same time, the older adult population 

continues to grow – the NYC Department of Planning projects that over 44% of the City’s 

population will be age 65 and older by the year 2030. In fact, the Hispanic older adult population 

increased by 42% between 2000 and 2010. 

The majority of the residents in our primary service area were women (56.5%), White (84.1%) 

and high school graduates (97.1%) with a median age of 40.3; while 22.3% of the population on 
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the Upper East Side was age 65+ which is 10% more than that of New York City (12.1%).  The 

percentage of the uninsured population on the Upper East Side (4.0%) was also lower than New 

York City (13.5%). In addition, 18% of its population is composed of adults ages 65 and older, 

which represents the highest group in Manhattan. Hospitalizations for falls, particularly fall-

related hip fractures, among older adults are more common (40% higher) on the Upper East Side 

than in the City overall. More than one in three adults aged 65 and older fall each year with falls 

being the leading cause of injury death among older adults.  

HSS has remained dedicated to improving the health of communities where dramatic health 

disparities exist in our primary service area. According to the NYC Department of Health and 

Mental Hygiene (DOHMH) Community Health Profiles, the following health disparities exist: 

 The birth rate to teenage mothers is higher in Inwood/Washington Heights than in 

Manhattan and NYC overall 

 One in three adults in East Harlem is obese, which represents the highest group in 

Manhattan.  Black and Hispanic residents are more likely to be obese, and residents in 

East Harlem are less like to engage in physical activity than residents of Manhattan as a 

whole 

 One in five Inwood/Washington Heights adults is obese, and one half of adults do not 

participate in any physical activity 

HSS is also dedicated to improving the health of Asian communities residing in Chinatown, Manhattan 

and Flushing, Queens. The Asian American community is the fastest growing racial group in the United 

States.  New York State has the second largest Asian population behind California, estimated at 1.8 

million in 2014.  More than 70% of Asian New Yorkers live in NYC, making up 15% of the city’s total 

population, up from 11% in 2000.
1

  New York City is also the leading place in the United States where the 

Asians reside.
2
 As a community, Asians in NYC are primarily an immigrant population that is rich in 

cultural and linguistic diversity
3
. According to the NYC Department of Health and Mental Hygiene 

(DOHMH) Community Health Profiles and the American Community Survey 2014, additional health 

disparities highlighted below exist among the Asian population in Chinatown, the Lower East Side as well 

as Flushing, Queens: 

 Less than half of Lower East Side adults (48%) are meeting Centers for Disease Control and 

Prevention (CDC) physical activity recommendations of exercising at least three days per week 

 The poverty rate for Chinatown is 28%, significantly higher than that in Manhattan (18%) 

and NYC (21%) 

 Uninsured rate and public insured rate are higher in Chinatown and Flushing than in 

NYC 

o Almost half (42%) of the population in Lower East Side, Chinatown only have 

Medicaid as health insurance, 20% higher than NYC 

o 26.3% of the population in Flushing were uninsured, higher than NYC, NY state 

and US overall 

  

                                                           
1 U.S. Census (2014), American Community Survey, retrieved from: http://factfinder.census.gov/faces/nav/jsf/pages/community_facts.xhtml 
2Hoeffel EM, Rastogi S., Kim MO, Shahid H. The Asian population: 2010; 2010 Census Briefs. March 2012. 
3 Asian American Federation (2013). Asian Americans of the Empire State: Growing Diversity and Common Needs. New York, NY 

http://factfinder.census.gov/faces/nav/jsf/pages/community_facts.xhtml
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o More than a quarter of Asian New Yorkers are economically poor, and a large 

proportion of working-poor who are multiple wage earners with low individual 

incomes to support a household 

 Close to 40% reported “speaking English less than very well”, as compared to 16% of the 

entire population living in New York City 

 Flushing, Queens (47%) and the Lower East side (30%) has the highest Limited English 

Proficiency (LEP) in NYC and Manhattan respectively 

 Among those ages 18-64, language barriers are experienced by 63% of the Chinese, 54% 

of the Koreans, and 54% of the Bangladeshi 

Section 3: Public Participation 

Public participation is essential to shaping and informing HSS community education, wellness, 

support and outreach initiatives and is accomplished in various ways. In engaging the public, we 

adopted a three-pronged approach taking into consideration input from community members 

through 1) A community health needs assessment (CHNA), 2) CHNA community forums, and 3) 

community partner engagement meetings. This approach has enabled HSS to foster a 

collaborative environment where input and feedback from our varied constituents, including 

community members, patients, physicians, staff and community/academic partners provided 

valuable insight into the public’s needs, helping to identify gaps and future programming areas. 

Details of how we engaged our community members in the assessment and selection of health 

priorities are discussed in section 4 below. 

 

Section 4: Assessment and Selection of Public Health Priorities 

 

Grounded in its commitment to the public, HSS believes that an ongoing exchange of 

information between its staff, community partners and members of the public along with the use 

of relevant national, state and city health data and ongoing community needs assessments is 

critical to its mission. Furthermore, HSS places paramount importance on ensuring that the 

development, modification and expansion of its community health initiatives are based on a 

collaborative process, and that these programs meet the constantly changing healthcare needs of 

a diverse and aging community. To this end, we facilitated a joint approach from various parties 

to understand the needs of the community, which were utilized to guide the selection of its CSP 

health priority, focus areas and programming. Existing infrastructure, support, and funding were 

also considered in the selection process.  

 

The following delineates the process by which HSS integrated information derived from various 

parties in its assessment and selection of public health priorities: 

 

Review of Public Health Data 

Selection of health indicators was based on a review of available national, state and local data 

along with health indicators that focus on musculoskeletal/rheumatologic conditions among the 

HSS patient community. An in-depth analysis of public health needs provided a broad array of 

health information that served as the basis for the community health needs assessment. Upon 

review of health indicators related to health status and quality of life, chronic conditions, 

preventive care, use and access to health care, and health behavior and lifestyle, we decided to 
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focus on indicators specific to musculoskeletal and rheumatologic care given our area of 

specialty.   

  

CHNA Overview and Methodology  

HSS conducted an anonymous, large-scale Community Health Needs Assessment (CHNA) 

survey between March 1, 2016 and April 15, 2016. The purpose of the survey was to determine 

our community’s health care, educational and support needs in relation to muscle, bone and joint 

health in order to: 1) guide strategic planning; 2) inform our education, outreach and support 

programs; 3) determine any gaps that may exist in current programming; and 4) select the public 

health priorities of the CSP to support the statewide prevention agenda. The CHNA survey 

explored several aspects of the HSS community which includes (1) health status and quality of 

life; (2) health behavior and lifestyle; (3) use of and access to care; and (4) socio-demographic 

characteristics. In an effort to reach the medically underserved population, an oversampling 

approach was used in selecting zip codes identified as Medically Underserved Areas (MUA) 

derived from the U.S. Department of Health and Human Services 

(http://www.hrsa.gov/shortage/mua/index.html). 

 

A 54-question survey was developed through a collective effort by a five-member HSS CHNA 

steering committee, community partners, internal stakeholders and the public. The CHNA 

steering committee identified validated research questions to be addressed, drafted the individual 

survey questions, and identified community partners and internal stakeholders to review and 

provide input to survey development. Collaboration with the public, community partners and 

internal stakeholders was crucial to the success of this survey with valuable feedback provided 

on survey construction and length. In addition, we elicited public input about survey 

development, relevance, and translations to ensure they were culturally appropriate. Health 

literacy levels were also taken into account. In an effort to reach a culturally diverse community, 

the survey was translated into Spanish and Chinese using a culturally sensitive back translation 

approach.  

 

The survey was administered via five methods; mail, email, web, social media and in-person. 

Ultimately, 3,128 surveys were completed during the six-week survey period. Of all the 3,128 

responses, the majority were completed by email (58%) followed by mail (29%), in-person 

(11%), and the web (3%).   

 

CHNA Results 

In our total sample, the majority of respondents were white females (74%) with a mean age of 

63.5, college graduates (50%), more likely to earn over $50,000 of annual household income 

(64%) and had private insurance (43%). However, in our sub-samples that represent our patient 

population from the Ambulatory Care Centers (ACC) and respondents from MUAs, majority 

were from racially/ethnically diverse communities with lower socio-economic backgrounds. 

Specifically, respondents in the ACC and MUAs sub-samples were more racially diverse (only 

44% were whites for both samples, and 66% and 55% non-white respectively), less educated 

(9% and 29% were college graduates respectively), more likely to earn less than $50,000 of 

annual household income (72% and 58% respectively) and had public insurance or no insurance 

(86% and 38% respectively).  

 

http://www.hrsa.gov/shortage/mua/index.html
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The following summarizes the major findings from the CHNA survey:  

 The leading musculoskeletal conditions in the community were Osteoarthritis (55%), 

some other form of arthritis (30%) and Osteoporosis (28%) respectively. 

 Gender differences were seen in musculoskeletal conditions with females being more 

likely to have OA (60%; p ≤ 0.001), Osteoporosis (35%; p ≤ 0.001), Rheumatoid 

Arthritis (23%; p ≤ 0.05), Lupus (12%; p ≤ 0.001), and Fibromyalgia (12%; p ≤ 0.001); 

while Gout (11%; p ≤ 0.001) was more common among males 

 Racial/ethnic disparities were also found with RA being more prevalent in American 

Indians (54%; p ≤ 0.001) and African Americans (42%; p ≤ 0.001); Lupus in Native 

Hawaiians (25%; p ≤ 0.001), African Americans (25%; p ≤ 0.001 and Asians (19%; p ≤ 

0.001) 

 Age disparities were also found in musculoskeletal conditions with adults aged 76-85 

years (74%; p ≤ 0.001) and >85 years (69%; p ≤ 0.001) being more likely to have 

Osteoarthritis 

 Among respondents diagnosed with a musculoskeletal condition, the most reported 

symptoms were joint/bone pains or aches (88%), stiffness (82%), muscle pains or aches 

(80%) and fatigue (66%)  

 Half of the respondents (50%) reported some pain interference with usual/daily activities 

with a majority (67%) indicating that stooping, bending or kneeling as the top difficulty 

 One-quarter of respondents fell in the past year with 66% not informing their healthcare 

provider about their falls 

 Lack of physical activity was found in the community with only 23% and 22% meeting 

CDC recommended levels of moderate and vigorous physical activity respectively 

 Asians (74%; p ≤ 0.001) and American Indians (56%; p ≤ 0.001) were more likely to be 

told by their doctor to engage in physical activity/exercise  

 For diet, 32% had been told by their doctor in the past 12 months to lose weight 

 While 94% of respondents stated that they generally followed their provider’s medical 

advice, common barriers to adherence were concerns about side effects and feeling that 

treatment would not help. Also, cultural barriers to medical adherence were reported 

among Asians and African Americans 

 Nearly half of the respondents (48%) felt confident in managing symptoms of their 

conditions 

 Lack of confidence in managing conditions was found among respondents with 

Osteoarthritis (p ≤ 0.001), Osteoporosis (p ≤ 0.001) Rheumatoid arthritis (p ≤ 0.001), 

Lupus (p ≤ 0.01), Fibromyalgia (p ≤ 0.001), Gout (p ≤ 0.01) and some other form of 

arthritis (p ≤ 0.001)  

 Racial/ethnic disparities were associated with health literacy where Asians (17%; p ≤ 

0.001) and Hispanics/Latinos (16%; p ≤ 0.001) rated their spoken English as “Poor” 

 Racial/ethnic disparities were found to be associated low provider- patient 

communication with Native Hawaiians (40%: p ≤ 0.001) and Asians (32%; p ≤ 0.001) 

being less likely to ask their provider about treatment. Also Asians (46%; p ≤ 0.001) were 

less likely to discuss personal problems with their provider    

 There is a lack of educational awareness in the community with almost three-quarter of 

respondents (74%) indicating that they had not taken an educational course or class to 

learn how to manage their bone, muscle and joint health/condition 
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 Participating in exercise classes was the most preferred health education activity among 

half of the respondents, followed by web-based lectures (35%) and onsite lectures (32%). 

 

Full CHNA survey results are available in Appendix A. 

 

Engagement of Internal Stakeholders 

Recognizing that the development of community health programming requires a concerted effort 

by all members of the organization, we involved various representatives from HSS departments 

in guiding the selection of the health priorities for the CSP.  In doing so, HSS set the foundation 

for internal stakeholders to drive and support the design, implementation, and evaluation of 

programs included in the CSP from inception. Moreover, the knowledge and experience of 

physicians, nurses, social workers and other staff that have a vested interest in serving the 

community helped to inform the direction of these programs.  

 

A CSP taskforce was developed from members of HSS Departments of Public and Patient 

Education, Social Work Programs and Nursing to discuss possible directions for CSP health 

priorities using results from the CHNA.  These meetings, which were held on 03/15/2016, 

04/18/16, 04/25/16, 05/10/16 and 06/16/16, also explored areas for implementing CSP initiatives 

that were informed by members’ awareness of community needs and results of the CHNA.  

 

An internal stakeholder meeting was held on May 26, 2016 with 15 participants from various 

departments in HSS to discuss CHNA results and CSP priority area selection. There was 

consensus among all present at internal stakeholders meeting that Chronic Disease was most 

appropriate for HSS’s health priority, and that obesity and increasing access to high quality 

chronic disease preventive care and management should be the Hospital’s two CSP focus areas. 

 

Engagement of Community Partners  

Community partners were involved in the needs identification, planning, and implementation of 

community health programs. Specifically, these community partners include: 

• Greater New York Hospital Association (GNYHA) 

• New York City Department of Health  

• Arthritis Foundation – New York Chapter 

• Clinical & Translational Science Center (CTSC) – Weill Cornell Medicine  

• Memorial Sloan Kettering Cancer Center 

• New York Presbyterian Hospital 

• Lenox Hill Neighborhood House 

• Medicare Rights Center 

• NYC DOHMH – Office of Policy, Planning and Strategic Data Use 

• New York City Department of Aging 

• S.L.E. Lupus Foundation 

• Mount Sinai Adolescent Health Center 

• Self – Help Innovative Senior 

• Charles B Wang Community Health Center 

• Isabella Geriatric 

• Touro College Graduate School of Social Work 

• NYCHHC Central Office 
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Feedback from community partner organizations was critical to driving the assessment and 

selection of public health priorities for HSS. Using results of the CHNA as the basis for the 

discussions, this process provided HSS and its partners with the opportunity to exchange 

valuable information regarding community needs, explore areas for future collaboration, and 

solidify a mutual commitment to advancing public health. Furthermore, community partner 

knowledge of their respective community needs helped to identify gaps in community 

programming – or more specifically, areas where HSS could use its expertise to make a lasting 

public health impact. 

 

HSS met with the Greater New York Hospital Association (GNYHA), a trade association, to 

inform the structure and process for selecting its public health priorities. In-person meetings and 

conference calls with GNYHA were held on 07/21/15, 07/28/15, 01/15/16, 03/11/16, 04/8/16, 

04/13/16, 04/28/16, and 05/09/16 to discuss the NYS DOH CSP requirements and federal 

requirements for the CHNA. GNYHA also provided guidance and clarification regarding 

specific CSP requirements. 

