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Service Areas:

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 is comprised of suburban areas in
the Hudson Valley, New York; Northern and Central New Jersey; Connecticut; Long Island, New York; and
Palm Beach County, Florida. 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.

Participating Local Health Department(s):

NYC Department of Health and Mental Hygiene

Contact Information:

Ana Gallego

Office of Policy, Planning, and Strategic Data Use
Office of the First Deputy Commissioner

Phone: 347-396-4106

Email: agallego1@health.nyc.gov

Participating Hospital/Hospitals System(s) & Contact Information:

None

Name of Entity Completing Assessment:

Hospital for Special Surgery (HSS)

Contact Information:

Titilayo Adeniran, MPH

Director, Outcomes and Data Analytics
Community Education & Outreach
Education Institute

Phone: 212-774-2185

Email: adenirant@hss.edu
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Executive Summary

Hospital for Special Surgery (HSS) has been a recognized leader in musculoskeletal medicine for more
than a century. We have established an ongoing commitment to both physical and general wellness,
patient care, research, professional education, and community programming. As such, HSS conducted a
Community Health Needs Assessment (CHNA) in 2022 to identify significant musculoskeletal health
concerns of residents in its primary and secondary service areas. The needs identified informed the
hospital’s 2022 — 2024 Community Service Plan (CSP), a three-year implementation strategy that
supports the New York State (NYS) Prevention Agenda 2019-2024 and satisfies the US Internal Revenue
Service and the Affordable Care Act requirements for nonprofit hospitals.

HSS’ three-year community service plan will focus on two priority areas — Preventing Chronic Disease
and Promoting Wellbeing and will concentrate on musculoskeletal and rheumatologic conditions, our
areas of expertise. To further advance the NYS Health Improvement Plan and align with the state’s
priority areas, the ten CSP strategies in the CSP report will address:

=  Chronic disease preventive care and management by promoting evidence-based care and improving
self-management skills for individuals with chronic conditions, including asthma, arthritis,
cardiovascular disease, diabetes and prediabetes, and obesity

=  Promote well-being by facilitating supportive environments that promote respect and dignity for
people of all ages.

In selecting our existing priorities, HSS reviewed national, state, and local data along with results from our
community health needs assessment (CHNA). An in-depth review of public health data provided a broad
array of health information that served as a framework for selecting the Hospital’s existing focus areas
and public health priorities. Specific data sources reviewed include:

= U.S. Census Bureau = Bureau of Labor Statistics
= New York City Department of Aging = New York City Department of Health and
= New York City Department of City Planning Mental Hygiene
= Centers for Disease Control and Prevention = New York City Department of Homeless
= World Population Review Services
= Health Resources and Services = Healthy People 2030

Administration = Neighborhood Health Atlas

Collaboration with the public, community partners, and internal stakeholders was crucial to the success of our
approach in assessing the health needs of the community, selecting health priorities, and identifying community
education, outreach, and support initiatives. During the assessment and implementation process, HSS partnered
with various community-based organizations (CBOs), city and state agencies, and universities with public health
expertise and specific knowledge of community needs. Representatives from these organizations provided input
on survey construction, the use of validated measures, cultural relevance, and health literacy. Community
partners also provided their input by participating in key informant interviews and highlighting the significant
musculoskeletal health needs of HSS’ community. In addition, they reviewed CHNA findings and prioritized their
community’s health needs, which was critical to driving the selection of our public health priorities. See the full
CSP report for a complete list of community partners that were involved in this process.

HSS recognizes that public participation is crucial in shaping and informing HSS community initiatives. Broad
community engagement in the development of the CSP began with HSS soliciting public input about the
CHNA survey, literacy level, and translations to Spanish, Chinese and Russian to ensure cultural relevancy.
The public was also heavily engaged in virtual community health forums. At these forums, participants were
asked to prioritize their health needs based on the results of the HSS CHNA survey and key informant
interviews. These health priorities were instrumental in helping the Hospital to choose its CSP priority and
focus areas and helped to shape the CSP itself. HSS will continue to engage its community through ongoing
social media and email campaigns, infographic reports and data dashboards, and community forums that
highlight the impact CSP programs are having on the community.
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Based on the collaborative process outlined above, HSS integrated all information derived from its staff,
community partners, and members of the public to identify community health initiatives to meet the
constantly changing healthcare needs of its diverse and aging community. In implementing our
community health programs, HSS will adopt evidence-based strategies/models to address our
community’s health priorities and disparities. Our initiatives include -

1. Aging with Dignity, a psychosocial support and education program to target social isolation and
improve coping skills.

2. Asian Community Bone Health Initiative, a community-based exercise, and education program
to help Asian older adults manage their chronic musculoskeletal conditions and increase access
to care.

3. Charla de Lupus/ Lupus Chat®, a free national peer health education and support program to
increase knowledge of lupus among Hispanic/Latino and African American communities.

4. Inflammatory Arthritis (IA) Support and Education Programs, a support and education
program for community members and families living with rheumatoid arthritis (RA), ankylosing
spondylitis (AS), psoriatic arthritis (PsA), and gout.

5. Musculoskeletal Health Wellness Initiative, an exercise and self-management education
program to raise awareness, educate and reduce the impact of musculoskeletal conditions.

6. LANtern® (Lupus Asian Network), a free national bilingual peer support and education program
for Asian Americans with lupus and their families.

7. Leon Root, MD, Pediatric Outreach Program, a community-based screening, and education
program to detect, treat and prevent sports-related injuries in young athletes.

8. Pain and Stress Management Program, an education and mindfulness-based program to raise
awareness, educate and improve the ability to cope with pain and stress.

9. Youth Sports Safety Program, a primary and secondary sports injury prevention program for
young adults, coaches, teachers, and parents.

10. VOICES 60+ Senior Advocacy Program, an advocacy program to help low-income, culturally
diverse patients aged 60+ years, with arthritis and related chronic illnesses, with accessing
services and support to improve their quality of life.

To ensure that HSS community health programs are meeting the goals outlined within each of the
selected priority areas, the needs of its diverse patient population, and the community at large, HSS
collects specific outcomes and process measures to evaluate its reach and impact. Described below are
the process and outcome measures that will be assessed in each selected focus area.

Focus Area 1

Promoting evidence-based care and improving self-management skills for individuals with chronic
conditions, including asthma, arthritis, cardiovascular disease, diabetes and prediabetes, and obesity

* Process Measures
@ Number of participants reached, and number of programs conducted
o Number of new partnerships developed with community-based organizations
o % of participants that were satisfied with the program and would recommend the program to
others
= QOutcomes Measures (Short-Term/Intermediate)
o Increased access to linguistically-and culturally competent musculoskeletal health programs
@ Increased access to care among marginalized communities serving at-risk patients and
community members
o Increased knowledge of self-management techniques, cognitive behavioral therapy (CBT),
and mindfulness techniques
@ Increased self-management skills to manage pain, stress, and chronic conditions including
musculoskeletal disorders.

@ Improved musculoskeletal health outcomes by decreasing musculoskeletal pain, stiffness,
fatigue, and falls, and increasing the frequency of physical activity and self-efficacy
o Increased implementation and adoption of (role-specific) injury prevention interventions
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Focus Area 2
Facilitating supportive environments that promote respect and dignity for people of all ages.

= Process Measures

@ Number of psychosocial support and education programs conducted

o % of participants that were satisfied with the program and would recommend the program to
others

= Outcomes Measures (Short/Intermediate)
o Increased knowledge or understanding of new skill/tool
o Increased coping skills

o Increased access to psychosocial support and education programs among at-risk and
vulnerable community members
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Community Health Assessment

A. Description of Community Assessed

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’s primary service area consists of the five boroughs of New York City (NYC) - Manhattan, Bronx,
Brooklyn, Queens, and Staten Island, as depicted in blue in 1 below; while its secondary service area is
comprised of suburban areas in the Hudson Valley, New York; Northern and Central New Jersey; Connecticut;
Long Island, New York; and Palm Beach County, Florida, as depicted in dark gray in Figure 1 below.

Figure 1. HSS Primary and Secondary Service Areas’

Service Area

B Primary
[ Secondary

O

Palm Beach

Monmouth

There are 19 HSS locations across Manhattan, Brooklyn, Queens, Long Island, Westchester, New
Jersey, Connecticut, and Florida; 19 HSS Rehabilitation locations across Manhattan, Brooklyn,
Westchester, New Jersey, Connecticut, and Florida; and 3 Ambulatory Care Centers across NYC (Adult
Orthopedic and Specialty Care; Adult Rheumatology Care; and Pediatric Orthopedic, Rheumatology, and
Specialty Care), as represented by yellow dots in Figure 1 above. However, given its specialized focus on
musculoskeletal and rheumatologic care, the Hospital’s impact extends beyond its immediate service
area to communities around the world, having reached over 89 countries.

" OpenStreetMap
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Community Profile

To better understand the health needs of our community, secondary data was reviewed at the national,
state, and city levels to identify gaps and health disparities that exist. Data collected include socio-
demographics, health status and quality of life, health behavior and lifestyle, access to care, and health
education needs.

|. Demographics of the Community

According to U.S. census data, the NYC community consists of an estimated 8,467,513 people.? Key
demographic characteristics of the community are listed below:

= Race/ethnicity: In 2020, 41% of NYC residents identified as White, 29% identified as Hispanic or
Latino, 24% identified as Black or African American, and 14% identified as Asian.?

= Immigrant population: Between 2016-2020, over one-third (36%) of the city’s population was
foreign-born. 2

= Age: Over one-fifth (21%) of the population is under the age of 18, and nearly 15% of the
population is age 65 or older. 2

= Sex: 52% of NYC residents are female. 2

= Sexual Orientation: In the New York metropolitan area (New York-Newark-Jersey City), 706,000
adults (18+) identify as LGBT, which is the highest number in any metropolitan area.?

Race/Ethnicity

HSS is also dedicated to improving the health of diverse communities including Asian communities
residing in Chinatown, Manhattan, and Flushing, Queens. The Asian American and Pacific Islander
community is the fastest growing racial group in the United States and New York City: As a community,
Asian Americans in NYC are primarily an immigrant population that is rich in cultural and linguistic
diversity, representing over 30 ethnic groups and speaking over 50 languages*. Health disparities
highlighted below exist among the Asian population in Chinatown as well as Flushing, Queens:

= In both Chinatown and Flushing, the percentage of residents with limited English proficiency is
higher than the NYC average of 23%, at 28% and 51% respectively.*®

= Asian and Pacific Islander immigrants, along with Hispanic immigrants, have the highest poverty
rate (24%) of all immigrant groups, which is higher than the overall NYC poverty rate of 17%.24

= Among older adults ages 65 years and older, falls-related hospitalizations were higher in
Chinatown than the New York City average.®

Age

The older adult population continues to grow, with the New York City Department of Aging projecting that
in 2040, approximately 21% of NYC residents will be ages 60 and older, up from 16% in 2000°. As seen
in Figure 1 below, the population of older adult residents (ages 65 and older) has been projected by the
Department of City Planning to increase significantly from 1.0 million in 2010 to 1.4 million in 2040, based

2 United States Census Bureau. (2021, July 1). QuickFacts. Retrieved from United States Census Bureau:
https://www.census.gov/quickfacts/newyorkcitynewyork

3 Conron, K. J., Luhur, W., & Goldberg, S. K. (2021, March). LGBT Adults in Large US Metropolitan Areas. Retrieved from UCLA School of
Law Williams Institute: https://williamsinstitute.law.ucla.edu/wp-content/uploads/MSA-LGBT-Ranking-Mar-2021.pdf

4 Hinterland, K., Naidoo, M., King, L., Lewin, V., Myerson, G., Noumbissi, B., . . . Bassett, M. (2018). Community Health Profiles 2018, Queens
Community District 7: Flushing and Whitestone. New York: NYC Health.

5 Hinterland, K., Naidoo, M., King, L., Lewin, V., Myerson, G., Noumbissi, B., . . . Bassett, M. (2018). Community Health Profiles 2018,
Manhattan Community District 3: Lower East Side and Chinatown. New York: NYC Health.

8 Cortés-Vazquez, L. (2020). Annual Plan Summary. New York: New York City Department for the Aging. Retrieved from
https://www1.nyc.gov/assets/dfta/downloads/pdf/reports/AnnualPlanSummary111820.pdf
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on 2010 estimates.” This has important implications for the health needs of an aging population in NYC,
as older adults face unique health disparities:

=  Only about 16% of adults ages 65-74 and 10% of adults ages 75 and older in 2018 met the full
Centers for Disease Control and Prevention (CDC) guidelines for both aerobic activity and
muscle-strengthening exercises?, even though muscle-strengthening exercises have been shown
to help increase bone density and reduce fall risks and fears in this population.®

= Over 14% of older adults face difficulties with activities of daily living, including bathing, dressing,
walking, and climbing stairs.°

= In terms of musculoskeletal health, arthritis affects over half (51%) of all older adults in NYC."°

Figure 1. New York City Age 65+ Population Projection 2010-2040

New York City Age 65+ Population Projections, 2010-2040
1,409,708
1,364,178
1,177,215
1,002,208
2010 2020 2030 2040

Source: The City of New York, Department of City Planning (DCP) adjusted decennial census data 2010;
DCP Population Projections, 2020-2040"

Medically Underserved Areas (MUAs) and Priority Populations

The Health Resources and Services Administration defines medically underserved areas (MUAs) and
medically underserved populations (MUPs) as those “with a lack of access to primary care services™!" and
“having too few primary care providers, high infant mortality, high poverty or a high elderly population.”

In NYC, MUAs exist in each of the five boroughs, with the greatest number of MUAs in Brooklyn (Kings
County) and the lowest number in Staten Island (Richmond County)'?, as seen in Figure 2 below.