 

We also attended one of the 29 community consultations hosted by the NYC DOHMH Take 

Care New York on January 26, 2016 in Central Harlem to foster continued partnership in 

improving health needs of New Yorkers. These community consultations provided New Yorkers 

the opportunity to rank health indicators outlined in the TCNY 2020, and discuss health goals of 

the community and resources that help meet these goals. Our involvement in this process 

provided valuable insight into the public’s needs and helped in guiding the selection of public 

health priorities to ensure it resonates with the health care needs of New Yorkers. In addressing 

the NYS prevention agenda, conference calls and in-person meetings were held with the 

NYCDOH on 03/21/16, 04/18/16 and 06/08/16 to explore areas of partnership. 

 

Furthermore, a community partners meeting was held on May 25, 2016. Nine individuals from 

the community partner organizations (outlined above) attended this meeting at which we shared 

the CHNA results, elicited feedback and ranked health issues according to the communities they 

serve. CHNA results were received positively and there was extensive discussion about how 

results accurately depicted the various communities served and how these results could be used 

to impact the community at large. Specifically, there were discussions about access to 

educational programs and ways in which HSS could extend the reach of its programs (see 

Appendix B for Summary of Community Partners Meeting). Based on ranking of health needs 

among community partners in accordance with communities they serve, below highlights the top 

five health priorities identified:  

 

1. Joint/ Bone pain 

2. Falls 

3. Osteoarthritis 

4. Fatigue 

5. Muscle pain 
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CHNA Community Forums  

To further HSS’ commitment to developing programs that improve community health, obtaining 

feedback from the public and patient community was also instrumental in driving the Hospital’s 

selection of its public health priorities. To that end, four community forums were held to allow 

community members an opportunity to prioritize health needs which provided HSS with the 

appropriate direction in selecting its CSP health priorities. The main communication channel for 

notifying the public about the forums were through flyers distributed at HSS community 

programs and outpatient clinics and posting on digital media (web, Facebook and twitter). In 

addition, announcements were made during public and patient programs held at HSS, and a 

poster was strategically placed in a high traffic area of the Hospital to publicize the meeting. 

Furthermore, HSS partnered with Senior Centers in Manhattan and Chinatown to advertise 

community forums to their community members. Specific dates, locations, and attendance for 

these Community forums were as follows: 

 May 17, 2016 at Lenox Hill Neighborhood House, Manhattan (11 people present) 

 May 21, 2016 at the Living Healthy with Lupus Workshop, HSS (50 people present) 

 May 23, 2016 at Chinatown Community Center, Visiting Nurses Services New York (35 

people present) 

 May 25, 2016 at the Senior Health and Fitness Day, HSS (17 people present) 

 

Community members were asked to rank the health needs most important to them and give their 

perspective on community health issues in an open discussion. Although ranking of health issues 

differed by location as seen in Table 1 below, one consistent theme across all community forums 

was the need for additional educational programs to help prevent and manage muscle, bone and 

joint health conditions.    
 

 

Table 1: Ranking Results  

 Lenox Hill 

Neighborhood 

House  

Senior Health 

and Fitness Day, 

HSS  

Living Healthy 

with Lupus 

Workshop, HSS 

Chinatown 

Community 

Center, VNSNY  

1 Osteoporosis Joint/ Bone pain Joint/ Bone pain Osteoarthritis 

2 

Fatigue/Stress/ 

Rheumatoid 

Arthritis 
 

Obesity Falls 
Rheumatoid 

Arthritis 

3 Muscle pain Mental Health Osteoarthritis Osteoporosis 

4 Stiffness Stress Fatigue Joint/ Bone pain 

5 Obesity Poor Diet Muscle pain Muscle pain 

 

Summaries of Community Forums are available for review in Appendix C. 
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NYSDOH’s Prevention Agenda 2013-2018 

Based on the process outlined above, we integrated all information derived from our staff, 

community partners and members of the public to ensure that the selection of public health 

priorities addresses the health care needs of our community. HSS has chosen to focus on 

Preventing Chronic Disease, where it will concentrate on musculoskeletal and rheumatologic 

conditions, and focus on  

 Reducing obesity in children and adults (Focus Area #1) and  

 Increasing access to high quality chronic disease preventive care and management in both 

clinical and community settings (Focus Area #2).  

 

HSS solidified the need for programs that improve the community’s diet and increase 

engagement in physical activity to combat obesity among children and adults; examined specific 

communities in need of chronic disease preventive care and management (including older adults, 

diverse communities and lower-income groups); and supported the need for programs that 

provide culturally-relevant education regarding muscle, bone and joint health.  Furthermore, the 

need to focus on Chronic Disease as its priority area with a concentration on the obesity and high 

quality chronic disease preventive focus area resonates with the Hopsital’s mission and is in 

alignment with pressing public health needs. 

 

Rationale and Supporting Data  
 

Focus Area 1: Reduce obesity in children and adults 

Given its area of specialty, the Hospital understands that maintaining a healthy weight and being 

physically active play an important role in the development and strength of bones and muscles 

throughout life. Bone and cartilage in children are continuously developing; however, the excess 

weight of obesity erodes weight-bearing joints and results in musculoskeletal health issues that 

may continue into adulthood.
4
 Physical activity may be used to reduce the risk of obesity and 

alleviate symptoms of musculoskeletal conditions such as osteoarthritis (OA) and osteoporosis 

(OP).   

 

Public health data demonstrate that a reduction in obesity among children and adults is greatly 

needed. Compared with 25% of state residents, 56% of NYC’s adults are overweight or obese.
5
  

Moreover, data show that obesity begins early in life: nearly half of all elementary school 

children and Head Start children are not a healthy weight.  In New York City, 1 in 5 kindergarten 

students, and 1 in 4 Head Start children, is obese.
6
  Health disparities exist among racial/ethnic 

groups in obesity prevalence among American children and adolescents.  Compared with Whites, 

higher obesity rates have been found among Blacks (48%) and Hispanics/Latinos (43%).
7
  In 

addition, nearly 1 in 3 Hispanic/Latino children and 14% of Asian children in NYC elementary 

schools are classified as obese
8
. Studies have suggested factors accounting for the increase of 

obesity include unhealthy eating habits, sedentary lifestyles, and inequitable economic conditions 

                                                           
4 Bowen, J.R., Assis, M., Sinha, K., Hassink, S., & Littleton. A. (2009). Associations among slipped capital femoral epiphysis, tibia vara, and type 2 juvenile diabetes. 

Journal of Pediatric Orthopedics, 29(4), 341-344.   
5 NYS DOH. (2015). Obesity statistics in NYC. Retrieved from http://www.health.state.ny.us/statistics/prevention/obesity/county/newyorkcity.htm. 
6 Thorpe, L.E., List, D.G., Marx, T., May, L. Helgerson, S.D., & Frieden, T.R. (2004). Childhood obesity in NYC elementary school students. American Journal of 

Public Health, 94(9), 1496-1500. 
7 CDC. (2015). CDC features: Obesity Data. Retrieved from http://www.cdc.gov/obesity/data/adult.html 
8   Helmick, C.G., Felson, D.T., Lawrence, R.C., Gabriel, C., Hirsch, R., Kwoh, C. K., et al, for the National Arthritis Data Workgroup. (2008).  

Estimates of the prevalence of arthritis and other rheumatic conditions in the United States: Part I. Arthritis and Rheumatism, 5, 15-25.   

http://www.health.state.ny.us/statistics/prevention/obesity/county/newyorkcity.htm
http://www.cdc.gov/obesity/data/adult.html


12 
 

in some neighborhoods that have reduced access to healthy foods and diminished access to safe 

places to play and exercise.
9
  These alarming trends illustrate that there is a strong need for a 

multifaceted approach to reducing obesity in children by improving the diet and exercise levels 

of the entire family, which HSS has incorporated into its obesity-focused programming. 

 

Results from the Hospital’s CHNA also suggest that nutrition and physical activity are health 

concerns among members of the HSS community.  Specifically, 20% of the total sample rated 

their diet negatively, and only 22% were meeting CDC recommended guidelines for vigorous 

physical activity.  Nevertheless, 53% had received medical instructions to do more physical 

activity and 32% had been told to lose weight.  Associations were found between barriers to 

healthy eating and socio-economic status, such as race, ethnicity, level of education and 

household income. 

 

Focus Area 2: Increase access to high quality chronic disease preventive care and management 

in both clinical and community settings 

 

Extensive literature has shown that many individuals with chronic musculoskeletal and 

rheumatologic conditions, including older adults and lower-income, ethnically diverse 

individuals, are in need of chronic disease preventive care and management education and 

exercise programming in both clinical and community settings.  To support these needs, HSS 

aims to provide programs and services to assist people with managing these concerns and 

empowering them to keep active and maintain a healthy lifestyle.  

 

Public health data show that musculoskeletal and rheumatologic conditions are important 

concerns on the national and local level, and older adults and ethnically diverse individuals are 

disproportionately affected by these issues. During 2010–2012, an estimated 52.5 million 

(22.7%) adults in the United States reported doctor-diagnosed arthritis, and 22.7 million (9.8%) 

reported arthritis-attributable activity limitation (AAAL) (43.2% of those with arthritis).  OA, 

which is the leading cause of disability in the US (affecting 27 million Americans
 
and 22% of 

New Yorkers), affects nearly half of older Americans,
10

 while all racial/ethnic groups have the 

condition: 34.3 million Whites, 4.4 million Blacks, and 2.6 million Hispanic/Latinos.
11

 In 

addition, OP is the leading cause of fractures in the aging population, affecting nearly 10 million 

Americans and about half of all women older than 50, and up to one in four men.
12

  Research has 

shown that Asian women are at increased risk for developing OP given their tendency for having 

lower bone mass and avoidance of dairy consumption due to lactose intolerance.
13

  

 

Furthermore, individuals suffering from Systemic Lupus Erythematosus (SLE) which is a life-

threatening, multi-system autoimmune illness, disproportionately affects African Americans, 

Asians, and Latinos. Research demonstrates that these communities experience significant health 

disparities in illness severity and outcomes. Specifically, peer-reviewed literature has 

consistently demonstrated health disparities regarding prevalence, clinical features, disease 

                                                           
9 NYC DOHMH. (2010). Childhood overweight, physical activity, and “screentime” in NYC. Epi Data Brief, 1. 
10 CDC. (2013). Prevalence of doctor-diagnosed arthritis and arthritis-attributable activity limitation – United States, 2010-2012. MMWR, 55, 1089-1092.  
11 CDC. (2001). Prevalence of disabilities and associated health conditions – US 1999.MMWR, 50, 120-125.  
12 National Osteoporosis Foundation (NOF). What is osteoporosis? Retrieved from http://nof.org/articles/7 
13 National Institute of Arthritis and Musculoskeletal and Skin Diseases. (2012). Osteoporosis and Asian American women. Retrieved from 

http://www.niams.nih.gov/Health_Info/Bone/ Osteoporosis/Background/asian_american_women.asp  

http://www.niams.nih.gov/Health_Info/Bone/%20Osteoporosis/Background/asian_american_women.asp
http://nof.org/articles/7
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severity and mortality rates among African Americans, Hispanics/Latinos and Asians with lupus.  

In addition, gender disparities are also seen with SLE disproportionately affecting women nine 

times more than men; however, males with SLE represent 4-22% of all SLE patients
14

. Health 

disparities related to reproductive/sexual health and SLE points to the need for coordinated 

interventions.
15

 Effective reproductive health care is crucial for adolescents/young adults with 

SLE, given the high risk of sexually transmitted infections (STI) that often makes medical 

management of SLE complex. These issues are even more magnified for males with SLE, 

because males tend to seek medical attention less than women.
16

 Lupus mortality is associated 

with disease severity, and social factors such as lower social-economic status and health access. 

Research has shown that education, psychosocial and peer-based interventions have 

demonstrated improvement in knowledge, health-directed behaviors, self-efficacy, and social 

support as these factors relate to in chronic disease, and more specifically lupus self-

management
17

. 

 

Inflammatory Arthritis (IA) includes a group of complex chronic, progressive systemic 

inflammatory with the most prevalent of the inflammatory arthritis being Rheumatoid Arthritis 

(RA) (1.5 million nationally)
18

; Ankylosing Spondylitis (AS) (2.7 million)
19

; Psoriatic Arthritis 

(PsA) (2.25 million)
20

 and Gout (8.3 million)
21

. While these conditions have unique, distinct 

manifestations, they all share common symptoms of progressive joint damage and pain, and, in 

all but gout, debilitating fatigue. These symptoms have great impact on physical and 

psychosocial functioning, resulting in profound impact on family, social and work roles
222324

. 

Studies indicate significant health disparities, including a higher prevalence of depression and 

depressive symptoms among vulnerable Hispanic patients with RA, compounded by a cultural 

reluctance to seek treatment for mental health issues.
25

 A growing body of research points to the 

need for essential disease-specific information and psychosocial support for inflammatory 

arthritis patients in order to improve disease management, treatment adherence and 

psychological well-being.  
 

Research has also shown that many older adults are in need of better chronic disease preventive 

care and management education and exercise programming. The CDC has reported that 

approximately 80% of the older adults had one or more chronic health conditions. Half of the 

                                                           
14  Lu, L., Wallace, D. J., Ishimori, M. L., Scofield, R. H., & Weisman, M. H. (2009). Review: Male systemic lupus erythematosus: A review of sex disparities in this 

disease. Lupus, 19(2), 119-129. doi:10.1177/0961203309350755 
15  Lu, L., Wallace, D. J., Ishimori, M. L., Scofield, R. H., & Weisman, M. H. (2009). Review: Male systemic lupus erythematosus: A review of sex disparities in this 

disease. Lupus, 19(2), 119-129. doi:10.1177/0961203309350755 
16 Lu, L., Wallace, D. J., Ishimori, M. L., Scofield, R. H., & Weisman, M. H. (2009). Review: Male systemic lupus erythematosus: A review of sex disparities in this 

disease. Lupus, 19(2), 119-129. doi:10.1177/0961203309350755 
17 Lu, L., Wallace, D. J., Ishimori, M. L., Scofield, R. H., & Weisman, M. H. (2009). Review: Male systemic lupus erythematosus: A review of sex disparities in this 

disease. Lupus, 19(2), 119-129. doi:10.1177/0961203309350755 
18 Centers for Disease Control and Prevention. Arthritis-Related Statistics, http://www.cdc.gov/arthritis/data_statistics/arthritis-related-stats.htm 
19Center of Disease Control's National Health and Nutrition Examination Survey (NHANES) program  
20 Estimated that 7.5 million people have Psoriasis (National Psoriasis Foundation). Recent studies suggest that of these, approximately 30% develop PsA  Gladman, 

DD, Antoni, C, Mease, P, Clegg, DO, Nash, P. Ann Rheum Dis 2005;64:ii14-1117 
21   Lu, L., Wallace, D. J., Ishimori, M. L., Scofield, R. H., & Weisman, M. H. (2009). Review: Male systemic lupus erythematosus: A review of sex disparities in this 

disease. Lupus, 19(2), 119-129. doi:10.1177/0961203309350755 
22Dures, E, Almeida, C, Caesley, J, Peterson, A, Ambler, N, Morris, M, et al. Extended report: Patient preferences for psychological support in inflammatory arthritis: 

A multicentre survey. Ann Rheum Dis, 2014 
23Evers, WM, Kraaimaat, FW, van Riel, PLCM, de Jong, AJL. Tailored cognitive-behavioral therapy in early rheumatoid arthritis for patients at risk: a randomized 

control trial. Pain 100, 2002; 143-153  
24 Kotsis, K, Voulgari, P, Tsifetaki, N, Machado, MO, Carvalho, AF, Creed, F, et al. Anxiety and depressive symptoms and illness perceptions in psoriatic arthritis and 

associations with physical health-related quality of life. Arthritis Care Res, 2012; 64:10:1593–1601. First published online: 27 Sep 2012 
25 Withers, M, Moran, R, Nicassio, P, Weisman, MH, Karpouzas, GA. Perspectives of vulnerable US Hispanics: awareness, barriers to disclosure, and treatment 

options. Arthritis Care Res, 2015; 67: 484-492 

http://www.cdc.gov/arthritis/data_statistics/arthritis-related-stats.htm
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adults had two or more chronic health conditions,
26

 yet the vast majority does not make major 

lifestyle changes following diagnosis of a serious chronic disease, either in the short term or long 

term.
27

  This suggests that many older adults miss the opportunity to take critical steps to 

manage, and often prevent, chronic conditions.  In addition, national surveys demonstrate that 

many older Americans do not engage in regular leisure-time physical activity and their diet is far 

below the levels recommended for optimal muscle and bone health.
28

  Interestingly, however, in 

2013, more older adults in NYC were physically active (31%) than older adults nationally 

(25%).
29

  Given the importance of physical activity in combating obesity, maintaining general 

well-being, and optimizing mobility, HSS is dedicated to providing the older adult community 

with the educational and exercise programming needed to help prevent and manage 

musculoskeletal and rheumatologic issues. In addition, ethnically diverse older adults are most at 

risks for experiencing ineffective communication with healthcare providers and decreased 

treatment adherence.
30

 With 463,000 older immigrant residents, NYC has by far the largest 

foreign-born senior population of any city in the U.S. Given the tremendous growth in the 

immigrant senior population, immigrants will comprise the majority of New York’s seniors 

within five to ten years. Language barriers, reduced access to health care, low socioeconomic 

status, and differing cultural norms are major challenges to promoting health in an increasingly 

diverse older population. In this light, experts recommend that health-related communication 

need to be tailored to understand and address specific cultural, language and beliefs to insure 

health equity. Healthcare professionals must take responsibility for improving written and 

spoken communication, enhance patient self-management and empowerment, strengthen and use 

support systems and resources, understand attributes of health literate organizations, and put into 

practice strategies to improve health literacy of the populations we serve.   
 

Additionally, the need for culturally-relevant education regarding chronic disease preventive care 

and management is evident in the literature.  Research has suggested that ethnically diverse 

communities encounter linguistic/cultural barriers to healthcare and therefore may miss 

opportunities to learn how to prevent and manage their chronic conditions.  For example, studies 

have shown that language and cultural barriers limit satisfactory health care for many Asians, 

who generally lack access to recommended levels of prevention, counseling, and medical care 

they need.  Furthermore, limited English proficiency is a major issue and contributor to a lack of 

knowledge regarding the prevention and management of musculoskeletal health issues, as data 

has shown that 38% of Asians have limited English proficiency, compared to 16% of the entire 

NYC population.
31

  

 

The Hospital’s CHNA results revealed that chronic disease preventive care, management 

education and exercise programming are greatly needed, particularly among underserved 

communities which are affected by health disparities.  The need was further demonstrated among 

older adults and Asians. For instance, Osteoarthritis and some other form of arthritis were the 

                                                           
26 Ward BW, Schiller JS, Goodman RA. Multiple chronic conditions among US adults: a 2012 update. Prev Chronic Dis.2014;11:130389. 

DOI: http://dx.doi.org/10.5888/pcd11.130389 
27 Newsom, J.T., Huguet, N., McCarthy, M.J., Ramage-Morin, P., Kaplan, M.S., Bernier, J., McFarland, B.H., & Odekirk, J. (2012). Health behavior change following 

chronic illness in middle and later life. The Journals of Gerontology, Series B: Psychological and Social Sciences, 67(3), 279-288. 
28 Wright, J.D., Wang, C.Y., Kennedy-Stevenson, J., & Ervin, R.B. (2003). Dietary intakes of ten key nutrients for public health, United States: 1999-2000. Adv Data, 

334, 104. Hyattsville, MD: National Center on Health Statistics. 
29 NYC DOHMH. (2010). Health of older New Yorkers. NYC Vital Signs, 8(4). 
30 Health Literacy: A Prescription to End Confusion  https://iom.nationalacademies.org/Reports/2004/Health-Literacy-A-Prescription-to-End-Confusion.aspx) 
31 Asian American Federation (2013). Asian Americans of the Empire State: Growing Diversity and Common Needs. New York, NY. 

http://dx.doi.org/10.5888/pcd11.130389
https://iom.nationalacademies.org/Reports/2004/Health-Literacy-A-Prescription-to-End-Confusion.aspx
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leading conditions reported among those surveyed (affecting 55% and 30% of respondents, 

respectively) and were more common among older adults, while lupus was most commonly cited 

by young people and Native Americans. While all ethnically diverse communities scored lower 

than Whites, Asians, compared to African Americans and Hispanics, were the most likely to lack 

communication with their provider, had the lowest health literacy, were the least likely to discuss 

their injuries, such as falls, with their provider, and were the most likely to forgo medical advice 

because their provider did not understand their culture or language. Also, it is important to note 

that, 22% of HSS’s CHNA sample rated their health status as poor to fair (as compared with 22% 

of all New Yorkers and 15% of all Americans), with poor health status most frequently reported 

by Asians (38%), African Americans (36%) vs. Whites (16%). These findings underscore the 

need to increase the availability of chronic disease prevention and management education that is 

also culturally relevant. 
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Section 5: Three-Year Plan of Action  

Outlined below is a summary of HSS three-year plan of action in addressing two of the NYS 

Prevention Agenda Priorities 

 

Priority Area: Preventing Chronic Disease 

Focus area 1: Reduce obesity in children and adults  

Goal 1.1: Create community environments that promote and support healthy food and beverage 

choices and physical activity 

 

Program Name Super Nutrition Education for All Kids to Eat Right 

(SNEAKER©) 

Program Description In response to the pediatric obesity epidemic, HSS developed and 

implemented the SNEAKER program in 2003. This 7-week 

interactive nutrition and physical activity education program is 

designed to provide children and families with essential knowledge 

about healthy eating and physical activity. The SNEAKER 

curriculum focuses on portion control, whole grains and fiber, fruits 

and vegetables, beverages, physical activity, protein and dairy, and 

fast food and snacks. The program provides interactive lessons which 

help to teach students the importance of eating a healthy, well-

balanced diet and being physically active, encourage children to 

make healthier food choices, and educate students about how to be 

more physically active. Understanding the importance and influential 

role parents and caregivers have on a child’s diet, SNEAKER© 

contains a parent/caregiver component wherein weekly newsletters 

are sent home to educate the parent/caregiver about the lessons their 

child learned in school so they can help foster healthy changes for 

the child and the entire family.  

Program Objectives  1. Increase knowledge on specific nutrition areas keyed to the 

curriculum 

2. Improve healthy behavior and lifestyle on selecting healthier food 

choices and physical activity 

Evidence-Based 

Strategies/Interventions 

used to achieve 

objectives: 

The SNEAKER© program and its curriculum is grounded in several 

evidenced-based/promising practices that brings nutrition and 

physical activity information to school-aged children and their 

parents/caregivers. For example, It's All About Kids; a 6-week 

program based in Oklahoma is effective in improving food choices 

and increasing physical activity among elementary school students 

with weekly 30-minute classroom lessons. Programs that involve 

parents have also proved to be effective such as the Norway-based 

Health In Adolescents (HEIA) program. The train the trainer model 

has been effective in promoting healthy diet and physical activity 

which has recently gained attention by researchers. For example, The 

Healthy Kansas Kids program and the Improving Meals and Physical 

Activity in Children and Teens (IMPACT) have utilized the train the 

trainer model and have showed effectiveness in improving trainers 
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ability to teach children about healthy living.
31

 
32

 In utilizing these 

evidence based interventions, we will:  

1. Implement  the 7-week interactive nutrition and physical activity 

education program to increase knowledge and adopt healthier 

behaviors surrounding healthy eating and physical activity 

2. Develop and implement the Train the Trainer program to train 

health educators on the SNEAKER program to implement in 

their settings. 

3. Foster collaboration with Community Based Organizations 

(CBOs) and school based programs to establish partnerships to 

implement the program.  

Process Measures During each of the next three years, the following process measures 

will be assessed: 

 The train the trainer curriculum will be developed 

 Number of educational programs implemented in schools 

 Number of new partnerships generated for program expansion 

(CBO’s, Train the Trainer pilot) 

 Number of participants that complete the program  

 Number of trainees enrolled in the Train the Trainer pilot 

program 

Outcome Measures During each of the next three years, the following outcome measures 

will be assessed: 

 % of participants who gained knowledge about specific nutrition 

areas keyed to curriculum 

 % of participants who increased physical activity 

 % of participants who increased fruit and vegetable consumption 

 % of participants who decreased average screen time 

Partner Role The SNEAKER program has developed partnerships with NYC 

Public Schools and CBOs including those offering after school 

programs. These partnerships have provided an effective way of 

reaching participants for the program. As the program expands with 

the Train the Trainer program, SNEAKER will work with our 

partners to begin to identify health educators to further implement 

the program in their respective communities. Essentially, the roles of 

our community partners include:  

 Identifying additional culturally specific cultural barriers to 

eating healthy in collaboration with the SNEAKER program staff 

 Educating the SNEAKER program staff on the cultural/language 

needs of the parent body 

 Recruiting participants /students to participate in the SNEAKER 

program 

 Providing location to host the program  

 Implementing the Train the Trainer pilot program  

The SNEAKER program will also work closely with the New York 

City Department of Health (NYCDOH) in establishing a larger 
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presence within the NYC DOE public schools. This will enable us to 

reach more underserved children. 

Partner Resources  Space/Location    

 Participants 

 Information exchange 

 Health educators 

By When By December 31, 2016 (Year 1),  

 Two new collaborations with community partners will be 

developed 

 Three seven-week series will be implemented  

 Train the Trainer program draft will be completed  

By December 31, 2017 (Year 2), 

 Two new collaborations with community partners will be 

developed 

 Three seven-week series will be implemented  

 Train the Trainer program will be finalized and one pilot session 

will be conducted  

By December 31, 2018 (Year 3) 

 Two new collaborations with community partners will be 

developed 

 Three seven-week series will be implemented  

 Train the Trainer program will be revised based on feedback 

obtained during pilot sessions 

 Train the Trainer program will be fully implemented 

Will action address 

disparity 

Yes, the SNEAKER program will serve children living in 

underserved communities who are either obese or at risk for obesity.  

2016-2018 CSP Year 1 

Progress Update  

 

 Implemented 26 SNEAKER sessions, reaching 85 participants 

Evaluation of program data demonstrated that these lectures had 

positive impact on participants’ food choices, knowledge and 

healthy behaviors  

 Completed the Train the Trainer manual draft  

 Discussed program evaluation results with community partners. 

These conversations helped to shape the expansion and future 

direction of the SNEAKER program.  

 Developed three new community partners to include additional 

schools within the NYC Public School System 
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Priority Area: Preventing Chronic Disease 

Focus Area 3: Increase access to high-quality chronic disease preventive care and management 

in clinical and community settings 

Goal 3.3: Promote culturally relevant chronic disease self-management education 
 

Program Name HSS Asian Community Bone Health Initiative (ACBHI) 

Program Description The HSS Asian Community Bone Health Initiative was launched in 

2012 in response to the health needs of the growing number of Asian 

older adults living in NYC’s Chinatown community. The overall 

goal is to help Asian seniors better manage chronic musculoskeletal 

disorders while also increasing access to care in this medically 

underserved community. This initiative is comprised of culturally-

relevant musculoskeletal health lectures and workshops, self-

management education, yoga and low impact chair exercise 

programs.  

Program Objectives  1. Increase Asian older adults’ awareness of musculoskeletal 

conditions such as Osteoarthritis and Osteoporosis 

2. Increase knowledge of chronic disease self-management 

techniques, the importance of and techniques for improved 

provider-patient communication and falls prevention 

3. Improve musculoskeletal health among Asian seniors by: 

 decreasing musculoskeletal pain, stiffness, fatigue and falls 

 improving balance and health status 

 increasing frequency of physical activity and self-efficacy 

 decreasing health limitations 

Evidence-Based 

Strategies/Interventions 

used to achieve 

objectives: 

Studies have shown that programs that combine osteoarthritis 

specific exercise and self-management education are effective in 

improving self-reported knee pain, physical function, and self-

efficacy for control of pain management and other arthritis 

symptoms.
32

 In addition, Yoga has been proven to be effective on 

improving pain, physical functions, social functions, and general 

health.
33

 The Arthritis Foundation Exercise Program (AFEP) has 

also been shown to be effective in reducing arthritic symptoms. The 

6-week Chronic Disease Self-Management Program (CDSMP) has 

increased the self-efficacy, exercise behavior, and application of 

coping strategies of Chinese participants, and the effects of the 

program in Chinese populations are similar to that found in studies 

in Western cultures.
34

 In utilizing these evidence based 

interventions, ACBHI will implement programs to improve access to 

preventive health care by: 

                                                           
32 Hunt, M.A., Keefe, F.J., Bryant, C., Metcalf, B.R., Ahamed, Y., Nicholas, M.K., & Bennell, K.L. (2013). A physiotherapist-delivered, 

combined exercise and pain coping skills training intervention for individuals with knee osteoarthritis: A pilot study. Knee. 20(2), 106-112. 
33 Tüzün, S., Aktas, I., Akarirmak, U., Sipahi, S., & Tüzün, F. (2010). Yoga might be an alternative training for the quality of life and balance in 

postmenopausal osteoporosis. European Journal of Physical Rehabilitation Medicine, 46(1), 69-72.   
34 Qi, B.B., Resnick, B., Smeltzer, S.C., & Bausell, B. (2011). Self-efficacy program to prevent osteoporosis among Chinese immigrants: A 
randomized controlled trial. Nursing Research, 60(6), 393-404.   
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1. Identifying educational topics on musculoskeletal issues and 

managing chronic bone and joint disease to be presented to the 

community 

2. Conducting educational lectures, Yoga and Arthritis Foundation 

Exercise Program (AFEP) exercise classes 

3. Conducting Chronic Disease Self-Management Programs 

(CDMSP) 

ACBHI will also foster collaboration with community-based 

organizations to establish community linkages that connect older 

adults with musculoskeletal issues to self-management education 

and community resources. 

Process Measures During each of the next three years, the following process measures 

will be assessed: 

 Number of education lectures and exercise programs (Yoga, 

AFEP) implemented 

 Number of new partnerships and linkages with CBOs 

 Number of participants that engaged in exercise programs 

 Number of participants that attended exercise lectures 

Outcome Measures During each of the next three years, the following outcome measures 

will be assessed: 

 % of participants who decrease in musculoskeletal pain, 

stiffness, fatigue, health limitations and falls 

 % of participants who improve balance, health status and/or self-

efficacy  

 % of participants who increase physical activity 

 % of participants who gained knowledge 

Partner Role The ACBHI has developed key partnerships with CBOs including 

senior centers serving Asian older adults. These partnerships have 

provided an effective way of overcoming the language and cultural 

barriers that may exist among the Asian older adult population. 