7 Department of City Planning. (2018, September 10). 2040 Population Projection Tables. Retrieved from NYC Open Data:

https://data.cityofnewyork.us/City-Government/2040-Population-Projection-Tables/kjk4-7tzy

8 National Center for Health Statistics. (2018). Summary Health Statistics: National Health Interview Survey, 2018. Retrieved from Centers for
Disease Control and Prevention: https://ftp.cdc.gov/pub/Health Statistics/NCHS/NHIS/SHS/2018 SHS Table A-14.pdf

¢ Padilla Colén, C. J., Molina-Vicenty, I. L., Frontera-Rodriguez, M., Garcia-Ferré, A., Ponce Rivera, B., Cintrén-Vélez, G., & Frontera-

Rodriguez, S. (2018). Muscle and Bone Mass Loss in the Elderly Population: Advances in diagnosis and treatment. Journal of Biomedicine, 3,

40-49. doi:10.7150/jbm.23390

0 Greer, S., Adams, L., Toprani, A., Hinterland, K., Dongchung, T. Y., Brahmbhatt, D., . . . Kaye, K. (2019). Health of Older Adults in New York

City. New York: New York City Department of Health and Human Hygiene. Retrieved from

https://www1.nyc.gov/assets/doh/downloads/pdf/episrv/2019-older-adult-health.pdf

" Health Resources & Services Administration. (n.d.). What is Shortage Designation? Retrieved from HRSA Health Workforce:

https://bhw.hrsa.gov/workforce-shortage-areas/shortage-designation#mups

12 Health Resources & Services Administration. (n.d.). MUA Find. Retrieved from HRSA Data Warehouse: https://data.hrsa.gov/tools/shortage-
area/mua-find
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Figure 2. Map of Medically Underserved Areas within HSS Service Areas'12

- ¢ Mercer ko N ( Monmouthy
2022 apbe © Opensireetizy e g e,

*Note: West Palm Beach, Florida (secondary service area) is not shown since it does not contain any
MUAs.

Income and Poverty

= Approximately 18% of New York residents lived in poverty, or below the NYC poverty threshold
($36,262), while 41% lived near poverty, or under 150% of the NYC poverty threshold ($54,393),
in 2019."3

= Among the five boroughs, the Bronx had the highest poverty rate (26%) in 2019, followed by
Brooklyn (19%), Queens (17%), Manhattan (13%), and Staten Island (11%)."3

=  The community district with the highest average poverty rate from 2015 to 2019 included Morris
Heights, Fordham South, and Mount Hope in the Bronx (35%), while the community district with
the lowest poverty rate included the Upper East Side in Manhattan (6%).'

= Poverty rates among NYC residents in 2019 were highest among Hispanic residents (22%),
followed by non-Hispanic Asian (21%), non-Hispanic Black (20%), and non-Hispanic White

residents (11%), as seen in Figure 3 below.'®

Figure 3. NYCgov Poverty Rates by Race/Ethnicity, 2017-2019, in %3

NYCgov Poverty Rates (%), by Race/Ethnicity, 2017-2019

m2017 m2018 m2019

6 23.7
223 222 236 23
19.2 193

21.9
21.3 20 20.3 20.8
17.9
13.7
i I ] I I I I I

Non-Hispanic Black Non-Hispanic Asian Hispanic, Any Race Total NYC Population

Non-Hispanic White

'3 Shin, J., Krampner, J., Virgin, V., & Hill, A. (2021). New York City Government Poverty Measure 2019. New York: The City of New York.
Retrieved from https://www1.nyc.gov/assets/opportunity/pdf/21 poverty measure report.pdf
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Unemployment

= Approximately 9% of civilians 16 years of age and older are unemployed in New York City.'

= Unemployment rates decreased across all five boroughs from January 2021 to January 2022 by
7,6, 5, 6, and 5 percentage points in the Bronx, Brooklyn, Manhattan, Queens, and Staten Island
respectively.'®

= Unemployment was highest (10%) in the Bronx, followed by Brooklyn (8%), Queens and Staten
Island (7%), and New York County (6%) in January 2022.5

= Approximately 35% of working-age people with disabilities are employed, which is less than half
of the employment rate of working-age people without disabilities (74%).'®

Education Access and Quality

= Approximately 83% of New York City residents 25 years old or over have attained a high school
diploma or higher.?

= The percentage of adults ages 25 or over in 2019 with less than a high school diploma or
equivalent was highest in the Bronx (26%), followed by Queens (17%), Brooklyn (16%),
Manhattan (12%), and Staten Island (11%)."”

= Educational attainment of a college degree or higher was most common among residents in
Manhattan (64%), followed by Brooklyn (40%), Queens and Staten Island (39%), and Bronx
(26%) in 2012-2016."

= In 2019, poverty rates were highest (28%) among NYC residents with less than a high school
diploma, followed by those with a high school diploma or equivalent (21%), some college (15%),
and a bachelor’s degree or higher (7%)."3

Disabilities

=  There were 930,100 individuals (11% of NYC residents) living with a disability in NYC in 2017.'6
= 7% of New Yorkers under the age of 65 reported having a disability in 2016-2020.2

Language Preference

= Spanish is the most widely spoken language at home other than English in the majority (125) of
neighborhoods in NYC, while Chinese is the most widely spoken language at home other than
English in 28 neighborhoods, followed by Russian (17 neighborhoods), and French Creole (11
neighborhoods)'®

= Approximately 18% of households in the Bronx were limited English-speaking households in
2019, along with 18% of households in Queens, 15% in Brooklyn, 9% in Manhattan, and 5% in
Staten Island. A limited English-speaking household is defined by the U.S. Census Bureau as a
household in which no member 14 years of age or older speaks only English or speaks a non-
English language and speaks English “very well.”"®

4 New York City Department of Health and Mental Hygiene. (2021). 2019-2021 Community Health Assessment and Community Health
Improvement Plan: Take Care New York 2024. New York: NYC Health. Retrieved from
https://www1.nyc.gov/assets/doh/downloads/pdf/tcny/community-health-assessment-plan.pdf

15 Bureau of Labor Statistics. (2022, June 9). New York City Economic Summary. Retrieved from BLS: https://www.bls.gov/regions/new-york-
new-jersey/summary/blssummary newyorkcity.pdf

16 Office of the State Deputy Comptroller. (2019, October). Employment Trends for People with. Retrieved from Office of the New York State
Comptroller: https://www.osc.state.ny.us/files/reports/osdc/pdf/report-7-2020.pdf

7 United States Census Bureau. (2019). American Community Survey: B06009 PLACE OF BIRTH BY EDUCATIONAL ATTAINMENT IN THE
UNITED STATES. Retrieved from United States Census Bureau:

https://data.census.gov/cedsci/table?t=Educational%20Attainment&g=0500000US36005,36047,36061,36081,36085&d=ACS%201Year%20E
stimates%20Detailed%20Tables

8 NYC Health. (2018, January 19). New York City Neighborhood Health Atlas. Retrieved from Tableau:
https://public.tableau.com/app/profile/nyc.health/viz/NewYorkCityNeighborhoodHealthAtlas/Home

9 United States Census Bureau. (2019). American Community Survey: B16002 Detailed Household Language by Limited English Speaking
Status. Retrieved from United States Census Bureau:
https://data.census.gov/cedsci/table?q=B16&g=0500000US36005,36047,36061,36081,36085&d=ACS%201Year%20Estimates%20Detailed%
20Tables&tid=ACSDT1Y2019.B16002
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lI. Health status of the Community

According to the New York City Department of Health and Mental Hygiene (DOHMH), 23% of NYC
residents self-reported their health as fair to poor, indicating a slight increase over the past few years
(Figure 4).2° This is higher than the national average of 19 percent.?! On the other hand, Bergen County
residents (13%) and Westchester County residents (15%) were less likely to self-report their health as fair
or poor.?223 |n terms of mental health, HSS’ 2019 CHNA found the prevalence of 2+ weeks of reported
mentally unhealthy days in the past month to be 9%, lower than the national average of 14 percent.?!
Notably, 39% of Westchester County respondents reported that mental health was their first area of
health priority.?> Furthermore, 26% of Stamford respondents reported feeling “down, depressed or
hopeless” over the past two weeks.?*

Figure 4. Self-reported health status of NYC residents, 2015-19
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With regards to musculoskeletal and rheumatological conditions, HSS’ 2019 CHNA found the prevalence
of osteoarthritis to be 65%, which is more than double the rate reported in 2016 (30%) and much higher
than the national prevalence of arthritis (23%) and osteoarthritis specifically (10%).25?¢ The prevalence of
osteoporosis among HSS’ service areas (26%) was also much higher compared to the national
prevalence of 13% for adults aged 50 and over.?”

20 New York City Department of Health and Mental Hygiene. Epiquery — New York City Community Health Survey 2019.
https://nyc.gov/health/epiquery. Retrieved from https://data.cityofnewyork.us/Health/New-York-City-Community-Health-Survey/csut-3wpr

21 Kaiser Family Foundation analysis of the Centers for Disease Control and Prevention (CDC)'s 2013-2020 Behavioral Risk Factor
Surveillance System (BRFSS). The timeframe selected for the reported statistic is 2019.

22 2019 Bergen County Community Health Needs Assessment Steering Committee. (2019). The Valley Hospital: Community Health Needs
Assessment 2019 Report. Retrieved from

https://www.valleyhealth.com/sites/default/files/Community%20Health/2019%20Valley %20Community%20Health%20Needs%20Assessment.
pdf

23 Westchester County Department of Health. (2019). 2019-2021 Community Health Assessment Report. Retrieved from
https://health.westchestergov.com/images/stories/pdfs/cha2019to2021.pdf

24 Stamford Health. (2019). 2019 Stamford Hospital Community Health Needs Assessment. Retrieved from
https://www.stamfordhealth.org/app/files/public/7af7fb8f-d7ee-4937-8dec-caea3f00db93/CHNA2019.pdf

25 Barbour, K.E., Helmick, C.G., Boring, M., Brady, T.J. (2017). Vital Signs: Prevalence of Doctor-Diagnosed Arthritis and Arthritis-Attributable
Activity Limitation — United States, 2013-2015. MMWR Morb Mortal Wkly Rep 2017; 66:246—253. DOI:
http://dx.doi.org/10.15585/mmwr.mm6609e1.

% Lo, J., Chan, L., & Flynn, S. (2021). A Systematic Review of the Incidence, Prevalence, Costs, and Activity and Work Limitations of
Amputation, Osteoarthritis, Rheumatoid Arthritis, Back Pain, Multiple Sclerosis, Spinal Cord Injury, Stroke, and Traumatic Brain Injury in the
United States: A 2019 Update. Archives of physical medicine and rehabilitation, 102(1), 115-131. DOI:
https://doi.org/10.1016/j.apmr.2020.04.001.

27 Sarafrazi, N., Wambogo, E.A., Shepherd, J.A. Osteoporosis or low bone mass in older adults: United States, 2017—2018. NCHS Data Brief,
no 405. Hyattsville, MD: National Center for Health Statistics. 2021. DOI: https://dx.doi.org/10.15620/cdc:103477.
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Health behavior and lifestyle

Nationally, the percentage of adults who are obese is 32%, which is higher than the prevalence observed in
New York City (25%), Bergen County (23%), Stamford (23%), Nassau County (23%), and Suffolk County
(24%).2022.2428,2930 These percentages highlight the prevalence of unhealthy lifestyles that is further reflected in
the high reported consumption of sugar-sweetened beverages (SSBs). In New York City, approximately one in
five residents (22%) consume one or more SSBs daily (Figure 5).%° Nationally, the rate is much higher, with
63% of adults aged 18 or older reporting consuming SSBs at least once daily."

Figure 5. The proportion of NYC residents who drink 1 or more sugar-sweetened beverages per day,
2015-19
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When examining the current health behavior landscape, it remains critical to consider opioid use and
abuse. In 2019, it was estimated that 10.1 million people aged 12 or older misused opioids, and the vast
majority of them (9.7 million) misused prescription pain relievers.? Alarmingly, there were 2,062
unintentional drug overdose deaths in New York City alone in 2020, an increase of 565 deaths from 2019.
Opioids were involved in 85% of the city’s overdose deaths in 2020.33

28 Kaiser Family Foundation analysis of the Centers for Disease Control and Prevention (CDC)'s 2020 Behavioral Risk Factor Surveillance
System (BRFSS).

2% Northwell Health. (2019). Northwell Health 2019 Community Health Needs Assessment: Nassau County Assessment. Retrieved from
https://www.northwell.edu/sites/northwell.edu/files/2020-02/NASSAU-COUNTY-CHNA.pdf

30 Northwell Health. (2019). Northwell Health 2019 Community Health Needs Assessment: Suffolk County Assessment. Retrieved from
https://www.northwell.edu/sites/northwell.edu/files/2020-02/SUFFOLK-COUNTY-CHNA.pdf

31 Chevinsky, J.R., Lee, S.H., Blanck, H.M., Park, S. Prevalence of Self-Reported Intake of Sugar-Sweetened Beverages Among US Adults in
50 States and the District of Columbia, 2010 and 2015. Prev Chronic Dis. 2021;18:200434. DOI: http://dx.doi.org/10.5888/pcd18.200434.

32 Substance Abuse and Mental Health Services Administration. (2020). Key substance use and mental health indicators in the United States:
Results from the 2019 National Survey on Drug Use and Health (HHS Publication No.PEP20-07-01-001, NSDUH Series H-55). Rockville, MD:
Center for Behavioral Health Statistics and Quality, Substance Abuse and Mental Health Services Administration. Retrieved from
https://www.samhsa.gov/data/

33 Nolan, M.L., Jordan, A., Bauman, M., Askari, M., Harocopos, A. Unintentional Drug Poisoning (Overdose) Deaths in New

York City in 2020. New York City Department of Health and Mental Hygiene: Epi Data Brief (129); 2021. Retrieved from
https://www1.nyc.gov/assets/doh/downloads/pdf/epi/databrief129.pdf
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Use of and access to care

Health coverage in HSS service areas does not differ drastically by region. In New York City, 87% of
residents have health insurance coverage and in Stamford, 94% of residents are insured.?>?* Only 7% of
Westchester County respondents and 9% of Bergen County respondents report being uninsured.??2
Though the percentage of reported uninsured individuals is low, disparities exist when examining access
to care. In 2019, approximately one out of every eight (12%) New York City residents could not access
medical care when needed in the past year (Figure 6).2° Bergen County residents reported struggles
accessing the healthcare services they needed to treat mental health and substance use.?? In particular,
17% of respondents reported not receiving needed mental health care, and 7% of respondents reported

not receiving needed substance use treatment in the past year.

Across the country, 13% reported that there was a time in the past year when they could not see a doctor
when needed due to cost.?" In Stamford, 21% of respondents reported postponing getting the medical
care they needed in the past year, most often because they were too busy with other commitments or due

to worries about cost.?*

Figure 6. NYC residents who could not access medical care when needed in the past 12 months,
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B. Identification of Health Needs — Process and Methods

Community assessment and engagement were driven by the collection of primary data using a mixed-
method approach to provide a comprehensive picture of the musculoskeletal health status, needs, and
resources identified by residents of HSS communities. This approach included the widespread
dissemination of a community survey and interviews with community partners. Details of the process and
methods used to assess the community are described below.