Essentially, the roles of our community partners include:  

 Identifying educational needs of the community based on results 

from the HSS Community Health Needs Assessment (CHNA) 

and program evaluations in collaboration with ACBHI staff 

 Educating the ACBHI program staff on the cultural/language 

needs of the community  

 Marketing educational lectures and exercise programs  

 Recruiting participants in the community to participate in 

educational lectures and exercise programs 

 Providing location to host educational lectures and exercise 

programs 

The ACBHI will work closely with the New York City Department 

of Aging in conducting the Chronic Disease Self-Management 

Program (CDSMP) to train older adults in managing their chronic 

conditions.  
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Partner Resources  Space/Location    

 Staff  

 Information exchange 

 Translation needs 

By When By December 31, 2016 (Year 1),  

 Assess health disparities and educational needs of Asian seniors 

living in NYC using results from the HSS Community Health 

Needs Assessment (CHNA)  

 One new community partnerships will be developed 

 Two educational lectures, eight eight-week sessions of yoga and 

4 eight-week sessions of the Arthritis Foundation Exercise 

Program (AFEP) will be conducted 

By December 31, 2017 (Year 2), 

 Two educational lectures, one six-week session of CDMSP, 8 

eight-week sessions of yoga and 4 eight-week sessions of AFEP 

will be implemented 

 Two new collaborations with community partners will be 

developed 

 HSS program coordinator will be certified by New York City 

Department of Aging to conduct the CDSMP 

By December 31, 2018 (Year 3) 

 Two lectures, one six-week session of CDMSP, 8 eight-week 

sessions of yoga and four eight-week sessions of AFEP will be 

implemented 

 Clinical community linkages will be developed 

Will action address 

disparity 

Yes, this program serves at-risk older adult members of NYC’s 

Asian community with low socio-economic status, limited English 

proficiency and cultural barriers. 

2016-2018 CSP Year 1 

Progress Update  

 

 Implemented one lecture, reaching 35 participants. Evaluation of 

program data demonstrated that these lectures had positive 

impact on participants’ knowledge (94%), and self-management 

(95%) 

 Conducted eight eight-week sessions of yoga and four eight-

week sessions of AFEP reaching 1190 participants. Evaluation 

of program data demonstrated that these exercises had positive 

impact on pain, stiffness, fatigue, and health status  

 Discussed program evaluation results with community partners 

to revise program as needed  

 Developed one new community partners in Flushing, Queens 
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Priority Area: Preventing Chronic Disease 

Focus Area 3: Increase access to high-quality chronic disease preventive care and management 

in clinical and community settings 

Goal 3.3: Promote culturally relevant chronic disease self-management education 

 

Program Name Musculoskeletal Health Wellness Initiative (MHI) 

Program 

Description 

HSS developed the Musculoskeletal Health Initiative (MHI), which is 

comprised of educational and exercise programs, to raise awareness, 

educate and reduce the impact of musculoskeletal conditions (such as 

Osteoarthritis, Osteoporosis, Rheumatoid Arthritis, Gout, Fibromyalgia) in 

the community. The initiative offers lectures workshops and webinars about 

musculoskeletal health-specific topics of interest, including maintaining a 

healthy lifestyle, while exercise programs include weekly classes on yoga, 

pilates, Tai Chi, dance, and yogalates. All of the educational programs are 

taught by experienced physicians, nurses, physical and 

occupational/physical therapists; while certified exercise instructors lead 

exercise programs. 

Program 

Outcome 

Objectives  

Program objectives include:  

1. Increase participants knowledge of musculoskeletal conditions and self-

management techniques 

2. Improve musculoskeletal health among participants by:  

 Decreasing musculoskeletal pain, stiffness, fatigue, falls and 

functional limitations 

 Improving balance and self-efficacy to manage chronic conditions 

 Improving self-efficacy around communication with health care 

providers 

Evidence-Based 

Strategies/Interve

ntions used to 

achieve 

objectives: 

MHI employs various evidence-based/promising practices in bringing the 

use of exercise and education regarding musculoskeletal health to the 

general community. Studies have shown that programs that combine 

exercises specific to musculoskeletal health conditions and self-

management education are more effective in improving self-reported knee 

pain, physical function, and self-efficacy. For example, physical activity in 

the form of regular, moderate exercise can maintain joint health, relieve 

pain, and improve physical function. Yoga has been shown to produce 

positive effects on gait and balance
35

, reductions in pain and stiffness, and 

increases in physical functioning,
36

 quality of life,
37

 strength, and 

flexibility.
38

 Furthermore, Tai Chi exercise may be beneficial for improving 

                                                           
35 Ulger, O., & Yagli, N.V. (2011). Effects of yoga on balance and gait properties in women with musculoskeletal problems: A pilot study. Complementary Therapies 

in Clinical Practice, 17(1), 13-15. 
36 Kolasinski, S.L., et al. (2005). Iyengar yoga for treating symptoms of osteoarthritis of the knees: A pilot study. Journal of Alternative & Complementary 

Medicine,11(4), 689-693. 
37 Bukowski, E.L., et al. (2006). The effect of iyengar yoga and strengthening exercises for people living with osteoarthritis of the knee: A case series. International 

Quarterly in Community Health Education, 26(3), 287-305. 
38 Raub, J.A. (2002). Psychophysiologic effects of Hatha Yoga on musculoskeletal and cardiopulmonary function: a literature review. J Altern Complement Med, 8(6), 

797-812. 
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arthritic symptoms (including pain, stiffness, and fatigue) and physical 

function,
39

 reduce fall incidence and severity,
40

 and increase general self-

efficacy.
41

 In utilizing these promising practices, MHI will implement  

programs to improve access to high-quality chronic disease preventive care 

by: 

 Identifying  educational topics and conducting lectures/workshops on 

musculoskeletal issues, managing chronic bone and joint disease, the 

importance of nutrition, self-management and managing changes in 

lifestyle  
 Conducting weekly exercise classes (yoga, pilates, Tai Chi, dance, and 

yogalates) on self-management techniques and maintaining a healthy 

lifestyle 
 Implementing a digital platform as a way to expand the reach of the 

Initiative’s educational programming   

Process Measures During each of the next three years, the following process measures will be 

assessed; 

 Number of educational lectures/workshops implemented 

 Number of webinars delivered 

 Number of exercise classes implemented 

 Number of participants reached through lectures/workshops, exercise 

classes and webinars 

Outcome 

Measures 

During each of the next three years, the following outcome measures will be 

assessed: 

 % of participants who demonstrate knowledge/material comprehension 

about musculoskeletal conditions and self-management techniques 

 % of participants who indicate intent to change health behaviors 

 % of participants with improved health status and balance ratings 

 % of participants who report decreased pain, stiffness, fatigue, falls and 

health limitations 

 % of participants who report increased self-efficacy to exercise, manage 

chronic conditions and communicate with health care providers  

Partner Role The MHI has developed key partnerships with the Arthritis Foundation, 

local CBOs such as senior centers, healthcare institutions, foundations and 

public libraries. Essentially, the roles of our community partners include:     

 Marketing educational lectures and exercise classes 

 Recruiting participants in the community to participate in educational 

lectures and exercise  

 Providing location to host educational lectures and exercise programs  

 Providing guest speakers to present at educational lectures, workshops 

or forums 

                                                           
39 Yan, J.H., Gu, W.J., Sun, J., Zhang, W.X., Li, B.W., & Pan, L. (2013). Efficacy of Tai Chi on pain, stiffness and function in patients with osteoarthritis: A meta-

analysis. PLoS One, 19(8), e61672. 
40 Tousignant, M,, Corriveau, H., Roy, P.M., Desrosiers, J., Dubuc, N., & Hébert, R. (2012). Efficacy of supervised Tai Chi exercises versus conventional physical 

therapy exercises in fall prevention for frail older adults: a randomized controlled trial. Disability & Rehabilitation. 
41 Tousignant, M., Corriveau, H., Roy, P.M., Desrosiers, J., Dubuc, N., Hébert, R., Tremblay-Boudreault, V., & Beaudoin, A.J. (2012). The effect of supervised Tai 

Chi intervention compared to a physiotherapy program on fall-related clinical outcomes: A randomized clinical trial. Disability & Rehabilitation.34(3), 196-201. 
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 Identifying educational needs of the community based on results from 

the HSS Community Health Needs Assessment (CHNA) and program 

evaluations  

Partner 

Resources 
 Space/Location    

 Participants 

 Information exchange 

By When By December 31, 2016 (Year 1),  

 Identify topics to be presented to the community, based on the  from the 

HSS community health needs assessment 

 Develop and implement 20 education programs that include information 

about chronic conditions and self-management techniques  

 Develop partnership with one new community partner  

 Facilitate 320 exercise classes  

 Implement four new on-demand webinars  

By December 31, 2017 (Year 2), 

 Implement 25 education programs that include information about 

chronic conditions and self-management techniques  

 Facilitate 330 exercise classes  

 Develop partnership with one new community partner  

 Implement 5 new on-demand webinars  

 Explore feasibility of partnering with senior centers and/or faith based 

agencies to hold live educational webinars  

By December 31, 2018 (Year 3) 

 Implement  28 education programs that include information about 

chronic conditions and self-management techniques Facilitate 340 

exercise classes  

 Develop partnership with one new community partner  

 Implement six new on-demand webinars  

 Partner with one senior center and/or faith based agency to hold live an 

educational webinar  

Will action 

address disparity 

Yes, this program serves at-risk adults and older adults by providing free or 

low-cost chronic disease health education programs and exercise classes.  

2016-2018 CSP 

Year 1 Progress 

Update  

 

 Implemented 35 lectures/workshops, reaching1000 participants 

 Evaluation of program data demonstrated that these lectures had 

positive impact on participants’ knowledge (94.6%), and self-

management (93.1%). Evaluation of program data demonstrated that 

these exercises had positive impact on pain, stiffness, fatigue, and health 

status. Evaluation of program data demonstrated that these exercises had 

positive impact on pain, stiffness, fatigue, and health status 

 Created six on-demand webinars and video clips reaching 1200 viewers 

 Facilitated 340 exercise classes reaching over 1300 participants  

 Discussed program evaluation results with community partners for 

further program expansion 
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Priority Area: Preventing Chronic Disease 

Focus Area 3: Increase access to high-quality chronic disease preventive care and management 

in clinical and community settings 

Goal 3.3: Promote culturally relevant chronic disease self-management education 

 

Program Name HSS Charla de Lupus/Lupus Chat® 

Program 

Description 

The Charla de Lupus/Lupus Chat (“Charla”) program was developed in 

1994 to address health disparities among African Americans and Latinos 

with lupus. This social work led program engages and trains peer 

volunteers to become empowering role models by providing culturally 

relevant strategies to help increase understanding of this complex illness 

and its treatment, improve medical adherence, and enhance coping and 

healthy behaviors. Comprehensive bilingual (English/Spanish) services 

include: the Charla Line, a toll-free national support and education 

helpline; weekly Onsite Peer Support Outreach at four hospital-based 

clinics, monthly Charla Teen and Parent Lupus Chat Groups; numerous 

community, professional education and government collaborations.   

Program Objectives 1. Increase overall knowledge of SLE including diagnosis, treatment 

and self-management goals in the lupus community, with a specific 

focus on culturally diverse males with lupus, their families and loved 

ones. 

2. Improve culturally relevant knowledge of sexual health among 

traditionally underserved males with lupus by partnering with 

rheumatologists, sexual health professionals and CBOs to :  

 Increase lupus self-management skills 

 Improve self-efficacy related to negotiating and communicating 

about lupus and sexual health with providers and partners 

 Enhance sexual decision making skills between patient and 

sexual partners 

 Increase awareness and access to appropriate sexual health care 

throughout NYC 

Evidence-Based 

Strategies/Interventi

ons used to achieve 

objectives: 

Studies report that SLE affects primarily women; however, males with 

SLE represent 4-22% of SLE patients
42

.  Research shows beliefs about 

what it means to be a male having a “women’s disease” can undermine 

good preventative & sexual health care for men with SLE. Further, 

research demonstrates that mortality rates are higher among males with 

SLE, and males with SLE tend to seek medical attention & supportive 

care less often than females
43

. Advancing the understanding of the 

impact of lupus and its treatment on sexual/reproductive health is crucial 

for both reproductive health professionals, and people living with SLE. 

Research shows that, the quality of communication between patients and 

clinicians can significantly impact health outcomes, and support & 

                                                           
42 Lu, L., Wallace, D.J., Ishimori, M.L., Scofield, R.H., & Weisman, M.H. (2009). Review: Male systemic lupus erythematosus: A review of sex disparities in this 

disease. Lupus, 19(2), 119-129. Doi:10.1177/0961203309350755 
43 Lu, L., Wallace, D.J., Ishimori, M.L., Scofield, R.H., & Weisman, M.H. (2009). Review: Male systemic lupus erythematosus: A review of sex disparities in this 

disease. Lupus, 19(2), 119-129. Doi:10.1177/0961203309350755 
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education strategies have improved self-management & coping 

strategies, including sexual health issues. Charla’s interventions will be 

informed by evidence –based and promising practice models such as 

Planned Parenthood’s Fundamental Education on Life, Love and 

Sexuality (FELLAS)
44

 Program and the Young Men’s Initiative (YMI). 

Program impact includes increased self-efficacy, improved 

communication skills and a greater sense of responsibility in areas such 

as sexual decision making and avoiding drug use
45

.  Both programs are 

based on curriculums proven to be effective in educating young men 

about sexual responsibility. In utilizing these evidence based 

interventions, we will: 

 Assess needs and interests among males with SLE related to sexual 

health knowledge, concerns and needs (focus groups, needs 

assessment, survey, etc.) 

 Implement a comprehensive multidisciplinary lupus and sexual 

health program/forum for males with SLE, and their loved ones 

 Identify rheumatology experts to address issues of SLE, sexual 

health and males  

 Identify and partner with reproductive health professionals to share 

knowledge and evidence based practices for managing the care of 

lupus patients with a focus on men 

 Implement (half-day) a sexual health program targeted to male 

patients with SLE, to provide evidence based knowledge and 

interventions in managing and coping with lupus and sexual health 

 Leverage relationships with current partners and engage new 

partners to increase access to appropriate sexual health care in the 

community for lupus patients 

Process Measures During each of the next three years, the following process measures will 

be assessed: 

 Number of people who participate in needs assessment  

 Number of males with SLE who participate in the interventions 

 Number of new partnerships and linkages with CBOs 

Outcomes Measures During each of the next three years, the following outcome measures 

will be assessed: 

 Number of participants who report knowledge gain, increased self-

efficacy and intent to change behavior or integrate tools and 

strategies for self-managing or coping with their or a loved one’s 

lupus 

 Number of sexual health professionals who report increase in their 

overall knowledge of male patients with SLE, including diagnosis, 

treatment, and management goals  

 Number of male patients with SLE who report knowledge gained 

                                                           
44 Planned Parenthood® of New York City, “FELLAS”: New York City. (n.d.). Retrieved May 17, 2016, from https://www.plannedparenthood.org/planned-

parenthood-new-york-city/stray-pages/fellas 
45 NYC Young Men’s Initiative. (n.d.). Retrieved May 17, 2016, from http://www1.nyc.gov/site/ymi/initiatives/programs.page 

https://www.plannedparenthood.org/planned-parenthood-new-york-city/stray-pages/fellas
https://www.plannedparenthood.org/planned-parenthood-new-york-city/stray-pages/fellas
http://www1.nyc.gov/site/ymi/initiatives/programs.page
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and increased self-efficacy  

 Number of male patients with SLE who report an increased ability to 

negotiate sexual decisions and who report increased skills on how to 

communicate with partners and health care professionals about 

sexual health in order to effectively advocate and optimize their own 

health 

Partner Role Charla has developed key partnerships with CBOs throughout NYC, 

such as Planned Parenthood of NYC and Community Healthcare 

Partners.  These partnerships have provided an effective way of 

addressing the stigma and cultural barriers related to sexual health that 

may exist among the Latino/African American population. Essentially, 

the roles of our community partners include:  

 Partnering with Charla program staff to identify educational needs of 

the community based on results from the HSS Community Health 

Needs Assessment (CHNA), program evaluations and evidence 

based literature 

 Educating the Charla program staff, rheumatologists and the health 

care team, including reproductive/sexual health care providers on the 

sexual health needs of the community  

 Marketing educational workshops for males with SLE and sexual 

health  

 Providing location to host educational programs  

Charla will also collaborate with professionals from our local NYC 

Department of Health to act as a resource for sharing and disseminating 

information. In addition, we look forward to solidify a partnership with 

New York-Presbyterian’s Audubon Family Planning Practice and 

Young Men’s Clinic. 

Partner Resources  Space/Location    

 Staff  

 Information exchange 

 Program planning and promotion 

By When By December  31, 2016 (Year 1) 

 Assess health disparities and educational needs of Latino and 

African Americans with SLE living in NYC using results from the 

CHNA  

 Conduct pilot survey interview with males with lupus to better 

understand their needs and concerns as it relates to SLE and 

reproductive health 

 Review results from pilot survey to help guide the creation of a 

comprehensive needs assessment for males with lupus  

 Develop a recruitment plan for participants in the needs assessment 

 Connect with two community partners to share our program, CSP 

initiatives and explore possible partnerships 

By December 31, 2017 (Year 2) 

 Implement needs assessment, analyze results and write report 
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 Use survey results and feedback from patient and physician partners 

to develop a comprehensive needs assessment strategy, plan and tool 

 Apply for IRB approval  

 Recruit participants for the needs assessment  

 Administer the needs assessment, analyze the data and create a 

report 

 Share results from needs assessment with, clients, clinicians and 

community partners 

 Provide two trainings to reproductive health community partners 

about SLE and reproductive health considerations, with a focus on 

male SLE patients 

By December 31,2017 (Year 3) 

 Work in partnership with community partners, clinicians and 

patients to create one educational program addressing issues specific 

to lupus and males. 

 Evaluate program and share results with community partners 

 Work with clinicians, patient and community partners to create 

educational resources specifically for males with lupus, and develop 

a dissemination plan. 

 Assess the need for ongoing programs 

 Share feedback from the evaluations with clients, clinicians and 

community partners 

 Present findings at a national professional conference 

Will action address 

disparity 

Yes, this action will address disparity by serving SLE patients from 

traditionally underserved neighborhoods throughout NYC, with low 

socio-economic status, limited English proficiency and cultural barriers.  

2016-2018 CSP Year 

1 Progress Update  

 

 Assessed health disparities and educational needs from results of 

HSS’ CHNA as it relates to Charla’s CSP objectives. 

 Conducted pilot survey interviews with seven males with lupus 

regarding educational lupus needs and sexual health. All expressed a 

desire for more tailored sexual health education as it relates to their 

SLE & a male specific support group. 

 Initiated contact with New York-Presbyterian’s Audubon Family 

Planning Practice and Young Men’s Clinic, to explore potential 

partnership 

 Recruited and selected patient and rheumatology physician advisor 

partners to assist in the development of the needs assessment 

planning and development  

 Designed a needs assessment plan using evidence-based 

interventions that utilize patient participation and draws on the 

feedback of the interdisciplinary team 
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Priority Area: Preventing Chronic Disease 

Focus Area 3: Increase access to high-quality chronic disease preventive care and management 

in clinical and community settings 

Goal 3.3:  Promote culturally relevant chronic disease self-management education 

 

Program Name HSS VOICES 60+ Senior Advocacy Program 

Program 

Description 

As specialists in the treatment of orthopedic and rheumatologic conditions, 

HSS recognizes the many challenges older adults face in coping with 

arthritis and navigating the complex medical care environment. Research 

demonstrates that ethnically diverse older adults experience significant 

health disparities in access to care, doctor-patient communication, and 

treatment adherence. VOICES 60+ is designed to enhance the medical care 

experience of low income, ethnically diverse (primarily Hispanic) HSS 

patients 60 and older in these areas. The program helps patients to navigate 

and access support, education and communication resources needed to 

manage their rheumatologic or musculoskeletal disorders to improve their 

quality of life. In addition, the program provides services focused on 

identifying and addressing communication barriers between older adult 

patients and healthcare providers to optimize health outcomes. 

Program 

Objectives  

1. Increase awareness about the health literacy needs of ethnically diverse 

older adults, and its impact on chronic disease self-management and 

health outcomes. 

2. Improve chronic disease/arthritis self-management of ethnically diverse 

older adults, with a focus on Spanish speakers, through learning 

specific techniques to enhance health literacy and patient provider 

communication. 

3. Enhance healthcare team's awareness of patient health literacy 

challenges, assessment and intervention strategies to improve 

understanding of illness and treatment to enhance communication, 

adherence, and improved outcomes. 

4. Publicize and promote best practices through dissemination at local and 

national professional conferences and venues. 

Evidence-Based 

Strategies/Interven

tions used to 

achieve objectives: 

Interventions 

/Strategies/ 

Activities 

Low health literacy is associated with greater risk for poor health 

outcomes. Populations most at risk, older adults, and particularly, 

ethnically diverse older adults, experience wider health disparities, 

including ineffective communication with healthcare providers and 

decreased treatment adherence
46

. For our provider education programs we 

will teach universal precautions, the SILS (single-item literacy screener),
47

 

Teach-back
48

 and Tell Me
49

 as well as shared decision making 

techniques
50

, which have been proven to increase understanding and 

                                                           
46 Health Literacy: A Prescription to End Confusion  https://iom.nationalacademies.org/Reports/2004/Health-Literacy-A-Prescription-to-End-Confusion.aspx) 
47 Morris, N. S., Maclean, C. D., Chew, L. D., & Littenberg, B. (2006). BMC Fam Pract BMC Family Practice, 7(1), 21. 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1435902/ 
48 Teach-Back Toolkit http://www.teachbacktraining.org/ 
49 Health Literacy: Hidden Barriers and Practical Strategies. January 2015. Agency for Healthcare Research and Quality, Rockville, MD. 

http://www.ahrq.gov/professionals/quality-patient-safety/quality-resources/tools/literacy-toolkit/tool3a/index.html 
50 The SHARE Approach-Health Literacy and Shared Decision Making: A Reference Guide for Health Care Providers. Agency for Health Care Research and Quality 

(2014, April) http://www.ahrq.gov/professionals/education/curriculum-tools/shareddecisionmaking/tools/tool-4/index.html) 

http://www.teachbacktraining.org/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1435902/
http://www.ahrq.gov/professionals/quality-patient-safety/quality-resources/tools/literacy-toolkit/tool3a/index.html
http://www.ahrq.gov/professionals/education/curriculum-tools/shareddecisionmaking/tools/tool-4/index.html
https://iom.nationalacademies.org/Reports/2004/Health-Literacy-A-Prescription-to-End-Confusion.aspx
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medical adherence, as it is estimated that only 12% of U.S. adults are fully 

health literate.
51

  For our workshops for diverse older adults, we will teach 

best practice and evidence-based methods including the SILS
52

and the Ask 

Me 3®.
53

  All these strategies and methods have been demonstrated to 

enhance adherence, improve healthcare communication and optimize 

health outcomes. Further, Federal government guidelines have encouraged 

providers to adapt these methods as standard practice. In utilizing these 

evidence based interventions, we will: 

1. Implement educational programs to improve health literacy skills and 

intended behavior change to be presented to community dwelling older 

adults and their service providers 

a. Identify current methods to improve patient-provider 

communication to manage chronic arthritis and bone and joint 

disease  

b. Conduct educational lectures in English and Spanish teaching 

universal precautions and best practice methods for improving 

healthcare communication including written and verbal strategies 

and methods  

2. Deepen existing relationships and collaboration with CBOs to 

understand the unmet needs of community dwelling older adults to 

improve self-management of musculoskeletal issues 

3. Identify potential new partners to further expand community 

collaborations (senior centers, adult day centers, care management 

organizations) 

Participation in Interagency Councils on Aging (ESCOTA, East Side 

Interagency Council on Aging and WSIACA, West Side Interagency 

Council on Aging) to maintain and build new relationships with CBOs 

serving New York City older adults 

Process Measures  Number of education programs implemented 

 Number of new partnerships and linkages with CBOs  

 Number of participants attending education programs 

Outcomes 

Measure 
 Rate of satisfaction with program 

 Increase in understanding and knowledge learned 

 Intended behavior change 

Partner Role VOICES 60+ developed partnerships with key leaders of 12 CBO's such 

as: Weill Cornell/NYPH's HealthOutreach and Caregiver Support 

Programs, Isabella Geriatric NORC (Naturally Occurring Retirement 

Communities) and senior centers. These partnerships provide an effective 

way of understanding the health literacy needs and cultural and linguistic 

barriers encountered when receiving medical care that exist among 

community dwelling, ethnically diverse, older adults. The role of our 

                                                           
51AHRQ Health Literacy Universal Precautions Toolkit. March 2016. Agency for Healthcare Research and Quality, Rockville, MD 

http://www.ahrq.gov/professionals/quality-patient-safety/quality-resources/tools/literacy-toolkit/index.html) 
52 Morris, N. S., Maclean, C. D., Chew, L. D., & Littenberg, B. (2006). BMC Fam Pract BMC Family Practice, 7(1), 21. 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1435902/ 
53 Ask Me 3: Good Questions for Your Good Health - National Patient Safety Foundation https://npsf.site-ym.com/default.asp?page=askme3 

http://www.ahrq.gov/professionals/quality-patient-safety/quality-resources/tools/literacy-toolkit/index.html
https://npsf.site-ym.com/default.asp?page=askme3
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1435902/


31 
 

community partners include: 

 Identifying educational needs based on results from the HSS 

Community Health Needs Assessment (CHNA), program 

evaluations and feedback from key community leaders and stake 

holders 

 Identifying learning needs of community based service providers 

(social work, case workers/managers, managers and directors) 

about the healthcare needs of their older adult clients and 

constituents 

 Providing location to conduct educational programs for older adults 

and their service providers 

 Identify strategies to assist partners to better navigate the healthcare 

needs for clients including with HSS 

Partner Resources  Space 

 Location  

 Information Exchange and ongoing collaboration  

By When By December 31, 2016 (Year 1) 

 Using results from the HSS CHNA we will fine tune our 

interventions regarding health literacy and educational needs of 

ethnically diverse older adults in NYC 

 Maintain existing partners/collaborations and explore new ways to 

deepen partnerships 

 Identify one to two new community partners 

 Participate in one senior health fairs to share educational resources 

regarding health literacy and patient-doctor communication 

 Conduct four educational programs on health literacy provided to 

older adults in English and/or Spanish, where applicable and 

service providers 

 Host the annual VOICES 60+ Holiday Event which provides an 

educational component and socialization opportunities for patients, 

caregivers and family members 

 Plan and implement an initial discussion with partners to assess 

interest in a Task Force to deepen  linkages and explore pressing 

needs of community dwelling older adults 

By December 31, 2017 (Year 2) 

 Review survey results from previous year, adjust education 

programs 

 Conduct four educational programs provided to older adults in 

English and/or Spanish, where applicable and their service 

providers 

 Present at ESCOTA meeting. This Interagency Council on Aging 

meeting is attended by service providers from a multitude of 

community agencies serving older adults 

 Present interventions through a workshop at Aging in America 

National Conference on Aging in Chicago 
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 Provide two programs with CBO’s 

 Participate in two senior health fairs 

 Conduct the initial Task Force community partnership meetings 

 Host the annual VOICES 60+ Holiday Event 

 Develop one to two new collaborations with community partners  

By December 31, 2018 (Year 3) 

 Analyze and adjust educational programs and explore future 

interventions 

 Participate in two senior health fairs 

 Conduct Task Force partnership meetings and utilize feedback to 

develop new  interventions and collaborations 

 Host the annual the annual VOICES 60+ Holiday Event 

 Enhance community linkages 

Will action 

address disparities 

Yes, this action will address disparities serving at-risk older adult members 

of NYC’s ethnically diverse older adult community with low socio-

economic status, limited English proficiency and cultural barriers, which 

may include differences in health beliefs, values and cultural norms and 

practices, with a specific focus on Spanish speaking older adults. 

2016-2018 CSP 

Year 1 Progress 

Update  

 

 Implemented three health literacy educational programs facilitated for 

healthcare professionals, two at HSS, and one at Lenox Hill 

Neighborhood House to a consortium of older adult service providers 

(Lenox Hill, Carter Burden Center, Wright Center and Search and 

Care) of directors, managers, social workers, case managers, health 

educators and service coordinators. These presentations reached 80 

participants. Evaluation of the program data demonstrated that the 

program had a positive impact on participants' knowledge (100% 

Strongly Agree/Agree), and application of what was learned (100% 

Strongly Agree/Agree). 

 Conducted two educational programs in the community to 95 attendees 

coping with Lupus on "Doctor-Patient Communication: Tips and Tools 

to improve interactions with your Healthcare Team". These programs 

provided evidence-based interventions and best practices to a new 

programming audience.  

 Discussed program evaluation results with two existing and one new 

potential community partner for further program expansion. 

 Met with a potential new partner on the Upper West Side- Project Find 

Hamilton House. Ongoing discussion regarding the possibility of 

collaboration continues. 
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Priority Area: Preventing Chronic Disease 

Focus Area 3: Increase access to high-quality chronic disease preventive care and management 

in clinical and community settings 

Goal 3.3: Promote culturally relevant chronic disease self-management education 

 

Program Name HSS LANtern® Lupus Asian Network  

Program Description LANtern is the only hospital-based support and education program 

designed specifically for Asians/Asian Americans with lupus. Since 

its inception in 2001, the program has served as a national model for 

multi-tiered culturally tailored interventions through its bilingual 

(Chinese) SupportLine, publications, community and professional 

programs, and capacity building, to enhance awareness, 

understanding, coping and knowledge for Asian Americans with 

lupus and their loved ones.  

Program Objectives  1. Educate professional providers about lupus who serve diverse 

Asian ethnic groups, to enhance needed care for these 

underserved communities.  