.  Community Survey
Background

An anonymous, large-scale community survey was conducted between January 15, 2022, and February
15, 2022, to determine our community’s health care, education, and support needs regarding muscle,
bone, and joint health. The survey assessed five main areas namely -

Socio-demographic characteristics
Health status and quality of life
Health behavior and lifestyle

Use of and access to care

Health education

Methodology

The 32-question survey was developed through the collective efforts of a seven-member HSS CHNA
steering committee, internal stakeholders, community partners, and the public. Collaboration with these
groups was crucial to the success of this survey, with valuable feedback provided on survey construction
and length. To reach a culturally diverse community, the survey was translated into Spanish, Chinese and
Russian, using a culturally sensitive back translation approach by certified translators. HSS utilized
Alchemer, a web-based survey platform for the development and distribution of the electronic format of
the survey. The survey included validated measures from several national and state health
questionnaires such as:

= 36-Item Short Form Survey (SF-36)
HRQOL
Self-Efficacy for Managing Chronic Disease 6-item Scale
Health Status portion of the Medicare Beneficiary Survey (MCBS)
Behavioral Risk Factor Surveillance System (BRFSS) - Centers for Disease Control & Prevention
=  Single-ltem Sleep Quality Scale
= AARP Telehealth Survey
= Discrimination in Medical Settings Scale
= HRET Toolkit
= Health Information National Trends Survey (HINTS)
= National Health Information Survey (NHIS) - Centers for Disease Control & Prevention

See Appendix A for sample CHNA surveys in English, Spanish, Chinese, and Russian.

Before survey implementation, HSS piloted the survey with community members to garner feedback and
ensure survey items were relevant and easily understood. HSS also facilitated feedback from internal key
stakeholders and community partners throughout the process of developing the survey. More details on
how we engaged and obtained community input from various constituents are provided in the Community
Input section of this report.
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Recruitment and Sampling

A convenience sampling strategy was used to recruit individuals = 18 years living within HSS’ primary and
secondary service areas. An oversampling approach was used to reach medically underserved and
diverse populations, through the following recruitment strategies:

1) Alchemer panel service: This was used to administer the survey online and obtain community
input from underserved and diverse populations by oversampling.

2) HSS patient targeting approach: A list of over 140k patients aged 18 years and older who
received medical services from all HSS locations between 2019 and 2021 were pulled from our
electronic medical record (EMR). This allowed us to segment, target, and send the online survey
to patients with no medical insurance, public insurance (Medicaid), living in medically
underserved areas and who preferred to receive medical information in Spanish, Chinese or
Russian.

3) Text Messaging: To engage and obtain input from HSS patients that are underserved and may
not have access to a PC to complete the online survey, we used text message reminders to
complete the survey.

4) Social Media Geo-Targeting: To further garner input from the public, especially from medically
underserved communities, we used social media such as Facebook and Patch.com to geo-target
individuals aged 18 years and older living in specific zip codes identified as Medically
Underserved Areas (MUAs) within HSS’ primary and secondary service areas. The MUAs were
derived from the U.S. Department of Health and Human Services
(http://www.hrsa.gov/shortage/mua/index.html).

In addition to our recruitment efforts described above in completing the online survey, other varied
approaches such as paper, and QR codes were used to increase accessibility and survey response from
our community.

Response Rates

A total of 18,248 community members responded to the community survey, with most responses in

English (98%) and the remaining responses in Spanish (1%), Chinese (0.8%), and Russian (0.2%). Of

the 18,248 community members that responded to our community survey, 57% represented a diverse

and medically underserved sample. Primary analyses were conducted on the total sample of 18,248

respondents. To further examine the total sample, identify health disparities that exist, and understand the

health needs of medically underserved populations, secondary analyses were conducted in the three sub-

groups listed below, with results presented throughout this report.

= HSS Ambulatory Care Centers; ACC (n= 344): This group represents HSS patients from more
racially/ethnically diverse and lower socioeconomic backgrounds who receive care at ACC locations
(i.e., 72nd street and Rheumatology, 6th floor)

= Medically underserved respondents (n= 5,785): This group represents respondents who were
uninsured, insured through Medicaid, or who live in a Medically Underserved Areas (MUA).

= HSS Regional sites (n= 6,739): This group represents respondents living in HSS regional locations
(i.e., Long Island, NY; Westchester, NY and surrounding counties; Connecticut; New Jersey; Florida

Statistical Analysis

For analysis, SPSS v. 28 was used to conduct descriptive summaries and chi-squared tests to determine
statistically significant associations between socio-demographics, health status and quality of life, health
behavior and lifestyle, use of and access to care, and educational needs across all samples specified above.
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Survey Results

Community survey results were shared with internal stakeholders, community partners, and the public.
Details on how we plan to address identified health needs are described in the latter part of this report.
HSS will disseminate these results to the public through a dashboard, an infographic report posted on
social media, the Hospital's website, digital media, annual community benefit report, and the New York
State Department of Health’'s (NYSDOH) Community Service Plan.

Below is a summary of high-level findings from the community’s survey regarding their musculoskeletal
health challenges and healthcare needs.

= Socio-Demographic Profile: The CHNA survey reached a diverse audience, with the administration
purposefully targeting diverse and underserved populations. Majority of respondents identified as
female (66.0%) and straight (87.5%), with a mean age of 52 years. Over half of respondents identified
as White (57.4%) and Non-Hispanic Latino (73.8%), compared to 78.8% and 90.5% respectively in
2019. Overall, respondents had a high educational background, with 51.8% having completed college
or postgraduate education. Nonetheless, respondents represented all income levels, with the greatest
proportion of respondents reporting an income of $50,000-$74,999 (10.9%). Finally, by geographic
location, most respondents (58.5%) reported living in New Jersey and New York City.

= Health Status and Quality of Life: The leading musculoskeletal conditions reported were
osteoarthritis (33.7%) and some other form of arthritis (17.2%). This is consistent with national
findings where arthritis is the leading cause of musculoskeletal-related disability.** Among
respondents with musculoskeletal conditions, lack of confidence to manage symptoms emerged as a
health need, particularly among the ACC population where close to three-quarters (73.2%) of
respondents reported low confidence. In assessing health status, most respondents reported less
than two weeks of poor physical (83.0%) and mental health (88.1%). More respondents from the ACC
(17.4%) and medically underserved sub-sample (15.4%) reported 14 or more mentally unhealthy
days compared to national (13.2%) and New York State (12.7%) data.3> On the other hand, one-third
(30.8%) of respondents reported falling in the past year, up from 26.5% in 2019. Significant disparities
were found with age and gender, where respondents aged <20 years and identifying as Other gender
were more likely to report two or more weeks of poor mental health and to have fallen in the past
year. When asked about sleep, approximately one-quarter (23.6%) of respondents reported terrible or
poor sleep in the past seven days which is higher compared to the nationally reported 13.8%.36

= Health Behaviors and Lifestyle: Physical activity was identified as a health need, with most
respondents reporting a lack of vigorous-intensity (74.3%) and moderate-intensity physical activity
(80.0%). Additionally, there is a need to focus on complementary alternatives to pain management.
Over one-quarter (37.3%) of all respondents reported using a prescription pain reliever or opioid
compared to 72.8% of ACC respondents. Furthermore, over three-quarters of respondents reported
not using ‘yoga, Tai Chi or Qi Gong’ (85.5%) or meditation, guided imagery, or other relaxation
techniques (74.2%) to manage pain. With regards to healthy eating, three in four respondents
reported wanting to eat healthier (75.5%) and having the confidence to choose healthy foods (75.6%).
The top three reported barriers to healthy eating were family/friends do not eat healthy (45.5%), cost
(34.2%), and taste (30.1%).

34 American Academy of Orthopaedic Surgeons. (2016). One in two Americans have a musculoskeletal condition.

35 America's Health Rankings analysis of CDC, Behavioral Risk Factor Surveillance System, United Health Foundation,
AmericasHealthRankings.org, Accessed 2022.

% Shi, L., Zhang, D., Martin, E., Chen, Z., Li, H., Han, X, ... & Su, D. (2022). Racial Discrimination, Mental Health and Behavioral Health
During the COVID-19 Pandemic: a National Survey in the United States. Journal of General Internal Medicine, 1-9.
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= Use of and Access to Care: The data in this section of the survey reflected the impact of COVID-19
on the healthcare environment. Respondents cited COVID-19-related issues (42.2%), social
isolation/loneliness (27.7%), and limited places to exercise (23.8%) as the top issues impacting their
health and wellness. Significant disparities were found such that COVID-19 was more frequently
reported by Asians and those living in Queens and New Jersey; social isolation was more frequently
reported by respondents aged <20 years, Other gender respondents, and Asians; and limited places
to exercise was more frequently reported by respondents living in the Bronx. Survey data also
indicates a need to address access to healthcare, with 42.3% of respondents reporting they could not
access healthcare in the past 12 months, compared to 8.1% in 2019. The top barrier reported was
difficulty getting an appointment (33.0%). However, ACC respondents included fear or mistrust of
doctors (13.7%) as a top barrier whereas medically underserved respondents included lack of
transportation (21.5%) as a top barrier.

In response to the current landscape, the CHNA survey also included questions about telehealth use
and discrimination in medical settings. Close to four in ten respondents (39.0%) reported not being
interested in using telehealth. Nationally, 37.6% of adults reported not being interested in telehealth
compared to 39.0% of total, 44.3% of ACC, 40.2% of regional, and 32.0% of medically underserved
respondents. 3" Consistent with national findings, over half (55.0%) reported barriers to using
telehealth, with the top barriers being lack of knowledge and concerns around medical errors and
confidentiality.®” Specifically, lack of knowledge was more frequently reported by respondents aged
<20 years and 80+ years. The most reported type of discrimination in medical settings was doctor or
nurse is not listening to you (50.4%). Significant disparities were seen such that respondents aged
<40 years, Other gender and non-Whites were more likely to report a doctor/nurse is not listening to
them.

= Health Education: Lack of education emerged as a major health need, with seven out of every ten
respondents (70.2%) reporting no health education participation in the past 12 months. Specifically,
ACC respondents (80.9%) were least likely to have participated in health education. The top reasons
for having not participated in health education were ‘did not know about the program’ (39.5%) and
‘fear of COVID-19’ (37.7%). Interest in health education activities was mainly around virtual
programming, and top health topics of interest included exercise (56.3%), healthy eating (44.7%), and
dealing with stress, anxiety, and depression (39.6%).

A detailed key finding report of the community survey results highlighting significant health disparities
across all samples is available in Appendix B.

lI.  Key Informant Interviews with Community Partners

Background

In assessing the health needs of the HSS community, we conducted key informant interviews with 22
community partners serving diverse communities within our primary and secondary service areas, as
seen in Table 1 below. These interviews were conducted over a 4-week time frame (January 18 —
February 11, 2022) via Zoom. To facilitate the interviews, a script and interview guide were developed
exploring several areas which include: (1) socio-demographic characteristics of the population served, (2)
significant muscle, bone, and joint health issues, (3) barriers to improving muscle, bone, and joint health,
(4) specific strategies for improving muscle, bone, and joint health, (4) ways to increase awareness
around preventing muscle, bone, and joint health conditions, and (5) specific partnerships to address
muscle, bone, and joint health needs.

37 Keenan, Teresa A. Views on Telehealth. Washington, DC: AARP Research, June 2020. https://doi.org/10.26419/res.00388.001
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Table 1. Key Informant Interview Community Partners

Community Partner Representative(s)
1. 305 West End Assisted Living Melissa Sheehan
2 Americares Free Clinics Analisa Martinez; Muguette
Maignan
3. Arthritis Foundation Nancy Sorbella
4. Carter Burden Network Dozene Guishard
5. Concerned Home Managers for the Elderly (COHME) Laura Radensky
6. Creaky Joints (Global Healthy Living Foundation) Daniel Hernandez
7. DOROT Inc Jackie Pykon
8. Good Neighbors of Park Slope Andi Peretz
9. Gray Panthers Michelle Arnot
10. | Ivy Rehabilitation Network Michael Mozia
11. | Lupus Foundation of America Sue Gloor
12. | Lupus Foundation of America Karen Ng
13. | Lupus Research Alliance Diane Gross
14. | Mount Sinai Hospital Leslie Kerr
15. | New York City Department of Health and Mental Hygiene Ana Gallego
16. | New York Presbyterian-Columbia University Hospital Lisa Imundo
17. | New York Presbyterian Hospital/Weill Cornell Medical Center Ana Garcia
18. | Spondylitis Association of America Elin Aslayan
19. | Visiting Nurse Service of New York Teresa Lin
20. | Weill Cornell Clinical and Translational Science Center Jeff Zhu
21. | Weill Cornell Clinical and Translational Science Center Lula Mae Phillips
22. | Y-YW/YMHA Ann Votaw
Methodology

Facilitation of the CHNA key informant interviews was conducted by HSS staff. All staff including co-
facilitators were trained by the HSS Education Institute Outcomes team. A script was developed to guide
the facilitators. Each interview was approximately 30 minutes and had a facilitator and a co-facilitator,
responsible for logistics and note-taking. Interviewees were informed of the voluntary nature of
participation and that results would be reported without names or identifying characteristics. To protect
the confidentiality of interviewees, all interviews were not audio recorded. See Appendix C for the key
informant interview script.

Data Analysis

A qualitative software known as NVIVO was used to conduct thematic analysis utilizing an inductive
approach. A team of four HSS staff, external to the interviews, reviewed transcripts and conducted
independent coding to develop validity and reliability of the data, as well as ensure integrity, consistency,
and agreement between reviewers. The group discussed differences in code interpretations and
developed a set of unifying themes.
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Results - Key Informant Themes

Described in Table 2 below is a summary of the key informant discussions including key themes and
select comments.

Table 2. Summary of the Key Informant Interview Discussions

Categories Major Themes Community Partner’s Feedback
Significant health Musculoskeletaland = “Regarding other barriers such as certain conditions affecting
issues rheumatological the community - Arthritis talks have been among the most

conditions

popular”

“We see a lot of knee arthritis in our older population and our
younger population mostly sports injuries but it's mostly knee
things more than anything else.”

Significant health
issues

Pain and pain
management

“The biggest thing is the lower back, neck, knees...We're like
a middle-class community so a lot of our jobs are more blue-
collar jobs...they're more labor-intensive."

“Pain management | think is an area of concern among the
Chinese community and again it may be due to osteoporosis.
That is one thing | hear a lot about from our population”

Significant health
issues

Falls and lack of
balance

“We would also place a strong emphasis on older adults
because that's where falls start becoming more of an
issue...There needs to be a lot of strength training and a lot
of emphasis on nutrition, and balance to prevent the fall in
the first place."