2. Increase awareness and understanding about lupus and its impact 

among Asian-led and Asian-serving organizations 

3. Enhance peer support and connections, emotional wellness, 

lupus knowledge and disease self-management techniques 

through culturally tailored, patient-oriented programs  

Evidence-Based 

Strategies/Interventions 

used to achieve 

objectives: 

Depression and anxiety are pervasive among Asians with lupus, with 

a higher frequency of suicidal ideation among those with lower 

socioeconomic status.  Additional issues of concern are societal 

stigma, weaker social support, negative illness experience, health 

beliefs and other cultural factors related to having lupus. Evidence 

based interventions to address these issues include assessment of the 

lupus patient’s emotional wellbeing, and the provision of education 

and psychosocial support groups to enhance lupus knowledge, 

health-directed behaviors, self-efficacy, and the emotional well-

being of patients and their caregivers. 
54

 
55

 
56

 
57

  Training service 

providers to improve early recognition, diagnosis and treatment of 

lupus are also crucial practices to address lupus health disparities, as 

recommended by the American College of Rheumatology Clinical 

Guidelines. For implementation, LANtern will: 

1. Expand program reach by educating health care providers 

serving the South-Asian, Korean, and Filipino communities in 

addition to the Chinese communities in New York City (NYC) 

                                                           
54 Mok CC, Chan KL, Ho LY. Association of depressive/anxiety symptoms with quality of life and work ability in patients with systemic lupus erythematosus. Clin 

Exp Rheumatol. 2016. 
55 Rutter SJ, Kiemle G. Exploring the social and interpersonal experiences of South Asian women with a diagnosis of systemic lupus erythematosus. Psychol Health. 

2015;30(3):318-335. 
56 Liang MH, Eaton H, et al. A randomized clinical trial of a psychoeducational intervention to improve outcomes in systemic lupus erythematosus. Arthritis Rheum. 

2004;50(6):1832-1841. 
57 Ng P, Chan W. Group psychosocial support program for enhancing psychological well-being of people with systemic lupus erythematosus. Journal of Social Work 

Disability Rehabilitation. 2007; 6(3):75-87. 
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2. Increase awareness and understanding about lupus and its 

impact among Asian-led and Asian –serving organizations 

3. Deliver varied programs that are culturally relevant, 

linguistically appropriate, and community oriented to enhance 

peer support, lupus health, disease self-management, and 

psychosocial wellbeing of Asian lupus patients and their loved 

ones  

Process Measures During each of the next three years, the following process measures 

will be assessed: 

 Number of educational programs planned and implemented  

 Number of community partnerships and linkages that are both 

new and sustained  

 Number of participants who engaged in patient related programs 

 Number of participants that attended educational programs for 

professionals 

Outcomes Measures During each of the next three years, the following outcome measures 

will be assessed: 

 Participant satisfaction 

 Increased knowledge, and self-management skills  

 Professional education participants who increased their lupus 

knowledge and intended practice 

Partner Role The current community partners continue to act as a resource linkage 

in serving the Chinese American community, and other Asian ethnic 

groups. Our partnerships include Charles B. Wang Community 

Health Center, Chinese Community Partnership for Health at NYP-

Downtown Hospital, Asian American /Asian Research Institute at 

CUNY and members of our LANtern Community Advisory Board. 

The role of our community partners include::   

 Educating about the cultural/language needs of the community 

and the effective measures to reach these community members  

 Collaborating on planning and delivery of program activities 

 Promoting the education programs to the targeted community 

Partner Resources  Space/Location    

 Staff as a resource linkage to access and reach diverse Asian 

ethnic communities  

 Information exchange/collaboration 

 Program promotion 

By When By December 31, 2016 (Year 1),  

 Assess of health disparities and service needs of Asian lupus 

patients and their loved ones using the results from the HSS 

CHNA and LANtern program needs assessment 

 Implement one education program in the community for lupus 

patients, families, and community members  

 Host the Annual Asian lupus community gathering  

 Plan and launch psychosocial support groups as determined by 
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service needs and frequency  

 Identify Asian-led and Asian-servicing organizations, 

specifically the South Asian, Korean ,Filipino and Chinese 

communities 

 Assess current community partners to identify and formulate 

strategic plans for partnership expansion 

By December 31, 2017 (Year 2), 

 Reach out to the identified Asian-led and Asian-servicing 

organizations for provider network expansion 

 Collaborate with 2-3 community partners to implement 1-2 

professional education programs 

 Implement 1-2 community education programs for lupus 

patients, families, and community members  

 Host the Annual Asian lupus community gathering  

 Facilitate four psychosocial support groups conducted separately 

in English and Chinese 

By December 31, 2018 (Year 3) 

 Identify service organizations to solidify the program’s reach to 

diverse Asian ethnic groups in NYC  

 Collaborate with 2-3 community partners to implement 1-2 

professional education programs 

 Implement 1-2 community education programs for lupus 

patients, families, and community members  

 Host the Annual Asian lupus community gathering for peer 

connections and learning   

 Facilitate four psychosocial support groups conducted separately 

in English and Chinese 

Will action address 

disparity 

Yes. Lupus is a complex and multi-system life-threatening 

autoimmune disease that affects Asians 2-3 times as frequently as 

their white counterparts, with significant health disparities reported 

in age of onset, severity of symptoms, and mortality.   

2016-2018 CSP Year 1 

Progress Update  

 

 Held the annual Asian lupus community gathering for lupus 

patients and their loved ones, with 71 attending, including six 

Community Advisory Board members. Evaluation of program 

data demonstrated that all participants agreed and were satisfied 

with the program with 100% reporting that they felt connected as 

a lupus community with others, and 97% felt inspired to make a 

change in how they could manage lupus better.   

 Conducted one psychosocial support group in English.  

 Implemented a community health education program in 

Downtown Manhattan in English and Chinese on integrated 

medicine and health literacy - 37 attended, with 98% satisfied 

with the program, and 96% reporting that the program increased 

their understanding of lupus care and related issues.  
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Priority Area: Preventing Chronic Disease 

Focus Area 3: Increase access to high-quality chronic disease preventive care and management 

in clinical and community settings 

Goal 3.3: Promote culturally relevant chronic disease self-management education 

 

Program Name HSS Inflammatory Arthritis Support and Education Programs 

Program Description The RA Support and Education programs were developed in 1999 to 

meet the specific psychoeducational needs of people with long-

standing rheumatoid arthritis, and for people newly diagnosed. These 

monthly programs feature a lecture on an RA-specific topic, presented 

by healthcare professionals, and are followed by a support group, co-

facilitated by an MSW and a rheumatology nurse. 

Program Objectives  1. Provide disease-specific education and psychosocial support to 

people with longstanding and newly diagnosed rheumatoid arthritis 

(RA), ankylosing spondylitis (AS), psoriatic arthritis (PsA) and gout 

to enhance disease self- management and coping strategies. 

2. Provide disease-specific education to Spanish-speaking people with 

RA to address health disparities in disease outcomes in this 

population. 

Evidence-Based 

Strategies/Interventions 

used to achieve 

objectives: 

Underscoring the need to enhance self-management skills and 

supportive interventions, findings from HSS’s CHNA indicated having 

RA or gout was significantly associated with a lack of confidence in 

disease self-management, as well as “frequent mental stress”.  

Studies also indicate a significantly higher incidence of depression and 

anxiety in people with inflammatory arthritis
58596061

.Among Hispanic 

patients with RA, the prevalence of depression and depressive 

symptoms is even higher, compounded by a cultural reluctance to seek 

treatment related to stigma
62

. Researchers also report Latinos with RA 

have poorer functional outcomes, including higher rates of severe pain 

and disability
63

,
64

.Additional research indicates psychosocial support 

and education for inflammatory arthritis patients can have positive 

impact on essential disease related outcomes, including: self-efficacy, 

pain, fatigue, psychological well-being and depression. These studies 

report on support and education interventions in a variety of group 

                                                           
58 Evers, A.W.,  Kraaimaat, F.W., Geenen, R., Jacobs, J.W., Bijlsma, J.W. (2002). Longterm predictors of anxiety and depressed mood in early rheumatoid arthritis: a 

3 and 5 year followup, The Journal of Rheumatology, 29(11):2327-2336. 
59 Kotsis, K., Voulgari, P.V., Tsifetaki, N., Machado, M.O., Carvalho, A.F., Creed, F., Drosos, A.A., Hyphantis, T. (2012). Anxiety and depressive symptoms and 

illness perceptions in psoriatic arthritis and associations with physical health-related quality of life, Arthritis Care & Research, 64(10), 1593-1601. First published 

online: 27 Sep 2012. 

 
60 Lee, S., Mendelsohn, A., Sarnes, E. (2010). The burden of psoriatic arthritis, Pharmacy and Therapeutics, 35(12), 680-689 

 
61 Martindale, J. Smith, J. Sutton, C.J., Grennan, D., Goodacre, L., Goodacre., J.A. (2006). Disease and psychological status in ankylosing spondylitis, Rheumatology, 

45(10), 1288-1293. 
62 Withers, M., Moran, R., Nicassio, P., Weisman, M.H., Karpouzas, G.A. (2015). Perspectives of vulnerable US Hispanics with rheumatoid arthritis on depression: 

awareness, barriers to disclosure, and treatment options, Arthritis Care & Research, 67(4), 484-492. 

 
63 Anderson, K.O., Green, C.R., Payne, R. (2009). Racial and ethnic disparities in pain: causes and consequences of unequal care. The Journal of Pain.10(12), 1187-

1204. 
64 Karpouzas, G.A., Dolatabadi, S., Moran, R., Li, N., Nicassio, P.M., Weisman, M.H. (2012). Correlates and predictors of disability in vulnerable US Hispanics with 

rheumatoid arthritis. Arthritis Care & Research, 64(9), 1274-1281. 
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modalities with positive outcomes, including nurse-led education and 

support and trained peer leaders using learning modules.
65

'
66

 

Additionally, some of these programs have been adapted specifically 

for Spanish-speaking populations, with good results
67

. Using these 

evidence-based strategies as a foundation, we have adapted these 

models to develop and implement programs aimed at enhancing self-

efficacy, disease self-management and coping strategies.  

We will:  

 Conduct monthly support and education group sessions for people 

with longstanding and newly diagnosed RA  

 Implement a pilot community psycho-educational program to 

provide disease-specific education to Spanish speaking Latino 

people with RA 

 Facilitate semiannual disease-specific lectures open to the 

community, focusing on RA, AS, PsA and gout 

 Maintain our current community partnership with the Arthritis 

Foundation, Greater NY  

 Identify and explore possibilities for collaboration with additional 

organizations, including the Spondylitis Association of America, 

National Psoriasis Foundation and local community-based 

organizations serving NY Latino populations 

Process Measures During each of the next three years, the following process measures 

will be assessed: 

 Number of attendees 

 Number of new partnerships 

 Number of  support and education group programs    

 Number of disease-specific community education lecture programs 

Outcomes Measures During each of the next three years, the following outcome measures 

will be assessed: 

 Participant satisfaction 

 Intent to change disease self- management skills/ behaviors 

 Knowledge 

Partner Role The Inflammatory Arthritis Support and Education programs have 

established a strong partnership with the Arthritis Foundation, Greater 

NY. This partnership has enabled us to offer essential disease-specific 

information to a broad community population. As we look to develop 

programs focusing on other types of inflammatory arthritis, we will 

explore opportunities for partnership with national organizations with 

local NY presence, which focus on the psychoeducational needs of the 

                                                           
65 Gronning, K., Midttun, L, Steinsbekk, A. (2016). Patients’ confidence in coping with arthritis after nurse-led education; a qualitative study.  

BMC Nursing, 15:28. 
66 Hammond, A., Bryan, J., Hardy, A. (2008). Effects of a modular behavioural arthritis education programme: a pragmatic parallel-group 

randomized controlled trial. Rheumatology, 47, 1712-1718 
67 Lorig, K., Gonzalez, V.M., Ritter. P. (1999). Community-based Spanish language arthritis education program: a randomized trial. Medical Care, 37(9), 957-963. 
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populations we seek to serve. The role of our community partners 

include: 

 Collaborating to assess community/constituency needs 

 Collaborating to plan programs 

 Marketing programs to constituency 

 Tailoring culturally relevant outreach to Latino community 

 Providing educational /written resources in print and digital format 

Partner Resources  Educational /written resources 

 Space/location 

 Program promotion 

By When By December 31, 2016 (Year 1) 

 Conduct four focus groups: two with longstanding RA patients and 

two with newly diagnosed RA patients, in order to obtain input that 

will inform content and curriculum for support and education 

program 

 Facilitate 16 support and education programs: Eight with 

longstanding RA patients and eight with newly diagnosed RA 

patients 

 Initiate multi-level needs assessment regarding psychosocial and 

disease-related educational needs to develop culturally relevant 

content and targeted outreach strategies for Latino/Hispanic RA 

patients.  

 Conduct a needs assessment of gout patients to determine patient-

identified concerns and knowledge gaps re: self-management, to 

inform content for a multi-disciplinary community education gout 

symposium 

 Provide two community education lectures on disease-specific 

information with focus on RA, AS, PsA and gout 

 Capture content of two disease-specific community education 

lectures for on-demand webinars 

 Maintain and strengthen community partnership with Arthritis 

Foundation, Greater NY 

 Initiate discussions with Spondylitis Association of America and 

National Psoriasis Foundation to identify potential collaboration 

opportunities  

 Identify 1-2 additional community partners that serve 

Latino/Hispanic communities and initiate discussions about 

potential collaboration opportunities. 

By December 31, 2017 (Year2) 

 Conduct four focus groups: two with longstanding RA patients and 

two with newly diagnosed RA patients in order to obtain input that 

will inform content and curriculum for support and education 

program. 

 Facilitate 16 support and education programs: Eight with 

longstanding RA patients and eight with newly diagnosed RA 
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patients 

 Initiate multi-level analysis of needs assessment and community 

partnership input to develop culturally relevant pilot community 

psycho-educational program providing disease-specific education 

to Spanish- speaking Latino people with RA 

 Provide two community education lectures on disease-specific 

information with focus on RA, AS, PsA and gout and capture 

content for on-demand webinars 

By December 31, 2018 (Year 3) 

 Conduct four focus groups: two with longstanding RA patients and 

two with newly diagnosed RA patients  

 Facilitate 16 support and education programs: Eight with 

longstanding RA patients and eight with newly diagnosed RA  

 Provide two community education lectures on disease-specific 

information with focus on RA, AS, PsA and gout and capture 

content for on-demand webinars 

 Implement a pilot program for Spanish speaking RA patients 

 Review “lessons learned” and outcomes from pilot program for 

Spanish-speaking RA patients from Years 1 and 2 with community 

partners 

Will action address 

disparity 

Yes. The pilot psychoeducational community program for 

Latino/Hispanic RA patients will address health disparity regarding 

poor outcomes in pain and disability in this population.   

2016-2018 CSP Year1 

Progress Update  

 

 Conducted four scheduled focus groups with longstanding RA 

patients and newly diagnosed patients, to obtain input that informed 

content and curriculum for support and education program.  

 Provided 15 support and education programs: seven for people with 

longstanding RA and eight for newly diagnosed patients, which 

reached 212 participants. Written program evaluation results 

indicate that 98% were satisfied with the program and 90% could 

apply what they learned to manage RA. 

 Conducted a needs assessment of 100 gout patients to determine 

patient-identified concerns and knowledge gaps 

 Provided multidisciplinary community education gout symposium 

and posted as enduring content on website. This program reached 

39 participants, and had positive impact on patients’ gout-related 

knowledge. Results of the knowledge assessment demonstrate that 

key disease management points were well-understood by 

participants  

 Provided community education lecture on RA, AS and PsA 

treatment and captured content for on-demand webinar 

 Discussed potential partnerships with Spondylitis Association of 

America and National Psoriasis Foundation and  2 potential 

community partners which serve NY Latino/Hispanic communities 
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Priority Area: Preventing Chronic Disease 

Focus Area 3: Increase access to high-quality chronic disease preventive care and management 

in clinical and community settings 

Goal 3.3: Promote culturally relevant chronic disease self-management education 
 

Program Name HSS Nursing Community Education Outreach (NCEOP) 

Program Description HSS’ nursing community outreach program (NCEOP) targets 

underserved older adults living in the community. The program’s 

overall goal is to deliver evidence-based educational content 

germane to issues appropriate for older adults. Future plans include 

expanding the target audience to school age children. Educational 

lectures is mainly delivered by HSS nursing staff.  The quality 

educational sessions use teaching strategies and educational 

principles deigned to improve knowledge, skills and confidence to 

manage and prevent chronic disease.  

Program Outcome 

Objectives  

1. Improve health management for seniors by building knowledge, 

skills and confidence on topics various topics that are relevant to 

seniors. 

2. Increase self-care management on musculoskeletal health 

conditions for children.  

Evidence-Based 

Strategies/Interventions 

used to achieve 

objectives: 

Deliver educational sessions that focus on self-care management 

strategies and access to preventive health care resources. Self-care 

management education in the community setting is an evidence-

based approach to address key health care reform objectives (i.e. 

better health, better health care, and value). Self-care education 

workshops can improve activities such as medication compliance 

and patient-provider communication, which are key aspects in 

managing chronic disease
68

.
  
The program was based upon findings 

of an internal nursing research study (N = 125) conducted by 

Quinlan and colleagues where nurses found decreased self-care 

knowledge independently associated with increased aging (p < 0.05 ) 

and poor treatment adherence independently associated with 

residence in low income neighborhoods (p<.05)
 69

.  

Process Measures During each of the next three years, the following process measures 

will be assessed: 

 Number of education lectures implemented 

 Number of skills-training workshops implemented 

 Number of new partnerships and linkages with CBOs 

 Number of new interdisciplinary collaborations 

 Number of participants that engaged in programs 

Outcome Measures During each of the next three years, the following process measures 

                                                           
68 Ory M, SangNam A, Luohua J, et al. Successes of a national study of the chronic disease self-management program: Meeting the triple aim of 

health care reform. Medical Care. 2013; 51(11): 992-998. 
69 Quinlan P, Price K, Magid S, et al. The relationship between health Literacy, health Knowledge and adherence to treatment in patients with 
rheumatoid arthritis. HSS Journal. 2013;9 (1): 42-9. 
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will be assessed: 

 % of participants who increased knowledge 

 % of participants who changed behavior related to educational 

activity 

 % of participants who increased ability to manage self-care 

Partner Role The NCEOP has developed key partnerships with (CBOs including 

senior centers serving older adults. These partnerships have included 

the following: Washington Heights-Inwood YM & YWHA, New 

York Foundation of Seniors Citizens (Brown Gardens & 1850 2
nd

 

Ave. Building), Lenox Hill Neighborhood House, and Prime Care 

Essentially, the roles of our community partners include:  

 Partnering with NCEOP program staff to identify educational 

needs of the community based on results from the HSS 

Community Health Needs Assessment (CHNA) and program 

evaluations 

 Educating the NCEOP staff on needs of the community  

 Marketing educational lectures and workshops  

 Recruiting participants in the community to participate in 

educational offerings 

 Providing location to host educational programs 

Partner Resources  Space/Location    

 Staff  

 Information Exchange 

By When By December 31, 2016 (Year 1),  

 Develop a partnership with one HSS department for 

interdisciplinary collaboration to provide a community outreach 

program 

 Maintain current community education partnerships 

 Develop two new educational lectures  

 Conduct 20 educational lectures reaching 200 participants 

 Use interactive teaching methods including audience response 

system to engage participants in the learning process 

By December 31, 2017 (Year 2), 

 Develop two new educational lectures  

 Develop one new community partnerships through a relationship 

with national professional organization 

 Develop one additional HSS interdisciplinary collaboration to 

provide an outreach program 

 Conduct 25 educational lectures reaching 300 participants 

 Provide education in Spanish to address a more diverse audience 

 Implement an interactive teaching method in a school setting 

By December 31, 2018 (Year 3) 

 Develop three new educational lectures  

 Maintain existing community partnerships  

 Maintain HSS interdisciplinary collaborations  
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 Conduct 30 educational lectures reaching 400 participants  

 Maintain interactive teaching methods aimed at older adults and 

children 

Will action address 

disparity 

Yes, this action will address disparity serving at-risk members of 

NYC’s community with low socio-economic status. 

2016-2018 CSP Year 1 

Progress Update  

 

 Implemented 20 lectures, reaching ~150 participants. Evaluation 

of program data demonstrated that these lectures had positive 

impact on participants’ knowledge, satisfaction and self-

management. 

 Reviewed program evaluation results with community partners 

to align with additional needs and further program expansion. 

 Piloted sessions at 2 new community venues 
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Priority Area: Preventing Chronic Disease 

Focus Area 3: Increase access to high-quality chronic disease preventive care and management 

in clinical and community settings 

Goal 3.3: Promote culturally relevant chronic disease self-management education 

 

Program Name Pain and Stress Management Series 

Program Description HSS developed the pain and stress management series, which is 

comprised of educational, and mindfulness based coping techniques 

to raise awareness, educate and improve the ability to cope with pain 

and stress. This program offers mind/body workshops, exercises such 

as Yoga, and expert-guided meditation to help reduce physical and 

mental stressors. All the educational programs are taught by 

experienced physicians, nurses, physical and occupational therapists, 

while Yoga workshops are led by certified yoga instructors. 

Program Outcome 

Objectives  

1. Increase participants awareness of pain and stress management 

techniques 

2. Increase knowledge of pain-management and mindfulness based 

coping techniques such as yoga, meditation and exercise. 

3. Increase self-management and coping strategies around managing 

pain and stress 

Evidence-Based 

Strategies/Interventions 

used to achieve 

objectives: 

Studies have shown that evidence-based stress reduction techniques 

can be effective tools in reducing stress and improving quality of life 

of patients. Yoga exercises have been proved to be a complementary 

health approach to help relieve anxiety and depression. In addition, 

the combination of Yoga exercises and deep breathing meditation 

have been effective methods to reduce stress, pain and anxiety 

symptoms (NIH, National Center for Complementary and Integrative 

Health). In utilizing these evidence-based practices, we will 

implement programs that are grounded on healthy development of 

adults by: 

 Identifying  educational topics on stress and pain management 

issues to be presented to the community 

 Conducting educational lectures on pain and stress management 

techniques 

 Offering free expert-guided conference call sessions on mindful 

breathing techniques 

Process Measures During each of the next three years, the following process measures 

will be assessed: 

 Number of education lectures/workshops implemented 

 Number of expert guided conference calls offered 

 Number of participants that engaged in pain and stress 

management lectures/workshops 

 Number of participants that participated in conference call 

sessions 

Outcome Measures During each of the next three years, the following outcome measures 

will be assessed: 
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 % of participants who demonstrate knowledge/material 

comprehension about pain and stress management techniques 

 % of participants who report increased self-efficacy to  manage 

pain and stress 

Partner Role We have developed key partnerships with subject matter experts 

from healthcare institutions in implementing the free expert-guided 

conference call sessions on mindful breathing techniques. We will 

also be exploring opportunities for additional partnership with CBOs 

to increase reach of the program by:  

 Marketing educational lectures  

 Providing location to host educational lectures outside the 

hospital; and   

 Providing guest speakers to present at educational lectures 

Partner Resources  Expert guidance 

 Information exchange 

By When By December 31, 2016 (Year 1),  

 Six educational lectures and workshops addressing pain and 

stress management techniques will be conducted 

 Advertise and recruit patients to participate in free expert guided 

mediation calls 

By December 31, 2017 (Year 2), 

 Seven educational lectures and workshops addressing pain and 

stress management techniques will be conducted  

 Eighty-five phone calls, aiming to reduce anxiety through 

mindful breathing techniques will be conducted 

By December 31, 2018 (Year 3) 

 Eight educational lectures and workshops, addressing pain and 

stress management techniques will be conducted  

 Ninety phone calls, aiming to reduce anxiety through mindful 

breathing techniques will be conducted 

Will action address 

disparity 

Yes, this program serves at-risk adults exposed to increased physical, 

mental and emotional stress from low-income population 

2016-2018 CSP Year 1 

Progress Update  

 

 Implemented six lectures/workshops reaching 60 participants  

 Recruited 10 patients to participate in expert guided meditation 

calls 
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Section 6: Dissemination of the Plan to the Public 

HSS is dedicated to improving the health of its patients and the public through the design, 

implementation and evaluation of cutting-edge community programs and services, which are 

included in its community service plan. Communicating these programs to diverse audiences as 

widely as possible is essential. To this end, the public will be substantially engaged through a 

multi-staged process. First, the Hospital will disseminate its CSP to community partners, 

affiliated institutions and the public through the Hospital’s website (www.hss.edu) which 

averages 267,000 unique visitors’ monthly. Second, a public awareness strategy through social 

media and the Hospital’s annual community benefit report will be implemented to highlight the 

significance of each health need, outreach and educational activities undertaken to address these 

needs. Third, info-graphics will be distributed to the public highlighting HSS’ reach and impact 

on the community.  Lastly, recommended best practices will be presented at national 

professional conferences to disseminate/promote the highest quality of care. 

 

Section 7: Maintaining Engagement with Community Partners 

Effective and sustainable relationships with key stakeholder groups are crucial to the success of 

HSS community health initiatives. HSS works very closely with its community partners in the 

development, implementation and evaluation of hospital and joint hospital/partner programs. 

Ongoing communication is vital to sustained community partner engagement and is 

accomplished through regular meetings to discuss community needs, hear feedback about 

programs and their effectiveness, plan future programs and share results of evaluations. 

Furthermore, community briefs and info-graphics will be shared with community partners to 

highlight impact of programs on the community. HSS, in conjunction with its community 

partners, will implement continuous quality improvement (CQI) activities in order to track and 

evaluate its pro grams to ensure they are effective and meet the needs of patients and the public. 

This is achieved through regular program evaluations assessing program effectiveness as well as 

patient/public needs and interests. Any necessary changes are discussed among program staff 

and, where applicable, community partners then implemented as quickly as possible. 

 

 

 

 

 

 

 

 

 

http://www.hss.edu/
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Appendix A:  Summary Results of 2016 HSS Community Health 
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2016 HSS CHNA Summary Results - Major Highlights by Sample 

Health Indicator Total sample (n=357) 
HSS Ambulatory Care Centers sub-

sample (n=224) 
Public/Uninsured sub-sample (n=440) Medically Underserved Areas sub-sample (n=759) 

Socio-Demographic Profile 

Gender 74.4% female; 25.3% male 72.2% female; 27.3 % male 80.0% female; 19.8% male 74.8% female; 24.8% male 

Age 

- 6.4% aged 18-35 
- 10.7% aged 36-50 
- 62.8%  aged 51-75 
- 10.1% aged 76+ 

- 13.8% aged 18-35 
- 17.9% aged 36-50 
- 45.6%  aged 51-75 
- 4.5% aged 76+ 

- 12.5% aged 18-35 
- 14.3% aged 36-50 
- 59.3%  aged 51-75 
- 14.0% aged 76+ 

- 11.5% aged 18-35 
- 12.5% aged 36-50 
- 61.6%  aged 51-75 
- 14.3% aged 76+ 

Race 
74.0% white; 9.2% African American; 8.1% 
Asian  

44.1% white; 29.4% African American; 
5.9% Asian 

36.4% white; 23.7% African American; 
16.1% Asian 

44.8% white; 19.2% African American; 18.3% Asian 

Ethnicity 
85.7% non-Hispanic/ Latino; 14.2% 
Hispanic/ Latino 

70.5% non-Hispanic/ Latino; 29.5% 
Hispanic/ Latino 

59.3% non-Hispanic/ Latino; 40.7% 
Hispanic/ Latino 

65.2% non-Hispanic/ Latino; 34.8% Hispanic/ Latino 

Relationship Status 
 - 43.6% married; 23.3% single 
 - 61.2% not live alone 

 - 28.5% married; 32.8% single 
 - 67.2% not live alone 

 - 20.3% married; 31.3% single 
 - 60.1% not live alone 

 - 35.5% married; 26.6% single 
 - 63.6% not live alone 

Language Spoken at Home English (78.6%) English (65.9%) English (48.9%) English (58.8%) 

Education 
Top 2 groups:  
- Completed high school or GED (31.3%) 
- Post-college (26.7%) 

Top 2 groups:  
- Completed high school or GED (72.6%) 
- Less than high school (16.2%) 

Top 2 groups:  
- Completed high school or GED (52.7%) 
- Less than high school (24.3%) 

Top 2 groups:  
- Completed high school or GED (45.2%) 
- Post-college (15.8%) 

Annual Household Income 

Top 3 groups:  
- 17.3% had $200,000 or more 
- 15.4% had $50,000 - $74,000 
-  12.5% had $100,000 - $149,999 

Top 3 groups:  
- 40.5% had less than $10,000 
- 13.3% had $15,000 - $24,999 
- 12.7% had $10,000 - $14,999 

Top 3 groups:  
- 45.9% had less than $10,000 
- 20.2% had $10,000 - $14,999 
- 13.8% had $15,000- $24,999 

Top 3 groups:  
- 20.8% had less than $10,000 
- 15.0% had $50,000 - $74,999 
- 12.1% had $15,000 - $24.999 

Work Status 44.6% retired 29.4% unable to work 34.1% retired 37.1% retired 

Geographic Location Manhattan (43.0%) Queens (21.9%) Bronx (25.8%) Bronx (34.6%) 

Health Status & Quality of Life 

Health Status 
78.4% rated their health positively (good 
to excellent) 

50.9% rated their health positively (good 
to excellent) 

50.5% rated their health positively (good to 
excellent) 

66.0% rated their health positively (good to 
excellent) 

Physical Health 
37.5% reported no physically unhealthy 
days in the past 30 days 

38.3% reported 14 days or more physical 
unhealthy days in the past 30 days 

37.0% reported 14 days or more physical 
unhealthy days in the past 30 days 

35.8% reported no physically unhealthy days in the 
past 30 days 

Musculoskeletal Conditions 

Top Three:  
1) Osteoarthritis (54.7%)  
2) Some other form of arthritis (30.3%) 
3) Osteoporosis (27.6%) 

Top Three:  
1) Osteoarthritis (54.7%) 
2) Rheumatoid arthritis (41.3%) 
3) Some other form of arthritis (34.2%) 

Top Three:  
1) Osteoarthritis (49.5%)  
2) Some other form of arthritis (43.7%) 
3) Rheumatoid arthritis (38.9%) 

Top Three:  
1) Osteoarthritis (46.8%) 
2) Some other form of arthritis (33.8%) 
3) Rheumatoid arthritis (30.8%) 