Significant health
issues

Lack of healthy
lifestyle

“Urban kids are experiencing being home in front of screens
all day and their schools no longer offer sports activities”
"We have a lot of mobility concerns with our residents. A lot
of our residents are wheelchair-bound."

Significant health
issues

Lack of education
and awareness

“Misinformation in general about COVID related to arthritis
conditions. The vaccines. Mask wearing. Drugs and
medicines available.”

“Because of the lack of education, there are
misunderstandings and misconceptions about having Lupus,
so this can also lead to, kind of, lack of family support, lack of
understanding of what it means to properly take care of
oneself.”

Barriers to
improving
musculoskeletal
health

Access to care

“‘NYC is a wonderful example of the [preeminent hospitals
everywhere]. But accessing those facilities can be difficult
depending on insurance status and transportation issues.”
“Access to technology is a barrier. There is a learning curve
for seniors learning technology." When they do use it, they
likely will not use it to look up programs on their own.”

Barriers to
improving
musculoskeletal
health

Comorbidities

"We see a lot more obesity and other co-morbidities ... in our
minority population. Sometimes people will not be candidates
for the procedure they need, like knee surgery, because they
are overweight. We have to try to get them to talk to a
nutritionist so they can learn how they can lose weight. This
is seen more with our minority community.”
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Categories Major Themes Community Partner’s Feedback
Barriers to Lack of education = “People take a lot of different medications, and they don't
improving know how to identify symptoms that are leading to the falls.”

musculoskeletal
health

“One of the biggest things across the board know no matter
who you are is lack of awareness about these conditions.”

Barriers to
improving
musculoskeletal
health

Perception of the
healthcare system

“General lack of trust of the healthcare system within the
Hispanic community”

“People’s perception is, 'Oh I'm not going to get help because
| know what they're going to tell me. They're going to tell me
to get my knee replaced and | can't afford it or don't have
people to take care of me after.”

Strategies to
improve
musculoskeletal
health

Educational
programs

"The first and most important approach would be Hispanic
first content. Not direct translation but actual content that was
developed for the Hispanic community. Not avoiding the
subtitles of English-speaking information but the actual
creation of Spanish language content is very important.”
“The sense of community is most important and providing a
relatable person in the community to provide education to
them that is not directly from the internet.

Strategies to
improve
musculoskeletal
health

Equitable access to
care

"Becoming an in-network provider for all Medicaid manage
plans would be #1 for us followed by the Medicare advantage
plans and the low-cost ACA plans and all the union plans.
The main community benefit that the hospital can provide is
to make itself fully accessible to the marginalized
populations."

"Anything in person is particularly challenging to implement.
We live in a very connected society but the ‘pockets of
poverty in the city don't have internet/electronic access. We
rely so much on electronic communication so helping folks
with those kinds of resources is really important.”

Strategies to
improve
musculoskeletal
health

Community outreach

“I think when you talk about what else can HSS do and how
can it improve, perhaps bringing all the great programs that
HSS has to the community level, such as the evidence-based
workshops- all the things that HSS does so well, bring it to
the community level to the CBOs.”

“Greater visibility in senior centers. And greater visibility in
communities. Wherever you have seniors exercising or
getting together. For example, with the Asian population,
going to Tai Chi groups, throughout the city, not just in China
Town. Wherever people are gathering together, be visible”

Ways to increase
awareness

Cultural competency
of medical experts

“Can tailor to the populations, like a younger senior who
might not have experienced musculoskeletal issues yet but
may experience it versus an older senior who has
experienced it.

"It's about language, having the right speakers, and to have
that outreach and show our chops and our competency with
that group of people."

Ways to increase
awareness

Marketing

"As you advertise in marginalized neighborhoods, invest in
the advertisement to be culturally humble and welcoming for
a population that might right now not consider HSS to be
welcoming for low-income folks."

“Whether it's creating online content, creating radio content,
and just getting the word out. Any way that HSS can do that
would be great, just spread the word as there is a crazy need
for education.”
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Categories Major Themes Community Partner’s Feedback

Ways to increase Access to care = “Doctors advising can be very helpful. We have a hard time
awareness getting doctors on board or even access to the doctor to push
things through (like getting measurements to a transport
chair).”
= ‘| think the hardest thing is just accessing the resources and

struggling to communicate and feeling like you can navigate.
We try to emphasize to our patients that they have a voice
and it is important if they are having a hard time feeling
comfortable expressing themselves”

Specific Medical experts = “Again it would be nice for you to come on and talk to our
partnerships to social workers. We have a meeting every week - could give a
address little spiel about HSS”

musculoskeletal = "l think some of it is partnering with the rheumatologist in the
health needs community to provide resources.

Specific Community-based = “Establish long-term partnerships. It would be important to
partnerships to organizations talk with some of the clergy and churches to build

address partnerships. Seventh Day Adventists are very health
musculoskeletal conscious.”

health needs = “Partner with other national and local groups, including

smaller groups, and chapters, because everyone's trying to
raise awareness.”

A detailed key-informant interview report of our community partner’s input is available in Appendix D.

lll.  Broad Community Input

HSS facilitated systematic feedback from its various constituents (i.e., internal stakeholders, community
partners including the local public health department, and the public) based on the CHNA results to guide
the selection of the health needs and services to address in its community programming. Our approach to
engaging our constituents to obtain their input is described below.

= CHNA Steering Committee and Internal Stakeholders: We involved various representatives from
HSS departments in developing the community survey and interview guide. A seven-member HSS
CHNA steering committee was formed to guide the development and implementation of the CHNA
process, and ensure alignment with HSS values and strategic priorities, and the NYS prevention
health agenda. The CHNA steering committee identified research questions to be addressed, drafted
the individual survey questions, and identified community partners and internal stakeholders to be
involved in the CHNA process. The steering committee also facilitated interviews with community
partners. Key internal stakeholders from various departments (i.e., Education Institute, Nursing,
Social Work, Nutrition, Rehabilitation, Ambulatory Care Centers, Service Excellence, and Language
Services, Regional Markets, Patient Experience, Medical Staff and Attendings, Development, Public
Relations, and Marketing, Digital Communications, and Quality) were integral in the community health
assessment process by providing relevant feedback to the survey construction and the use of
validated instruments. See Appendix E for members of the CHNA steering committee and internal
stakeholders as well as detailed feedback from internal stakeholders.

= Public Health Departments and Other Experts: HSS collaborated with the New York City
Department of Health and Mental Hygiene and the Greater New York Hospital Association (GNYHA).
Through these collaborations, we adopted a community-engaged approach that involved feedback in
the development of our community survey, collection of qualitative data to broadly identify the health
status of our communities, and guidance on incorporating best practices for our CHNA.
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= The general public including medically underserved and diverse populations: To facilitate input
from the public including medically underserved and diverse populations on the construction of the
community survey, we piloted the survey in English, Spanish, Chinese, and Russian from October 22-
29, 2021, among 70 community members. This allowed us to obtain meaningful feedback about the
length of the survey and ensure cultural relevancy and health literacy. See Appendix F for a detailed
pilot feedback form and summary from the public.

= Community partners: To facilitate active engagement among our community partners, we contacted
74 organizations requesting their involvement in the CHNA process. We received interest to review
and provide feedback on the community survey from 36 community partners. Feedback included the
length of the survey, use of validated instruments, cultural relevance, and literacy level of the
community survey. In addition, 22 community partners provided their input by participating in key
informant interviews as described above. See Appendix E for detailed feedback from community
partners. Below outlines the list of community partners involved in survey construction:

= Good Neighbors of Park Slope = Greenwich Alliance for Education

= Presbyterian Hospital/Weill Cornell = Americares Free Clinics
Medical Center = Lupus Foundation of America
Y - YW/YMHA = New York City Department of Health
Over 60 Senior Center = Touro College Graduate School of
Creaky Joints Espanol (GHLF) Social Work

Chelsea Piers = Westport Library
Lupus Research Alliance = COHME
Ridgewood YMCA = Stamford Senior Center
Carter Burden Network = Clinical and Translational Science
Mount Sinai Hospital Center

= New York Presbyterian-Columbia = lvy Rehabilitation Network
University Hospital = Gray Panthers

= Spondylitis Association of America = 305 West End Assisted Living

= NYC DOHMH, Bureau of Bronx = Arthritis Foundation

Neighborhood Health = Integrity Senior Services
Norwalk Senior Center = The Bronx Health Link
DOROT Inc = Lupus Foundation of America
Self-Help Innovative Senior Center = Visiting Nurse Services
Friedman Health Center = Primecare

Clinical and Translational Science

Center

V. Prioritization and Selection of Health Needs

To further HSS’ commitment to developing programs that improve the health of our culturally diverse
communities, obtaining feedback from the public including medically underserved, low-income, and
minority populations were instrumental in driving the Hospital’'s selection of significant health needs to
improve the health of communities where dramatic health disparities exist. Our approach to prioritizing
health needs was to solicit input from the public through virtual community forums. Eight community
forums were held to allow community members an opportunity to identify and prioritize health needs that
provided HSS with the appropriate direction in selecting its public health priorities. Specific dates,
locations, and attendance for the community forums are seem in Table 3 below.
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Table 3. Virtual Community Forums

Date Audience Number of Attendees
June 02, 2022 Community members 4

June 06, 2022 Community members 1

June 14, 2022 Community members 29

June 16, 2022 Community members 10

June 16, 2022 Charla de Lupus - Teen, Young Adult, and Parent Support 29

Group

June 20, 2022 Community members 18

June 22, 2022 Community members 32

June 24, 2022 Community partners 8

A total of 131 community members participated in the community forums where participants were asked
to rank seven health indicators, from a list of 20, identified in the CHNA according to the order of personal
importance (where 1 ranks the highest). Ranking results were calculated using a simple point system in
which each ranking is assigned a point value from 1-7, with the indicator ranked 1 receiving 7 points and
the indicator ranked 7 receiving 1 point. The indicators that received the most collective points were
identified as top priorities for participants at the respective event. Rankings were administered online via
Slido. See Appendix G for summary reports of community forums and prioritization of health needs.

Based on significant health needs identified in the CHNA results, feedback from internal stakeholders,
community partners, and the general public, the top seven significant health needs identified were:

Osteoarthritis
Stress

Stiffness
Fatigue

Chronic pain
Lupus

Injury prevention

Noohrwb =

V. Summary of Assets and Resources Available to Address
Needs

HSS works to strengthen its extensive community education, wellness, support, and outreach initiatives
through its collaborations with community organizations, public schools, city and state agencies,
universities, clinical settings, and the private sector. In addition to HSS’ strategy in addressing identified
health needs described above, below is a listing of existing healthcare facilities/community resources
available to respond to these community health needs.

Clinical/Academic Partnerships = HSS China Orthopedic Education

Asian American/Asian Research
Institute, City University of New York
Charles B. Wang Community Health

Exchange
Mt. Sinai Medical Center, Adolescent
Health Center

Center = NewYork-Presbyterian/Morgan Stanley

= Chinese Community Partnership for Children's Hospital at Columbia
Health, NewYork-Presbyterian/Lower University Medical Center, Pediatric
Manhattan Hospital Rheumatology Service

= Clinical Translational Science Center, = NewYork-Presbyterian/Columbia
Community Engagement Core, Weill University Medical Center — The Men'’s
Cornell Medical College Clinic at Audubon Clinic

= Coalition of Chinese American IPA
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NewY ork-Presbyterian/Weill Cornell
Medical Center — Health Outreach®
Program

NewYork-Presbyterian Hospital

New York University Silberman School
of Social Work

Touro College Graduate School of
Social Work

Translational Research Institute for Pain
in Later Life (TRIPLL)

University of Delaware

Weill Cornell Medical College,
Department of Psychiatry

Community-Based Organization Partners

92NY

All Community Adult Day Centers
Amani Public Charter School
American Heart Association, Fairfield &
Westchester Counties

American Red Cross

AmeriCares Free Clinics

Arthritis Foundation — NY Chapter
Asian Health and Social Service Council
Asphalt Green

Association of Chinese American
Physicians (ACAP)

Bayside High School

Brown Gardens Assisted Living Facility
Breakaway Hoops

Blue Ridge High School

Blondes Vs. Brunette Football
Building One Community

Cardoza High School

Chinese American Medical Society
(CAMS)

Carter Burden Network, Leonard
Covello Senior Program
Centercourt Sports

Charter School of Excellence
Children’s Aid Society

Chinese American Planning Council
CUNYAC

Chatham High School

Chelsea Piers CT

Chinese Consolidated Benevolent
Association

Community Health Center, Inc.
Concerned Home Managers for the
Elderly (COHME)

Cristo Rey High School Bronx
Dominican College

Dorot, Inc.

East Harlem Community Health
Committee (EHCHC)

Fifth Avenue Presbyterian Church

Friends Academy High School

Girl Scouts of Jersey Shore

Golden Eagle Adult Day Center
Gouverneur Court

Greenwich Alliance for Education
Harlem Lacrosse

Hempstead High School

Isabella Geriatric Center

Jewish Association Services for the
Aged (JASA)

KIPP High School

Lenox Hill Neighborhood House and (St.
Peter’'s Church)

LaGuardia Senior Citizens Center
Lupus Research Alliance

Lupus Foundation of America
Manhattan Country Day School
Marywood University

Maspeth High School

Medicare Rights Center

Mott Street Senior Center
Neighbors Link Stamford

Norwalk Senior Center, South Norwalk
New York Chinatown Senior Citizen
Center

New York Foundation for Senior
Citizens

New York Road Runners Club (NYRR)
Nightingale High School

Oceanside Stallions Football

Over 60 Senior Neighborhood
Planned Parenthood of NYC

Prime Care Home Health Agency
Project Sunshine

PS 76- Harlem

Public School Athletic League
Sacred Heart High School

Selfhelp Innovative Senior Center
Service Program for Older People
Spondylitis Association of America
Stamford Department of Health
Stamford Hospital

Stamford Senior Center

Stamford YMCA

Stanley M. Isaacs Neighborhood Center
St. Mary’s School- Manhasset
Tarrytown YMCA

The Calhoun School

The Center for Information & Study on
Clinical Research Participation
(CISCRIP)

The Collegiate School

The Myositis Association

The Scleroderma Foundation
Urban Health Plan, Inc.