Falls 

 - 25.3% had fallen within the past year 
 - 18.3% reported fractures from falls 
 - 66.6% had not spoken to their 
healthcare providers about their fall 

 - 27.5% had fallen within the past year 
 - 12.3% reported fractures from falls 
 - 63.2% had not spoken to their 
healthcare providers about their fall 

 - 31.7% had fallen within the past year 
 - 12.4% reported fractures from falls 
 - 71.1% had not spoken to their healthcare 
providers about their fall 

 - 27.6% had fallen within the past year 
 - 12.4% reported fractures from falls 
 - 61.7% had not spoken to their healthcare 
providers about their fall 

Mental Health 
55.4% reported no mentally unhealthy 
days in the past 30 days 

49.5% reported no mentally unhealthy 
days in the past 30 days 

45.8% reported no mentally unhealthy days 
in the past 30 days 

54.0% reported no mentally unhealthy days in the 
past 30 days 

Difficulty in Daily Activities 

- 67.1% reported stooping, bending or 
kneeling as the most common difficulty  
- 49.9% reported no pain interfered with 
usual activities in the past 30 days  

 - 79.4% reported stooping, bending or 
kneeling as the most common difficulty  
- 44.2% experienced 14 days or more  
pain interfered with usual activities in the 
past 30 days  

- 78.0% reported stooping, bending or 
kneeling as the most common difficulty  
- 35.4% experienced 14 days or more  pain 
interfered with usual activities in the past 30 
days  

- 66.9% reported stooping, bending or kneeling as 
the most common difficulty  
- 46.0% reported no pain interfered with usual 
activities in the past 30 days  
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Health Indicator Total sample (n=357) 
HSS Ambulatory Care Centers sub-

sample (n=224) 
Public/Uninsured sub-sample (n=440) Medically Underserved Areas sub-sample (n=759) 

Health Behavior & Life Style 

Physical Activity 

 - 23.1% meet CDC-recommended level of 
moderate PA 
- 22.1% meet CDC-recommended level of 
vigorous PA 
- 48.0% meet CDC-recommended level of 
muscle-strengthening PA 

 - 14.9% meet CDC-recommended level of 
moderate PA 
- 19.7% meet CDC-recommended level of 
vigorous PA 
- 31.5% meet CDC-recommended level of 
muscle-strengthening PA 

 - 13.4% meet CDC-recommended level of 
moderate PA 
- 19.3% meet CDC-recommended level of 
vigorous PA 
- 30.1% meet CDC-recommended level of 
muscle-strengthening PA 

- 16.1% meet CDC-recommended level of moderate 
PA 

- 8.7% meet CDC-recommended level of vigorous 
- 8.6% meet CDC-recommended level of muscle-

strengthening PA 

Diet 
 - 79.7% rated their diet positively (good 
to excellent) 
 - 94.1% would like to eat heathier 

 - 64.3% rated their diet positively (good 
to excellent) 
 - 95.0% would like to eat heathier 

 - 59.7% rated their diet positively (good to 
excellent) 
 - 87.3% would like to eat heathier 

 - 69.5% rated their diet positively (good to 
excellent) 
 - 79.8% would like to eat heathier 

Barriers to Eating Healthy 

Top Three:  
1) Taking too much time to prepare 
(52.9%) 
2) Cost (38.8%) 
3) Family/ friend do not eat (32.7%) 

Top Three:  
1) Cost (71.4%)  
2) Family/ friend do not eat (44.9%) 
3) Taking too much time to prepare 
(43.3%) 

Top Three:  
1) Cost (72.7%)  
2) Taking too much time to prepare (44.7%) 
3) Family/ friend do not eat (43.2%) 

Top Three:  
1) Cost (56.9%)  
2) Taking too much time to prepare (49.9%) 
3) Family/ friend do not eat (37.9%) 

Reproductive Health 

 - 20.1% indicated that their muscle, bone 
or joint condition(s) affected their sexual 
health 
- The most common effects was limitation 
of motion/pain (50.7%) 

 - 29.8% indicated that their muscle, bone 
or joint condition(s) affected their sexual 
health 
- The most common effects was 
decreased sexual desire and satisfaction 
(53.7%) 

 - 26.6% indicated that their muscle, bone or 
joint condition(s) affected their sexual 
health 
- The most common effects was limitation of 
motion/pain (44.8%) and decreased sexual 
desire and satisfaction (44.8%) 

 - 23.2% indicated that their muscle, bone or joint 
condition(s) affected their sexual health 
- The most common effects was decreased sexual 
desire and satisfaction (49.1%) 

Use of and Access to Care 

Health Coverage 98.2% had coverage 99.5% had coverage 91.1% had coverage 96.5% had coverage 

Insurance Coverage Type 
 - 48.6% had Medicare 
 - 35.2% had a plan purchased through 
employer or union 

 - 61.7% had Medicaid 
- 30.6% had Medicare 

 - 91.1% had Medicaid 
- 39.4% had Medicare 

 - 41.1% had Medicare 
 - 33.2% had a plan purchased through employer or 
union 

Immunizations & Health 
Screenings (last year) 

 - 73.5% received immunizations 
- 16.3% received STD/STI/HIV screenings 
- 60.2% female had mammograms and 
28.6% had pap smears 
- 31.2% male had prostate exam 

 - 66.5% received immunizations 
- 42.5% received STD/STI/HIV screenings 
- 56.8% female had mammograms and 
54.6% had pap smears 
- 23.5% male had prostate exam 

 - 65.4% received immunizations 
- 37.4% received STD/STI/HIV screenings 
- 55.5% female had mammograms and 
45.6% had pap smears 
- 20.0% male had prostate exam 

 - 68.6% received immunizations 
- 28.8% received STD/STI/HIV screenings 
- 56.5% female had mammograms and 46.7% had 
pap smears 
- 28.3% male had prostate exam 

Healthcare Access (past year) 
11.7% had difficulties accessing a provider 
when needed  

18.4% had difficulties accessing a provider 
when needed  

22.4% had difficulties accessing a provider 
when needed  

15.2% had difficulties accessing a provider when 
needed  

Adherence with Medical Advice 
94.0% "always/very often" 94.2% "always/very often" 91.0% "always/very often" 91.7% "always/very often" 

Provider- Patient Communication 

 - 52.3% “very often” to “always” prepared 
a list of questions for their doctors 
- 81.9%  “very often” to “always” ask 
questions when visiting their doctors 
-  61.9%  “very often” to “always” discuss 
personal problems related to the illness 
with their doctors 

 - 42.6% “very often” to “always” 
prepared a list of questions for their 
doctors 
- 80.3%  “very often” to “always” ask 
questions when visiting their doctors 
-  71.0 “very often” to “always” discuss 
personal problems related to the illness 
with their doctors 

 - 42.3% “very often” to “always” prepared a 
list of questions for their doctors 
- 73.6%  “very often” to “always” ask 
questions when visiting their doctors 
-  65.8%  “very often” to “always” discuss 
personal problems related to the illness with 
their doctors 

 - 41.6% “very often” to “always” prepared a list of 
questions for their doctors 
- 78.2%  “very often” to “always” ask questions 
when visiting their doctors 
-  64.9%  “very often” to “always” discuss personal 
problems related to the illness with their doctors 
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Health Indicator Total sample (n=357) 
HSS Ambulatory Care Centers sub-

sample (n=224) 
Public/Uninsured sub-sample (n=440) Medically Underserved Areas sub-sample (n=759) 

Self-Efficacy 
47.8% were very confident/confident in 
managing symptoms of their conditions 

41.9% were very confident/confident in 
managing symptoms of their conditions 

51.4% were very confident/confident in 
managing symptoms of their conditions 

58.1% were very confident/confident in managing 
symptoms of their conditions 

Health Literacy 

 - 94.0% rated their ability to speak and 
understand English from “good” to 
“excellent”  
 - 76.5% “never” needed assistance when 
reading instructions, pamphlets, or other 
written materials from doctors or 
pharmacies 

  - 87.2% rated their ability to speak and 
understand English from “good” to 
“excellent”  
 - 62.7% “never” needed assistance when 
reading instructions, pamphlets, or other 
written materials from doctors or 
pharmacies 

 - 86.7% rated their ability to speak and 
understand English from “good” to 
“excellent”  
 - 54.9% “never” needed assistance when 
reading instructions, pamphlets, or other 
written materials from doctors or 
pharmacies 

 - 84.4% rated their ability to speak and understand 
English from “good” to “excellent”  
 - 67.1% “never” needed assistance when reading 
instructions, pamphlets, or other written materials 
from doctors or pharmacies 

Health Information Resources 
Doctor’s office or HMO (77.5%) Doctor’s office or HMO (63.4%) Doctor’s office or HMO (57.9%) Doctor’s office or HMO (69.7%) 

Preferred Form of Health 
Education 

Exercise classes (50.6%) Exercise classes (42.0%) Exercise classes (46.9%) Exercise classes (52.6%) 
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Appendix B: Summary of Community Forums (Prioritization of 

Health Needs) 
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2016 HSS CHNA Community Forum Report 

Goal: To share the Community Health Needs Assessment (CHNA) results and provide the 

opportunity for community members to prioritize their health needs. 

Method: Four community forums were hosted in the following locations below -   

 May 17, 2016 at Lenox Hill Neighborhood House, Manhattan (11 people present) 

 May 21, 2016 at the Living Healthy with Lupus Workshop, HSS (50 people present) 

 May 23, 2016 at Chinatown Community Center, Visiting Nurses Services New York (35 

people present) 

 May 25, 2016 at the Senior Health and Fitness Day, HSS (17 people present) 

 

A total of 113 community members participated in the community forums. At each community 

forum, participants were asked to rank the indicators outlined in CHNA according to the order of 

importance for their community (where 1 ranks the highest). Ranking results were calculated 

using a simple point system in which each ranking is assigned a point value from 1-22, with the 

indicator ranked 1 receiving 22 points and the indicator ranked 22 receiving 1 point. The 

indicators that received the most collective points were identified as the top priorities for the 

participants at the respective event.  

Results: Community members were asked to rank the health needs most important to them and 

give their perspective on community health issues in an open discussion. Ranking of health 

issues differed by location as seen in Table 1 below. 

Table 1: Ranking Results (n = 90) 

 Lenox Hill 

Neighborhood 

House  

Senior Health 

and Fitness Day, 

HSS  

Living Healthy 

with Lupus 

Workshop, HSS 

Chinatown 

Community 

Center, VNSNY  

1 Osteoporosis Joint/ Bone pain Joint/ Bone pain Osteoarthritis 

2 

Fatigue/Stress/ 

Rheumatoid 

Arthritis 
 

Obesity Falls 
Rheumatoid 

Arthritis 

3 Muscle pain Mental Health Osteoarthritis Osteoporosis 

4 Stiffness Stress Fatigue Joint/ Bone pain 

5 Obesity Poor Diet Muscle pain Muscle pain 

Health Concerns  

HSS engaged community members to discuss about health issues and concerns in their local 

community. Although health needs differed across each location, one consistent theme across all 

community forums was the need for additional educational programs to help prevent and manage 

muscle, bone and joint health conditions. See below for health needs identified in each 

community forum:  
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 Lenox Hill Neighborhood Senior Center: Community members considered cost as the 

top barrier to eating healthy. 

 Living Healthy with Lupus Workshop: Community members talked about falls and the 

embarrassment associated with it. In addition, difficulty in getting an appointment was 

identified as the top barrier to medical access. 

 Chinatown Community Center, VNSNY: Community members mentioned that they 

preferred traditional Chinese therapies and they needed more educational program in the 

community. Furthermore, they indicated that osteoarthritis and rheumatoid arthritis were 

big issues in the Chinese communities. 

 Senior Health and Fitness Day:  Community members talked about bone/ joint pain, 

fatigue, obesity associated with poor diet, and lack of physical activity  

Figure 1: Health Needs Identified 
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Demographic information (n=61) 

Nearly two-third (61%) of participants filled out an evaluation after the community forum. As 

seen below, majority of community members were female (89.9%), aged 70-79 (39.0%), non-

Hispanics (88.7%) and Asians (50.9%). 

 

 

 

 

 

 

 

10.2% 

89.8% 

Figure 2 : Gender 

Male

Female

1.7% 0.0% 
8.5% 13.6% 

25.4% 
39.0% 

8.5% 3.4% 

0.0%

20.0%

40.0%

60.0%

20-29 30-39 40-49 50-59 60-69 70-79 80-89 90+

Figure 3: Age 

28.3% 
15.1% 

50.9% 

1.9% 3.8% 

0.0%

20.0%

40.0%
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Black/ African
American

White/ Caucasian Asian Hawaiian or other
Pacific islander

Other

Figure 4 : Race 

11.3% 

88.7% 

Figure 5: Ethnicity 

Hispanic/ Latino

Non-Hispanic/ Latino
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Satisfaction (n=61) 

The community forums were well received by participants as 89.7% of the strongly agree/agree 

that the community forum was helpful, see figure 6 below for details. 

 

When asked about the most valuable component of the forum, 61.0% of the participants 

mentioned that the information presented was very helpful to them, 14.6% thought everything 

was valuable, 12.2% valued the discussion part. In addition, when asked about how to improve 

the forum, 33.3% of the participants wanted the forum/ lecture to be offered more often, 24.2% 

wanted more detailed information, and 18.2% thought it was perfect.  
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10.3% 

0.0%
10.0%
20.0%
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Strongly agree Agree Neutral

Figure 6: Satisfaction  
Overall, I was satisfied with the program 
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Community Health Needs Assessment (CHNA) 

Community Partners Meeting Summary 

May 25, 2016 

Attendees:  

Names  Organization 

Sandra Goldsmith HSS  

Roberta Horton 

Jillian Rose 

Titi Ologhobo 

Demi Wu 

Juliette Kleinman 

Toral Priscilla 

Dariana Pichardo 

Sharon Daitz Arthritis Foundation 

Aicha Diallo-Bennett 

Sandra Regenbogen-Weiss New York Presbyterian 

Miriam Colon Isabella Geriatric 

Jeff Zhu Weill Cornell Medicine Clinical and Translational Science Center 

Lula Mae 

Diane Gross SLE Lupus Foundation 

Denise Goodman Memorial Sloan Kettering Cancer Center 

Fred Riccardi Medicare Right Center 

 

Goal: The goal of the meeting was to share the CHNA results, elicit feedback and prioritize 

health needs.  

CHNA Results 

 CHNA results were presented at the meeting 

 CHNA results were received positively and there was extensive discussion about how 

results accurately depict the various communities served and how these results could be 

used to impact the community at large.  

 There were discussions about access to educational programs and ways in which HSS 

could extend the reach of its programs 

o More online educational programs are needed to reach more community members 

 Discussion also focused on the disparities found in the three subgroups (ambulatory care 

center sub-group, no/ public insurance sub-group, and medically underserved area sub-

group) 
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Ranking Results 

 Community partners ranked health issues according to the communities they serve, and 

the top five health priorities identified were: 

1. Joint/ Bone pain 

2. Falls 

3. Osteoarthritis 

4. Fatigue 

5. Muscle pain 

 

Next Steps 

 Future community forums planning - More community forums are needed to reach more 

diverse communities. Future community forums will be held in Brooklyn and the Bronx. 
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