Visiting Nurse Service of New York
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Wendy Hilliard Gymnastics

West Side Interagency Council on the
Aging (WSIACA)

Xavier High School

YM & YWHA — Washington
Heights/Inwood

Young Women'’s Leadership School
(Astoria)

Government/Public Partners

MTA Paratransit Access-A-Ride
Program

National Institute for Arthritis and
Musculoskeletal Disease (NIAMS) —
National Multicultural Outreach Initiative
New York City Department for the Aging
New York City Department of Health
and Mental Hygiene

New York City Public Schools

New York Public Libraries

New York State Department of Health
Office of Women's Health, U.S.
Department of Health and Human
Services

Department of Youth and Community
Development
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Community Health Improvement Plan/Community
Service Plan

A. Selection of NYS Priorities and Rationale

As a specialty hospital focused on musculoskeletal and rheumatologic conditions, HSS is in a unique position
to address the needs identified above. To ensure that the selection of public health priorities aligns with
NYSDOH Prevention Agenda 2019-2024, HSS has chosen to focus on the priority area Preventing Chronic
Disease with emphasis on Chronic Disease Preventive Care and Management and Promoting Well-
Being and Preventing Mental and Substance Use Disorders with emphasis on Promote Well-Being as
focus areas. The rationale for the NYS public health priorities selected is described below -

Focus Area 1: Chronic Disease Preventive Care and Management

Goal 4.3: Promote evidence-based care to prevent and manage chronic diseases including asthma,
arthritis, cardiovascular disease, diabetes and prediabetes, and obesity.

Goal 4.4: Improve self-management skills for individuals with chronic diseases, including asthma,
arthritis, cardiovascular disease, diabetes and prediabetes, and obesity in the community setting.

Musculoskeletal conditions are the leading contributor to disability worldwide, accounting for more than
one-half of all chronic conditions in people aged older than 50 years in developed countries®. In the
United States (US) alone, musculoskeletal conditions affect nearly half of Americans older than 18 years
and nearly three out of four adults 65 years and older, accounting for more than 130 million patient visits
to health care providers annually.®® Approximately 54 million people in the United States have been
diagnosed with some form of arthritis including osteoarthritis (OA), rheumatoid arthritis, gout, lupus, or
fibromyalgia.*® These disorders being the major source of morbidity and work-related disability, represent
a burden on society in both direct costs to the US health care system and indirect costs through loss of
work and productivity.

In addition to the prevalent burden of musculoskeletal disorders, there are significant musculoskeletal health
disparities that exist with specific groups (i.e., women, older adults, racial/ethnic minorities) disproportionately
affected. The frequency of these disorders, and the prevalence of physical disability, increase with age. Almost a
third of adults aged 75 years or older have significant musculoskeletal problems, and the prevalence of locomotor
disability increases from 3.1% in those aged less than 60 years to almost 50% in those aged more than 75
years.*' Racial and ethnic minorities are at increased risk of complications and/or mortality after orthopedic
surgical intervention and have decreased utilization of and access to orthopedic care such as joint replacement
and spinal surgery*2. In addition, race and ethnicity have an impact on the prevalence of certain musculoskeletal
conditions such as ankylosing spondylitis and osteoporosis*?. Research shows that women are at increased risk
of musculoskeletal conditions, with 61% being affected by arthritis and 64% of an estimated 43 million annual
visits to physicians’ offices and outpatient clinics having arthritis as the primary diagnosis.*®

3 World Health Organization (2022). Musculoskeletal Health. Retrieved from https://www.who.int/news-room/fact-
sheets/detail/musculoskeletal-conditions

3% American Public Health Association. (2011). Musculoskeletal Disorder as a Public Health Concern. Retrieved from
https://www.apha.org/policies-and-advocacy/public-health-policy-statements/policy-database/2014/07/08/14/21/musculoskeletal-disorders-as-
a-public-health-concern

40 Center for Disease Control and Prevention (2021). Musculoskeletal Health Program PPOP. Retrieved from
https://www.cdc.gov/niosh/programs/ppops/msd.html

4T Urwin, M., Symmons, D., Allison, T, et al. (1998). Estimating the burden of musculoskeletal disorders in the community: the comparative
prevalence of symptoms at different anatomical sites, and the relation to social deprivation. Annals of the Rheumatic Diseases 57:649-655
42 United States Bone and Joint Initiative (2020). The Burden of Musculoskeletal Diseases in the United States (BMUS), Fourth Edition.
Retrieved from https://www.boneandjointburden.org

43 Movement is Life. (2011). A Catalyst for Change: Addressing Musculoskeletal Health Disparities. Retrieved from
https://www.movementislifecaucus.com/wp-content/uploads/Movement-Is-Life-A-Catalyst-For-Change-Proceedings-Report.pdf
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The significant magnitude of musculoskeletal diseases, epidemiology, and impact on quality of life as well
as existing disparities are highlighted below.

= Arthritis is the most common cause of disability and the leading cause of work limitations in
adults.*? The estimated number of adults with doctor-diagnosed arthritis (DDA), on average, was
54.4 million and is projected to reach 78.4 million, or 26% of the adult population, by 2040.4? The
estimated number of adults, on average, with arthritis-attributable activity limitation (AAAL) was
23.7 million, projected to reach 34.6 million, or 11.4% of all adults, in 2040. 4?

= Osteoarthritis, which is the leading cause of disability in the US (affecting 30.8 million Americans
and 21.5% of New Yorkers) affects nearly half of all older Americans (CDC, 2021). It is also
prevalent in all racial/ethnic groups: 41.3 million non-Hispanic whites, 4.4 million Hispanic adults,
6.1 million non-Hispanic blacks, and 1.5 million non-Hispanic Asians (CDC, 2021)*. Moreover,
studies show that the prevalence of knee osteoarthritis is 16-75% higher in Asian females than in
age-matched White females.*®

= Back and spine conditions are the most prevalent among musculoskeletal disorders, affecting
more than a third of adults annually and accounting for 57.1 million physician visits in 2013.42
Specifically, back pain accounts for 1 in 20 health care visits for any cause. 42 A study by
Javenich et al., (2017) reports that adults with arthritis have seven times the odds of experiencing
chronic pain than those without.*®

= Osteoporosis (OP) is the leading cause of fractures in the aging population, with OP or low bone
density affecting nearly 54 million Americans and about half of women aged 50 years and older.
42 Furthermore, studies demonstrate that Asian women are at higher risk of developing OP
because they have lower hip fracture rates than Caucasian women and their slender women
have less bone mass than heavy or obese women.*’ In addition, due to the burden of OP on
Asian Americans, they are less likely to meet physical activity (PA) guidelines than other
racial/ethnic groups, and PA levels are especially low for Chinese Americans in NYC.*® Results
from our 2022 CHNA are consistent with these findings indicating gender and racial disparities
with OP disproportionately affecting women and Asians.

= Systemic Lupus Erythematosus (SLE) is a life-threatening, multi-system autoimmune illness, which
disproportionately affects African Americans, Asians, and Latinos. The reported prevalence of
systemic lupus erythematosus (SLE) in the United States is 20 to 150 cases per 100,000.4° Research
demonstrates that SLE severity is worse, and mortality remains high among minority groups.® In
women, prevalence rates vary from 164 (White individuals) to 406 (African American individuals) per
100,000.4° Gender disparities are also seen with SLE disproportionately affecting women.5" In
addition, perceptions of racism in healthcare are more commonly associated with African American
patients with SLE, and lower trust in physicians was also a significant predictor of high perceived
racism®2. Lupus mortality is associated with disease severity and social factors such as lower social-
economic status (SES) and health access.*® Results from our 2022 CHNA are consistent with these
findings highlighting that discrimination to care is primarily encountered by respondents with SLE,
aged under 39 years old living in NYC with lower socioeconomic status.

4 Center for Disease Control and Prevention (2020). Work-Related Musculoskeletal Disorders & Ergonomics. Retrieved from
https://www.cdc.gov/workplacehealthpromotion/health-strategies/musculoskeletal-disorders/index.html

45 Ahn, H., Weaver, M., Lyon, D., Choi, E., & Fillingim, R. B. (2017). Depression and pain in Asian and White Americans with knee
osteoarthritis. Journal of Pain, 18(10), 1229-1236. doi: 10.1016/j.jpain.2017.05.007

46 Janevic, M.R., Mclaughlin, S. J., Heapy, A. A., Thacker, C., and Piette, J.D. (2017). Racial and

Socioeconomic disparities in disabling chronic pain: Findings from the health and retirement study. The Journal of Pain, 18 (12), 1459
1467.doi:10.1016/j.pain.2017.07.005 https://www.ncbi.nIm.nih.gov/pubmed/28760648

47 National Institutes of Health. (2006). Osteoporosis and Related Bone Diseases. Retrieved from
https://chfs.ky.gov/agencies/dph/dpgi/cdpb/Documents/NIHOsteoinAsianAmwomen.pdf

“8Yi, S. S., Roberts, C., Lightstone, A. S., Shih, M., & Trinh-Shevrin, C. (2015). Disparities in meeting physical activity guidelines for Asian-
Americans in two metropolitan areas in the United States. Annals of epidemiology, 25(9), 656—-660.e2. doi:10.1016/j.annepidem.2015.05.002
49 Schur, P.H. and Bevra, H.H. (2021). Epidemiology and pathogenesis of systemic lupus erythematosus. UpToDate. Retrieved from
https://www.uptodate.com/contents/epidemiology-and-pathogenesis-of-systemic-lupus-erythematosus#H1

%0 Drenkard, C., and Lim, S.S. (2019). Update on lupus epidemiology: advancing health disparities research through the study of minority
populations. Curr Opin Rheumatol. 31(6):689-696. doi: 10.1097/BOR.0000000000000646. PMID: 31436582; PMCID: PMC6791519.

5 Nusbaum, J.S, Mirza, I., Shum, J., Freilich, R.W., Cohen, R.E. et al. (2020). Sex Differences in Systemic Lupus Erythematosus:
Epidemiology, Clinical Considerations, and Disease Pathogenesis. Mayo Clin Proc; 95 (2):384-394. doi: 10.1016/j.mayocp.2019.09.012.
PMID: 32029091.

52 Vina, E. R., Hausmann, L. R., Utset, T. O., Masi, C. M., Liang, K. P., & Kwoh, C. K. (2015). Perceptions of racism in healthcare among
patients with systemic lupus erythematosus: a cross-sectional study. Lupus science & medicine, 2(1), €000110. https://doi.org/10.1136/lupus-
2015-000110
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= Inflammatory Arthritis includes a group of complex chronic, progressive, and systemic
inflammatory diseases with the most prevalent being Rheumatoid Arthritis (1.5 million
nationally)33; Ankylosing Spondylitis (AS) (2.7 million)*; Psoriatic Arthritis (PsA) (2.25 million)3®
and Gout (8.3 million)®. While these conditions have unique and distinct manifestations, they all
share common symptoms of progressive joint damage and pain, and in all but gout, debilitating
fatigue. These symptoms have a great impact on physical and psychosocial functioning, resulting
in a profound impact on family, social, and work roles:

= Chronic pain is one of the most common conditions among older adults and is associated with
disability, avoidance of activity, falls, depression, anxiety, sleep impairment, and isolation.%” Over
the last 25 years, there have been high numbers of physicians prescribing opioids for chronic
pain while there is limited availability of alternatives for identifying, managing, and treating pain,
with over 11.5 million Americans reporting misuse of opioids for pain management®®. Research
also indicates that approximately 70% of individuals using opioids on a long-term basis have
musculoskeletal disorders (e.g., low back pain, spondylosis, OA, and RA).%° However, the
environment is changing and pharmacologic treatment is no longer a stand-alone intervention for
chronic pain.®° Culturally diverse populations also experience even greater health disparities
around pain management.®! African American and Hispanic individuals tend to report greater pain
severity, and African American individuals report more pain-related disability®2. Lower educational
attainment and fewer economic resources are also associated with chronic pain and pain
severity.%3

There is ample evidence in the literature that indicates that there is a need for self-management and
physical activity interventions to manage and prevent chronic conditions. These interventions are proven
to improve arthritis symptoms, such as pain, limitations in function, and quality of life**. Furthermore, the
need for and impact of culturally relevant education regarding chronic disease preventive care and
management is evident in the literature. Research suggests 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. The literature demonstrates the effectiveness of
implementing culturally sensitive community-based programs in improving the health outcomes of diverse
populations and in addressing musculoskeletal health disparities.®* Results from our 2022 CHNA survey
also suggest that chronic disease preventive care, self-management education, and exercise
programming are greatly needed, particularly among underserved communities which are affected by
health disparities. Moreover, findings from our key informant interviews highlight the importance of
implementing culturally tailored educational programs. There is also strong evidence that suggests that
non-opioid treatments, including exercise, education, meditation therapies, and yoga can provide relief to
those suffering from chronic pain.%6¢

53 Centers for Disease Control and Prevention. Arthritis-Related Statistics, http://www.cdc.gov/arthritis/data_statistics/arthritis-related-stats.htm
54Center of Disease Control's National Health and Nutrition Examination Survey (NHANES) program

% 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

% 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

57Abdulla, A., Adams, N., Bone, M., et al. (2013). Guidance on the management of pain in older people. Age Ageing 2013; 42 (Suppl 1); 1-57
%8 Dowell D, Haegerich TM, Chou R. CDC Guideline for Prescribing Opioids for Chronic Pain — United States, 2016. MMWR Recomm Rep
2016;65(No. RR-1):1-49. DOI: http://dx.doi.org/10.15585/mmwr.rr6501e1

59 UnitedHealth Group (2017) Long-term use of opioid prescriptions and prospects for innovation in prevention, treatment and pain
management. Retrieved from: http://www.unitedhealthgroup.com/~/media/UHG/PDF/2017/UNH-Clinical-Innovation-Report-
Opioids.ashx?la=en

0 JOM (Institute of Medicine). (2011). Relieving pain in America: A blueprint for transforming prevention, care, education, and research.
Washington, DC: The National Academies Press. https://www.ncbi.nlm.nih.gov/pubmed/22553896

81 Shavers, Vickie L., et al. (2010) Race, ethnicity, and pain among the U.S. adult population. Journal of Health Care for the Poor and
Underserved, vol. 21, no. 1, pp.177-220.doi:1353/hpu.0.0255.

62 Virtual Mentor. 2013;15(5):449-454. doi: 10.1001/virtualmentor.2013.15.5.pfor1-1305.

63 Janevic, M.R., Mclaughlin, S.J., Heapy, A.A., thacker, c., & Piette, J.D. (2017). Racial and Socieconomic disparities in disabling chronic
pain: Findings from the health and retirement study. The Journal of Pain, 18 (12), 1459-1467.doi:10.1016/j.pain.2017.07.005
https://www.ncbi.nlm.nih.gov/pubmed/28760648

64 Jones, L. C., Watkins, Y., & Alva, D. (2018). Operation change: A new paradigm addressing behavior change and musculoskeletal health
disparities. Journal of Racial and Ethnic Health Disparities, 5(6), 1264-1272. doi:10.1007/s40615-018-0473-2

65 National Academies of Sciences, Engineering, and Medicine. (2017). Pain management and the opioid epidemic: Balancing societal and
individual benefits and risks of prescription opioid use. Washington, DC: The National Academies Press. https://doi.org/10.17226/24781

66 HHS Office & Assistant Secretary for Health. (2018, December 28). Draft report on pain management best practices.
https://www.hhs.gov/ash/advisory-committees/pain/reports/2018-12-draft-report-on-updates-gaps-inconsistencies-
recommendations/index.html
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In conclusion, to address these outlined musculoskeletal health needs, HSS aims to provide effective
culturally relevant evidence-based interventions and promising practices to improve musculoskeletal
health outcomes and enhance the quality of life of its community.

Focus Area 2: Promote Wellbeing

Goal 1.2: Facilitate supportive environments that promote respect and dignity for people of all ages

Socio-emotional health is a critical component of overall well-being for individuals of all ages. The
prevalence of social isolation is especially worrisome in the wake of the COVID-19 pandemic, as detailed
in an April 2022 NY Times article titled “How Loneliness is Damaging our Health.”®” Per the Times,
loneliness “increases the risk of emotional disorders like depression, anxiety, and substance abuse...it
also puts people at greater risk of physical ailments that seem unrelated, like heart disease, cancer,
stroke, hypertension, dementia, and premature death.” In a recent survey by the NYC DOHMH, 57% of
New Yorkers said they felt lonely some or most of the time, and two-thirds said they felt socially isolated
in the prior month®”. The effects of prolonged stress, social isolation, and barriers to the familiar,
meaningful engagement that was common pre-pandemic continue to wreak havoc on NYC’s older adults,
a high-risk population. As people age, they are increasingly affected by auditory, visual, sensory, motor,
and cognitive issues, and physical losses that can lead to diminished social interactions. In addition to
the devastating health toll COVID-19 has taken on our city’s older adult population, the pandemic has
exposed and exacerbated widening gaps in access to care, food insecurity, and supportive services for
at-risk older adults, including challenges with navigating resources and engaging with peers in a largely
remote setting that relies heavily on technology. Research supports the overall link between loneliness in
older adults and declining physical health, including an increased risk of cardiovascular disease, stroke,
insomnia, dementia, and premature mortality®®.

Demographic shifts have changed the landscape of the United States by increasing the number and
proportion of older adults. By 2030, older adults will account for roughly 20% of the US population.® As
the US population continues to age in the next 25 years, musculoskeletal impairments will increase
because they are most prevalent in the older segments of the population. As such, older adults are a
priority population as they are particularly vulnerable to more complex, chronic musculoskeletal conditions
that can negatively affect mobility, independence, and physical/emotional well-being. In addition, results
from our 2022 CHNA suggest that social isolation/loneliness was a significant concern impacting the
health and wellness of the HSS community. Specifically, respondents who were < 20 years old, living in
the Bronx and Queens, Non-Hispanic/Latino, Asian, Other Race, Black/African American, diagnosed with
chronic pain and fibromyalgia, earning < $15,000/year and had some high school /college education were
more likely to report social isolation/loneliness as a top problem.

In conclusion, combatting the effects of the “epidemic of loneliness” is a major focus of HSS community
programming, as we strive to empower our community in living healthier, more fulfilled lives, and
independent lives as they age.

B. CSP Workplan

The CSP workplan provides a detailed description of intervention strategies and activities addressing two
of the NYS Prevention Agenda priorities. For more information about the detailed workplan, please
contact us at communityed@hss.edu.

87 Leland, J. (2022). How Loneliness Is Damaging Our Health. The New York Times. Retrieved from
https://www.nytimes.com/2022/04/20/nyregion/loneliness-epidemic.html

8 Donovan, N.J and Blazer, D. (2020). Social Isolation and Loneliness in Older Adults: Review and Commentary of a National Academies
Report. Retrieved from https://www.ncbi.nIm.nih.gov/pmc/articles/PMC7437541/pdf/main.pdf
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C. 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, hearing feedback about programs and their effectiveness, planning future
programs, and sharing the results of program evaluations. Furthermore, infographic reports and data
dashboards will be shared with community partners, and community forums will be conducted in
collaboration with our partners to highlight the impact of programs on the community. HSS, in conjunction
with its community partners, will implement continuous quality improvement (CQlI) activities to track and
evaluate its programs to ensure they are effective and meet the needs of patients and the public. This is
achieved through regular program evaluations (such as questionnaires, surveys, phone interviews, and
debrief sessions) 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
implement them as quickly as possible.

D. 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 CSP Executive Summary will be shared with the public through the following
means:

The Hospital's Community Benefits webpage https://www.hss.edu/community.asp
Social media (Facebook, Instagram, Twitter, and Patch.com)

HSS annual Community Benefit Report

Infographic reports

Data dashboard

Community forums

Email campaigns

This Community Service Plan has been adopted by HSS Community Benefit and Services
Committee of the Board of Trustees.
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Appendix A: Community surveys in all languages

Community Health Needs Assessment (CHNA)

HSS wants to hear about your needs regarding muscle, bone, and joint conditions. This will
help us to provide programs and services that are important to you. We do not need your
name for this survey. Please return this survey no later than February 15, 2022, so that we
can make sure your opinion counts. Thank you for your help!

A. Health Status and Quality of Life: Please choose your response from the options listed.
If you are unsure, please give the best answer you can.

1. Have you ever been told by a doctor or other health professional that you have ...
Yes

o

a) Osteoarthritis (OA)

b) Rheumatoid arthritis (RA)
c) Lupus

d) Fibromyalgia

e) Gout

f) Some other form of arthritis
g) Osteoporosis

h) Chronic pain

i) Other:

?
O
d
O
O
O
d
O
O

Oooooooan

NOTE: If you answered “No” to all parts of Question 1, please SKIP to Question 3

2. How confident are you that you can manage symptoms of your bone, muscle, and joint condition so
that you can do the things that you want to do?
1 Not at all confident 1 Somewhat confident [ Confident [ Very confident

3. Thinking about your physical health, which includes physical iliness and injury, for how many days
during the past 30 days was your physical health not good?
[0 None
O 1-7 days
O 8-13 days
O 14 days or more

4. Thinking about your mental health, which includes stress, depression, and problems with emotions,
for how many days during the past 30 days was your mental health not good?
[0 None
O 1-7 days
1 8-13 days
0 14 days or more

5. Inthe past year, have you fallen down?
O Yes O No
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Community Health Needs Assessment (CHNA)

NOTE: The following question refers to your overall sleep quality for the majority of the nights
in the past 7 days ONLY.

Please think about the quality of your sleep overall, such as how many hours of sleep you got, how
easily you fell asleep, how often you woke up during the night (except to go to the bathroom), how
often you woke up earlier than you had to in the morning, and how refreshing your sleep was.

During the past 7 days, how would you rate your sleep quality overall? (Please mark only 1 box)

Terrible Poor Fair Good Excellent
O O O O O O O O O O O
0 1 2 3 4 5 6 7 8 9 10

Health Behaviors & Lifestyle:

How many times a week do you usually do at least 20 minutes or more of vigorous-intensity
physical activity that makes you sweat or puff and pant? (e.g., heavy lifting, digging, jogging,
aerobics, or fast bicycling).

O 3 or more times a week
O 1 to 2 times a week
O None

How many times a week do you usually do 30 minutes or more of moderate-intensity physical activity
or walking that increases your heart rate or makes you breathe harder than normal? (e.g., carrying
light loads, bicycling at a regular pace, or doubles tennis).

O 5 or more times a week
O 3 -4 times a week

O 1-2times a week

O None

Over the past three months, did you use any of the following to manage your pain?

Yes No
a) |did not have pain O 0
b) Yoga, Tai Chi, or Qi Gong (chee-GONG)? O O
c) A pain reliever or opioid prescribed by a
doctor, dentist, or other health professional? O O
d) Meditation, guided imagery, or other relaxation 0 .
techniques?
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Community Health Needs Assessment (CHNA)

10. How strongly do you disagree or agree with the following statements regarding healthy eating?

Strongly . Strongly
Disagree Disagree Neutral Agree Agree
a) | am confident that | know how to
choose healthy foods = = = = =
b) | would like to eat healthier O O O O O
c) Healthy foods cost too much O O O O O
d) |Ilike the taste of healthy foods O O O O O
e) | have places where | live to find O O | O O
healthy food
f) It takes too much time and effort to O O O O |
prepare healthy foods
g) | know what foods to eat O O O O O
h) Family and friends eat healthy O O O O ]
foods

C. Use of and Access to Care: These questions are about your healthcare experiences and healthcare
education needs. Please choose your response from the options listed.
If you are unsure, please give the best answer you can.

11. What is the primary source of your insurance?

|

oooooood

12. Here

A plan purchased through an employer or union (includes plans purchased through another
person’s employer)

A plan that you or another family member buys on your own

Medicaid

Medicare

TRICARE (formerly CHAMPUS), VA, or Military

Alaska Native, Indian Health Service, Tribal Health Services

Some other source

| do not have health insurance coverage

Don’t Know

is a list of some things that may affect people’s health and well-being. What are the top 5

problems that affect your health? Choose only the top 5 options.

I Lack of access to my doctor’s office I Lack of affordable childcare
[ Lack of access to insurance 1 Poor housing/ homelessness
I Limited access to any foods [ Lack of neighborhood safety
LI Limited access to healthy foods I Limited places to exercise

[ Poor schools [J Transportation problems

LI Lack of job opportunities 1 COVID-19 related issues

U Discrimination/ bias L Other:

] Social isolation/ loneliness
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Community Health Needs Assessment (CHNA)

13. What are the top three reasons you did not get healthcare in the past 12 months? Choose
only your top 3 options.

O Does not apply - | was able to get

healthcare in the past 12 months 00 Cultural/ religious barriers
O Could not afford it O Language barriers (such as could not get
O No health insurance healthcare in my language)
O Service not covered by insurance O Office not patient-friendly (such as long
O Lack of transportation wait time, hours not convenient)
O Hard to get an appointment O Only tel_ehealth was offered, and | could
O Not sure where to go not participate .
. O Could not get time off work/ school
O Fear or mistrust of doctors
. O Other reason:
O Lack of childcare

14. Sometimes people don'’t follow their doctor or other healthcare provider's medical advice.
Please select the reasons that may apply to you. Check all that apply.

Yes No
a) Does not apply - always follow the medical advice of my doctor or O O
healthcare provider
b) Provider did_n’t explain treatment well enough (due to lack of time, O O
uncaring attitude, or hard to understand)
c) Did not feel treatment would help O O
d) Concerned about the cost of treatment O O
e) Forgot to take medicine / go for follow-up O O
f) Provider doesn’t understand my culture / language O O
g) Condition not severe enough O O
h) Worried about side effects of treatment O O
i) Prefer to use complementary / alternative treatment O O
j) Did not fit my schedule / not convenient for me O O
k) Did not agree with the doctor / healthcare provider O O

) Other reason:

NOTE: Telehealth is the use of technology (i.e., smartphone, computer, tablet) to provide
care when you and the doctor are not in the same place at the same time. For example: a
video meeting or phone call with your healthcare provider.

15. What are some of the barriers you might experience in trying to use telehealth?
Check all that apply.

O I don’t have any barriers

O I don’t have a device (i.e., smartphone, computer, tablet)

O I don’t have access to high-speed internet service

O I don’t know how to use telehealth

O I am concerned about my health information remaining confidential
O I am concerned about the possibility of medical errors

O I am not sure that my doctor’s office offers telehealth services

O I am not interested in telehealth
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Community Health Needs Assessment (CHNA)

16. Please think about all the times in your life when you have gotten health care. When getting
health care, how often have any of the following things happened to you because of your
race, ethnicity, or color?

Once
Never ina Sometimes A lot Mos_t of Almost_ all of
. the time the time
while
a) You are treated with less O O O O O
courtesy than other people
b) You are treated with less O O [ O O
respect than other people
c) You receive poorer service | O O N N O
than others
d) A doctor or nurse acts as if he O O O O O O
or she thinks you are not smart
e) A doctor or nurse acts as if he O i i i I i
or she is afraid of you
f) A doctor or nurse acts as if he O O O [ O O
or she is better than you
g) You feel like a doctor or nurse
is not listening to what you u O O O O O
were saying

17. What is your preferred language for discussing medical issues or healthcare instructions?

O English O Arabic
O Spanish O Hebrew
O Chinese O Other:
O Russian

18. What is your preferred language for reading about medical issues or healthcare instruction?

O English
O Spanish
O Chinese
0 Russian
O Arabic

OO0 Hebrew
O Other:
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Community Health Needs Assessment (CHNA)

How often do you need to have someone help you when you read instructions, pamphlets, or other
written material from your doctor or pharmacy?

0 Never

O Rarely

O Sometimes

O Often

O Always

Health Education: HSS provides health education programs. The following questions will help us to
identify the health education needs of the community.

20.

21,

22.

What are the top three reasons you did not participate in health education programs in the past 12
months? Choose only your top 3 options.

O Does not apply - | participated in health education programs in the past 12 months

O Could not afford it

O Lack of transportation

O Not sure where to go

O Fear or mistrust of doctors

O Fear of COVID-19

O Lack of time

O Scheduling conflicts

O Cultural/ religious barriers

O Language barriers (such as could not get health education in my language)

O Did not know about the program

To attend health education programs, what time(s) do you prefer? Check all that apply.

Morning Afternoon Evening
Weekday O O O

Weekend | O O

Which of the following health education formats/activities would you be interested in?
Check all that apply.

O Onsite exercise classes

O Virtual exercise classes

O Onsite interactive small group workshops

[0 Virtual interactive small group workshops

O Onsite lectures

O Virtual lectures

O Podcasts

0 On-demand videos (i.e., Videos available for downloading/streaming on your device)
O Social media posts (i.e., Facebook, Twitter, Instagram etc.)

O Conference calls

OO0 Support groups

O None of the above
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Community Health Needs Assessment (CHNA)

23. What five health topics would you be interested in learning more about? Choose only 5 options.

[0 Exercise OO0 Complementary treatments (i.e., Yoga,
O Managing my chronic condition meditation, mindful breathing) to

O Healthy eating manage my health/ health condition

O Supporting a healthy lifestyle O Preparing a list of questions for my

doctor or healthcare provider
O Discussing personal problems that may
be related to my iliness
O Asking questions about things | don’t
understand about my treatment

O Dealing with stress, anxiety, and depression
O Ways to improve mobility

O Injury prevention

0 Medication management

O Pain management ] Sexual health
[0 Use of technology to manage health ] COVID-19
0 Managing my child’s health 0 Other:

E. About You: Please tell us about you and your background so that we can learn more about the
communities we serve.

24, What is your gender identity?
O Female
O Male
O Transgender Woman/Transgender Female
O Transgender Man/Transgender Male

O Other (e.g., non-binary, genderqueer, gender-diverse, or gender fluid).
Please specify:
U1 Prefer not to respond

25. Do you think of yourself as:
] Straight or heterosexual
O Lesbian or gay
O Bisexual
O Queer, pansexual and/or questioning
O Something else; Please specify:
O Don’t know
1 Prefer not to respond

26. What is your age?

27. Do you consider yourself Hispanic/Latino?
O Yes O No 1 Prefer not to respond

28. Which one of these groups would you say best represents your race? Check all that apply.
OO0 American Indian / Alaska Native
O Asian
O Black or African American
O Native Hawaiian/ Other Pacific Islander
O White
O Other:
I Prefer not to respond
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Community Health Needs Assessment (CHNA)

29. Please tell us about your ethnicity; you can list as many as you prefer (for example: Chinese,
Nigerian, Italian, Puerto Rican, Russian, etc.)

What is the highest grade or year of school you completed?
[ Never attended school or only attended kindergarten
[J Grades 1 through 8 (Elementary)
[J Grades 9 through 11 (Some high school)
] Grade 12 or GED (High school graduate)
L1 College 1 year to 3 years (Some college or technical school)
[ College 4 years or more (College graduate)
[ Postgraduate (Masters, PhD)
I Prefer not to respond

30. What is your annual household income from all sources?

O Less than $10,000

O $10,000 — $14,999
$15,000 — $24,999
$25,000 — $34,999
$35,000 — $49,999
$50,000 — $74,999
$75,000 — $99,999
$100,000 — $149,999
$150,000 — $199,999
$200,000 or more
Prefer not to respond

OoooOooOoooao

31. What is the zip code where you currently live?

Please use the space below to share with us any other orthopedic, or rheumatology-related needs that
ou would like Hospital for Special Surgery to know about:

Thank you for completing this survey!

Please return this survey no later than February 15, 2022, so that we can make
sure your opinion counts.

Please send the completed survey back to us in one of the following ways:
1. Mail using the enclosed pre-paid envelope
2. Drop off at: Hospital for Special Surgery Education Institute (El) office, located at: 517 East 715
Street, NY, NY 10021 — Attn: Titilayo Ologhobo
If you have any questions or concerns about the survey, please contact Titilayo Ologhobo, El Director of
Outcomes & Data Analytics, at communityed@hss.edu
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OueHka noTpebHocTen HaceneHus B cpepe 3apaBooxpaHeHnsa (CHNA)

B MNocnuTane cneuuwanbHon xupyprum (aHrn. HSS) xotenu 6bl y3HaTh 0 Bawnx notpebHOCTSX, Kacalowmnxcs
COCTOSIHUS! MbILLILL, KOCTEN U CYCTaBOB. JTO NOMOXET HaM NpeaoCcTaBnsaATb BaxHble Ans Bac nporpammbl
ycnyru. [Inst 3Toro onpocHuka HaM He noTpebyeTcst Balwe nms. MNoxanyicta, BEPHUTE 3TOT OMPOCHUK He
nosgHee 15 deBpans 2022 r., 4To6bI Mbl MOrM y6eanTbLCA B TOM, 4TO Bawe MHeHune yyTteHo. Bnarogapvm Bac
3a nomoLypb!

A. CocTosiHMe 300pOBbS U Ka4eCTBO XU3HU: [loxanyicra, BbibepnTe CBOM OTBET MX MPUBEOEHHbIX
BapuaHToB. Ecrnin Bbl He yBepeHbl, NOXanyncra, ykakute kak MoXXHoO 6oree noaxogsiimm oTeeT.

1. Bawm korga-HmOyab roBopun Bpad unmn gpyrom crneymanuct B cdpepe 3apaBooXpaHeHns, 4To y Bac

ecTb ...?
Het

a) OcteoapTtput (OA)

b) PeBmatonagHbii apTput (PA)

c) BonuaHka

d) dunbpomwmnanrus

e) [lloparpa

f) Kakas-nubo gpyras popma aptputa
g) Octeonopos

h) XpoHuyeckas 6orb

oooooooo®

Oooooooo

i) T[lpouee:

NMPUMEYAHME: Ecnu Bl otBeTunu «HeT» Ha Bce yactn Bonpoca 1, noxanyiicta, NEPEUAUTE k
Bonpocy 3

2. Hackonbko Bbl yBepeHbl B TOM, 4TO MOXETE KOHTpONUpoBaTh CUMNTOMbI Ballero sabonesaHus
KOCTEW, MbILLL, U CyCTaBoB, YTOObI AenaTb Te Belu, KoTopble Bbl xoTuTe genatb?
[1 CoBcem He yBepeH(a) [ B HekoTopon L] YBepeH(a) [ OueHb yBepeH(a)
cTeneHun ysepeH(a)

3. Ecnu nogymatb 0 Bawem ¢msnyeckom 3gopoBbe, KOTOPOE BKIOYAET B cebs domsmdeckne
3aboneBaHnsa 1 TpaBMbl, TO HA NPOTSHKEHMM CKOSbKMX OAHEN B TevyeHne nocnegHux 30 gHen Bawe
dmanyeckoe 30opoBbE HE BbINO XOPOoLIMM?

[0 Hw ogHoro

0 1-7 oHen

[0 8-13 gHen

O 14 gHen unn bonee

4. Ecnu nogymatb o Bawem ncuxuyeckom 300poBbe, KOTOPOE BKoYaeT B ceba cTpecc, genpeccuto
1 Npobnembl C 3IMOLMSAMM, TO HA MPOTSKEHNN CKONbKUX OHEN B TedeHne nocnegHux 30 aHen Bawwe
NCUXMYECKOE 340POBbE HE BbII0 XOPOLUNM?

0 Hu ogHoro

O 1-7 gpHen

0 8-13 gHen

O 14 gHen unn bonee

5. [Mapanu nu Bbl B TeyeHne nocrnegHero roga?
O Oa I Het
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OueHka noTpebHocTen HaceneHus B ccpepe 3apaBooxpaHeHusi (CHNA)

NMPUMEYAHMUE: Cnenyrowmii Bonpoc OTHOCUTCSA K KayecTBy Bawero cHa B uenom TOJIBKO B
TeuyeHue 6osibweli Yacmu HouYen 3a rnocsiedHue 7 oHel.

6. [MoxanyrcTa, nogymanTe 0 kKadyecTBe Baluero cHa B LilenioM, Hanpumep, CKOrbko YacoB Bbl cnany,
Hackorbko nerko Bbl 3ackinanu, kak Yacto Bbl npocbinanvcb HoYbko (KpoMe Toro, YTobbl CXoauTh B
Tyaner), kak YyacTto Bbl npocbinanvcb paHbLle, YeM HYXXHO BbIfI0 YTPOM, U HACKOSbKO OCBEXAIOLLMM
Obin Balu coH.

B TeueHne nocnegHux 7 gHen, kak 6bl Bbl oLeHUNM KayecTBo cBoero cHa B uenom? (Moxanyncra,
OTMEeTbTe TOMbKO 1 KNeTKy)

YxacHo Mnoxo HopmansHo Xopouio OTtnnyHo
O O O O O O O O O O O
0 1 2 3 4 5 6 7 8 9 10

B. lNoBeaeHue u CTUMb XNU3HU, CBAAI3aHHbIE CO 30POBbLEM:

7. Ckonbko pa3 B Hegento Bbl 06bIYHO 3aHMMaeTechk (hM3NYECKMMM YyNpaKHEeHUSIMU BbICOKOWM
MHTEHCUBHOCTM, N0 kpaviHen mepe, 20 MUHYT unu 6onbLue, OT KOTOpbIX Bbl NoTeeTe unu Tsbkeno
ablwunTe? (Hanpumep, NOOHATUE TsDKECTEN, KonaHue, 6er TpycLomn, aspobuka nnm obicTpasi e3ga Ha
Benocunege).

O 3 wnu 6onee pas B Hegeno
O 1- 2 pasa B Hegento
O Hwukorpa

8. Ckonbko pas B Hegernto Bbl 06b14HO 3aHMMaeTeck 30 unu 6onee MUHYT OUINYECKUMM
YMNPaXXHEHUSMU CPeAHEN UHTEHCUBHOCTW UM XOAMTE NELLKOM, YTO YBENUYMBAET 4YacToTy CepAeYHbIX
cokpalleHui unm 3actaenseT Bac geiwath Tsaxenee, 4eM 06bIMHO? (HanpuMep, NnepeHocka Nerkmx
rpy3oB, e3fa Ha Benocunene B 06bI4HOM TeMMNe Uy NapHbIA TEHHKC).

O 5 wnu Gonee pa3s B Hegeno
O 3 —4 pasa B Hegenwo
O 1 -2 pasa B Hegento

O Hwukorga
9. 3a nocnegHue Tpy mecsaua ncnonb3oBanu nu Bel Yto-Nnnbo 13 cnegytowero, YTobbl KOHTPONMPOBATL
6onb?
Oa Het
a) Y meHs He 6bino 6onu 0O O
b) Wora, Taitum unm umryH (Um-ryH)? O O
c) boneyTtonswLlee cpeacTso Mnm onvonael,
NpOnMCaHHbIN Bpayom, CTOMaTonoroMm mnm O O
APYTMM MeAULMHCKUM paboTHUKOM?
d) Megutauums, ynpaBnsemoe BoODpaxxeHne unm 0 O
Opyrvue meTtoabl penakcaummn?
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OueHka noTpebHocTen HaceneHus B ccpepe 3apaBooxpaHeHusi (CHNA)

10. Hackonbko Bbl He cornacHbl Uy cornacHbl CO CriefyowmMMy YTBEPXKAEHUSMM OTHOCUTENBHO 340POBOr0

nuTaHnA?
OueHb He He OTHOWyCb OuyeHb
M CornaceH(cHa)
cornaceH(cHa) cornaceH(cHa) HeWTpanbHO cornaceH(cHa)
a) A yBepeH(a), 4To A 3HalO, KakK N n n n n

BbIOU paTb 340POBYIO MULLY

b) A 6k xoTen(a) ecte Gonee
3[00POBYIO NULLY

c) 3popoBas nuLia CrMLLKOM MHOIo
cTouT

d) MHe HpaBuTCsl BKYC 300pPOBOM
LM

e) Tawm, rge 5 xuBy, ecTb MeCTa,
YTOObI HANTN 340POBYIO NULLLY

f) Ha npuroTtoBneHue 3gopoBon
MUY yXOOUT CIIMLLKOM MHOTO
BPEMEHU N YCUNUN

g) A 3Hato, KaKyto NULLY HY>XHO eCTb

o0 o0 O0oo0oo0oaod
OO0 0 Ooo0oaod
OO0 0O O0o0oo0goaod
OO0 0O O0o0oo0goaod
OO0 0 Ooo0oaod

h) CeMbs 1 opy3bsa egsaT 300pOBYIO
nuy

C. WUcnonb3oBaHue 1 JOCTYN K fie4eHuno: B aTux Bonpocax peyb nonaet o Bawlem onbiTe 1
notpebHocTax B 00y4eHumn B cdhepe 3gpaBooxpaHeHus. [Noxanyiicra, BblbepuTe CBOM OTBET U3
npvBeAEHHbIX BapnaHToB. Ecnu Bel He yBepeHb!, NoXxanymncra, ykaxuTe kak MoxHO bonee
noaxoasLLui oTBeT.

11. YT0 ABNAETCS OCHOBHbLIM NCTOYHMKOM Ballero ctpaxoBaHus?

MnaH, NnpnobpeTeHHbIN Yepes paboTogaTens unm cors (B TOM YMcne nnaHbl, NPUobpeTeHHbIe
yepes paboTogaTens opyroro Yenoseka)

MnaH, koTopkIn Bbl unu gpyron YneH cembn npnodpeTaeT CaMOCTOATENBHO

Medicaid

Medicare

TRICARE (paHee nssecTHbIn kak CHAMPUS), VA unu nnaH cTpaxoBaHWsi BOEHHOCMYXaLlmX

Ycnyru 3gpaBooxpaHeHus Alaska Native, Indian Health Service, Tribal Health Services
Kakoi-nnbo apyrow MCTOYHMK

Y MeHS HET MeaULIMHCKOro CTPaxoBOro NOKpbITUA

He 3Hato

Ooooooooo O

12. Hwxe npuBeaeH CNMCOK HEKOTOPbLIX BELLEeW, KOTOpble MOTyT NOBMNUATL Ha 3A40POBbLE M Brarononyyne
nogen. Kakve 5 ocHoBHLIX NpobneM BnusitoT Ha Bawe 3nopoBbe? BbiGepuTe ToNbKoO 5 nyylumnx

BapuaHTOB.

[ OTcyTcTBME foCTyna K oducy Bpaya [ CoumanbHas n3onaunsi / 0o4UHOYEeCTBO

[J OTcyTcTBME OOCTYNA K CTPaxOBKYy ] OTcyTcTBME OOCTYMNHOrO yXo4a 3a AeTbMu

LI OrpaHuyeHHbIn goctyn K nobon nuwe LI MNnoxoe *wnbe / 6e300MHOCTb

[ OrpaHuyeHHbI JOCTYN K 300POBOM NuLLe LI OtcytcTBMe 6e3onacHOCTM B paoHe

] Mnoxwe wkonebl LI OrpaHunyeHHble MecTa Ans yNpaKHEHUI

L1 OTcyTCcTBME BO3MOXHOCTEN ] Mpo6nemsbl ¢ TpaHCMOPTUPOBKOW
TPYOOyCTpOMCTBA [ Npobnemel, cBszaHHble ¢ COVID-19

U OuckpumuHaums / npeaB3saTocTb OJ MNpovee:
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OueHka noTpebHocTen HaceneHus B ccpepe 3apaBooxpaHeHusi (CHNA)

13. KakoBbl TPy OCHOBHbIE NPUYMHbI, MO KOTOPbIM Bbl HE nonyyanu megnumMHckoe 06cnyxnBaHue
B TeueHue nocregHunx 12 mecsues? BbibepuTe ToNbKo 3 NyYwMx BapuaHTa.

O He npumeHumo - 3a nocnegHue 12 O KynbTypHble / penurnosHbie NpensaTcTBus
MecsueB MHe yaanocb nony4nTb [0 AsblkoBble NpensaTCTBUSA (HAaNpumep, He
mMeamumHckoe obenyxusaHue Mor(na) nony4nTb MeanUMHCKoe

0 He mor(na) cebe aToro no3Bonutb obcnyxMBaHNe Ha MOEM SA3bIKe)

O OtcytcTBME MEOAULIMHCKOWN CTPAXOBKU O Ocpuc, He yumTbiBatOLLMIA yOoOCTBO NaLMEHTOB

O Ycnyra He nokpbiBanacb CTPaxoBKOWn (Hanpumep, AONToe BpeMsi OXuaaHus,

O OTcyTcTBME TPAHCMNOPTMPOBKM HeyAo6Hoe Bpems paboTbi)

[ CroxHO 3an1caThes Ha npuem O Mpegnaranacb TOMNbKO TenemeanumHa, a s He

OO0 He yBepeH(a), kyoa Hy>kKHO uaTtu Mor(na) y4acTeoBaTs

O CTpax Wi HeoBEpHE K Bpadam 0 He mor(na) oTnpocuTbes ¢ paboThl / Co LwKone

O OrtcyTcTBMe yxoaa 3a 4eTbMM O Apyras npumna;

14. VHorpa niogy He cneayoT MeauUMHCKOMY COBETY CBOEro Bpaya WUIu Apyroro nocTasBLLmMKa
MEONLIMHCKNX YCIyT.
MoxanyiicTa, BbiGepuTe NPUYMHBI, KOTOPbIE MOTYT OTHOCUTLCA K Bam. OTMeTbLTe Bce
NpUMEeHUMbIle BapUaHThbl.

Oa Het
a) He npumeHumo — Bcerga crnegyto MeguLMHCKOMY COBETY MOErO O O
Bpaya unu nocraBLiMKa MEAULIMHCKUX YCIyr
b) [MocTaBWMK HEQOCTATOYHO XOPOLLO OB BLACHMUI CYTh NeYeHUs
(BCnepcTBue HegocTaTka BpEMEHW, HEOPEXHOrO OTHOLLEHUS MUITK O O
TpyaHOCTEN C NOHUMaHNEM)
c) He gymato, 4TO fie4eHne NOMOXET O O
d) O6ecnokoeH(a) No NoBogy CTOMMOCTU NieYEeHUs O O
e) 3abbin(a) NpMHATbL NeKapcTBO/MPUIATK Ha Nocnenyouiee O O
HabnogeHne
f) TMocTaBLWMK HE NOHMMAET MOEW KynbTypbl/MOEro si3bika O O
g) CocTosiHMe HeoCTaTOYHO Cepbe3Hoe O O
h) O6ecnokoeH(a) no noBody NO6GOYHBLIX 3PGEKTOB NEUYEHMS O O
i) TllpegnouunTato ncnonb3oBaTb O O
KOMMIeMeHTapHoe/anbTepHaTUBHOE Nle4YeHne
j) He nomewanocb B MoeMm rpaduke/HeyaobHO s MeHs O O
k) He cornaceH(cHa) ¢ Bpa4om/NoCTaBLUUKOM MELMULIMHCKUX YCITyr O O

[) [Opyras npuynHa:

NMPUMEYAHUE: TenemeauumHa - 3TO MCNOJSIb3OBaHME TeXHONorum (Hanpumep, cMmapTgoHa,
KOMNblOTepa, NnaHweTa) ANA oka3aHUA nomMmowu, korga Bel n Bpay HaxoguTecb He B OQHOM
MecTe B OHO U TO Xe BpeMsA. Hanpumep: Buaeo Bctpeya unu tenedoHHbIN 3BOHOK ¢ Bawum
NocTaBLUMKOM MeAULUHCKUX YCRYT.

15. C kakumn npenAaATcTBUAMIn Bbl MmoxeTe CTOJIKHYTbCA MNpn Ncnonb3oBaHUn TeneMeanumnHbI?
OTMeTbTe BCe nNPpUMEeHUMbIe BapUaHTbI.

[0 HeT HMKakux npenaTcTBum
OO0 Y MeHsa HeT ycTpoincTBa (T. e. cMapTdoHa, KOMNbIOTEPa, NNnaHLeTa)
0 Y MeHsa HeT JoCcTyna K yCcnyram BbICOKOCKOPOCTHOIO UHTEPHETA
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O A He 3Hat0, KaK UCMNONb30BaTh TeNeMeanuUmHy

O A obecnokoeH(a) 0 coxpaHeHnn KOHPUAEHUMaNbLHOCTU NHAOPMALMM O MOEM 340POBLE
[0 MeHst 6ecnokonT BO3MOXXHOCTb Bpa4ebHbIX OLLIMOOK

O A He yBepeH(a), 4To odmc MOero Bpaya npeanaraeT ycnyru TeneMeauumHsi

O MeHs He nHTepecyeT TeneMeauumHa

16. BcnomHuTe, noxanyncra, Bce nepuodbl Bawen xunsHu, korga Bel nonyyanu MeauuUMHCKYHO
nomoup. Mpu nonyvyeHnn MeamLMHCKOM NOMOLLK, Kak YacTo ¢ Bamu npomcxoamno 4to-nnbo us
cnepyoLlero B CBs3u ¢ Bawen pacown, aTHNYEeCKON NPUHAANEXHOCTBIO UMK LIBETOM KOXN?

Bonbwyto

Bpems ot MouTu BCE
Hukorga BpeMeHu WUHorpa Yacto B;:;;:M Bpemst
a) C Bawmu obpaliatoTcs MeHee
BEXIMBO, YEM C OPYTUMU [ O [ [ [ [
noabmMu
b) K Bam oTHocATCS ¢ MEHbLUMM 0
yBaXXeHNEeM, YeM K Opyrum
nogam
c) Bbl nonyyaete xyaliee | |
obcnyxvBaHue, Yem gpyrue
d) Bpauy unu meacectpa Beget n m
cebs Tak, kak OyaTO OH MM oHa
AyMaeT, 4To Bbl He YMHbI
e) Bpau unu mencectpa Beget
cebs Tak, kak OyaToO OH UK oHa [ 0 [ [ [ [
boutcs Bac
f) Bpay unu megcectpa Beget
cebs Tak, kak OyaTO OH MK OHa [ O [ [ [ [
ny4ywe Bac
g) Bam kaxeTtcs, 4To Bpay nnm
MeAcecTpa He CnyLlatoT TO, YTO [ O [ [ [ [
Bbl roBopute

17. A3bIK, Ha kOTOpPOM Bbl 661 NpegnoYnu obecyxAaaTb MeQULNHCKME NPOBNEMbl UK yKasaHus,
CBsi3aHHbIE C BOMpOCaMu 34paBOOXPaHEHNA?

O AHrnunckuin 0 Apabckun
O NcnaHckui O UNeput

O Kntanckun O Opyrown:
O Pycckuin

18. Asbik, Ha KOTOpOM Bbl Obl npegnoysn 4YmTaTb 0 MeANLIMHCKNX np06nemax Unn yKka3aHusx,
CBA3aHHbIX C BOMpocamMmu 3D,paBOOXpaHeHI/IF|?

0 AHrnnnCKnin 0 Apabckui
0 NcnaHckui O Neput

O KuTtanckui O Opyrown:
O Pycckui

19. Kak yacTto Bkl HyxxgaeTech B Ybel-nmbo nomoLuun, korga Bel uMtaeTe ykaszaHus, namdneTtbl unm
Opyrve NUCbMEHHbIE MaTepurarnsbl, NONy4YeHHbIe OT Bawero Bpava unm n3 antekn?
O Hukorpa
O Pegko
O MNHorpa
[0 YacTto
] Bcerpa
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D. OG6yuyeHune B chepe 3apaBooxpaHeHusi: HSS npegocraBnsieT nporpaMmel 0byveHust B cpepe
3apaBooxpaHeHus. CriegytolmMe Bonpockl MOMOryT HaMm onpeaenuTb noTpebHocTn coobllecTsa B
00y4eHNM OTHOCUTENBHO 34PaBOOXPAHEHUS.

20. KakoBbl TpM OCHOBHbIE MPUYMHBI, MO KOTOPbIM Bbl HE y4acTBOBanu B nporpammax obydeHuns B cdepe
30paBoOXpaHeHns B TedeHne nocnegHux 12 mecsaues? Bbibepute Tonbko 3 nyylinx BapuaHTa.

O He npumeHnmMo — £ yyacTBoBar(a) B nporpammax obyyeHusi B cdhepe 34paBOOXpaHEHNs B
TeyeHue nocnegHux 12 mecsues

O He mor(na) cebe 3Toro no3sonnTb

O OTcyTCcTBME TPaHCNOPTMPOBKHU

O He yBepeH(a), kyAa Hy>KHO UATU

O Ctpax nnv HegoBepue K Bpadam

O Crtpax, cBs3aHHbI ¢ COVID-19

O OTcyTCcTBME BPEMEHU

0 KOHMNUKT nnaHnpoBaHus

O KynbTypHble / pennrmosHble NpensTcTems

O AsblkoBble NpensiTCTBUS (Hanpumep, He Mor(na) nonyuntb o6ydeHne B 06nacTu 340poBbs Ha
MOEM £3bIKe)

[ A He 3Han(a) o nporpamme

21. Kakoe Bpems Bbl npegnoynTtaeTe ans nocelleHns nporpaMm obydeHus B cepe 3apaBooXpaHeHns?
OTmeTbTE BCe NPUMEeHUMbIe BapUaHTbI.

YTpo HOeHb Beuep
Pabounn geHb O O O
BbixogHble O O O

22. B kakux ns cnegyowmx dpopmaTax/ Bugax gedaTenbHOCTU, CBA3aHHbIX ¢ obyvyeHnem B chepe
3QpaBooxpaHeHus, Bbl 66l xoTenu noyyacteoBatb? OTMETbTE BCE NPUMEHUMbIE
BapuaHThblI.

[J OyHble ypoKM hr3NYECKON KynbTypbl

1 BupTyanbHble YpOKu pr3nyeckon KynbTypbl

1 O4YHble MHTEPAKTUBHbIE CEMUHApPbI AJ1s1 HEGONbLUMX rpynn

LI BupTyanbHble MHTepakTUBHbIE CEMMHapPbI Ans HeGonbLnX rpynn

[0 OyHble nekummn

0 BupTyanbHble nekuum

] MopgkacTbl

1 Bugeo no 3anpocy (T. e. BUAEO, AOCTYMNHbIE ANs 3arpy3ku / npocMmoTpa Ha Balwem yctponcTee)
1 CoobueHus B coumanbHbix ceTax (Hanpumep, Facebook, Twitter, Instagram n 1. g.)
1 TenekoHdepeHLMM

O Mpynnbl NOAAEPXKKN

1 Hunyero 13 BblleykazaHHOMo

Appendix A: Community surveys in all languages | 44



23.

OueHka noTpebHocTen HaceneHus B ccpepe 3apaBooxpaHeHusi (CHNA)

O kaknx naTu Temax B obnactu 3goposbs Bam 661510 661 MHTEpPECHO y3HaTbL 6onblie? Bbibepute
TONIbKO 5 BapuaHTOB.

O YnpaxHeHus 0 KomnnemeHTapHoe nedeHue (Hanpumep,
[0 KoHTponb XpoHn4yeckoro 3aboneBaHus nora, MmeguTaumsa, 0CO3HaHHOe AblXaHune)
0 3gopoBoe nutaHue ONnsa nogaepXaHus 30opoBbs / COCTOAHMUS
O Mopaepxka 30opoBoro obpasa XnsHu 3[0pPOBbS
[0 Kak cnpaBnTbCA CO CTPECCOM, TPEBOION U [0 NoaroToBka cnmMcka BOMNPOCOB A1 MOEro

aenpeccuen Bpaya unu nocrasLimKa MEeOULNHCKNX
O Cnocobbl ynyyleHns MoBbunsHOCTH ycnyr
O MpepoTepalleHne TpaBm [0 O6eyxaeHne NMYHbIX Npobnem, KoTopble
O MegumkamMeHTO3HOE NeyeHne MOryT ObITb CBSAA3aHbl C MOel 6one3HbIo
O KoHTponb 6onu [0 Bonpocbl 0 TOM, Yero s He NOHMMAalo B
O Ncnonb3oBaHWe TEXHONOrMM ans CBOEM JIe4eHUn

nogaepxaHusa 300poBbs O CekcyanbHoe 340pOBbe
O MopaepxaHne 300poBbsi pebeHka O COVID-19

O Mpouee:

E. WHdopmaumsa o Bac: lNoxanyiicta, pacckaxuTe Ham o cebe 1 Bawen ncrtopum xmnsHu, 4tobbl Mbl
Mornu 6onbLue y3HaTb 00 06cnyknBaemMom Hamm coobLecTse.
24. YKaxuTe CBOI reHOEpHY MOEHTUYHOCTL?
O XeHwmHa
O MyxxunHa
O TpaHcreHgepHas xeHwmHa/TpaHcreHaep XeHCKoro nona
O TpaHcreHAepHbIN My>xdMHa/TpaHCreHaep MyXXCKOro rnona
O Mpoyee (Hanpumep, HEOUHAPHbLIW, rEHAEPKBMP, FrEHOEPHO-Pa3HOOOPA3HLIN NN reHaepHo-
N3MEHYMBbIN).
Moxanyncta, yToyHuUTe:
U MpeanounTtato He oTBEYaTb
25. Bbl cunTaete, 4to Bbi:
U TpagnumoHHOW opveHTaunn Unu retepocekcyan
O NecbusaHka nnu ren
O Bucekcyan
O Keup, naHcekcyan n/unun HeonpeaeneHHon opneHTaLmm
[0 Yto-To ewe; MNoxanyncra, yToyHUTE:
O He 3Hato
U Mpeanountaro He oTBEYaTb
26. Ckonbko Bam net?
27. Cuntaete nu Bbl, 4To Yy Bac ncnaHosisbliyHoe/naTMHoOaMepmukaHckoe NpomcxoxaeHue?
O da O Het [ Mpeanountato He oTBeYaTb
28. Mo BaweMy MHeHUIo, Kakas U3 aTUX rpynn HaunyymMMm obpasom npeacrasnset Bawwy pacy?

OTMmeTbTe BCe NPUMEHUMbIe BapUaHThbI.
0 AMepUrKaHCKNA MHAEEL/KOPEHHOW XUTeNb AIsICKU
O Asuat
[0 YepHbIn nnu adpoamepukaHe,
O KopeHHow xunTenb MaBanun/gpyrux TUXOOKEaHCKUX OCTPOBOB
O benbin
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O MNpovee:
U MNMpeanounTtato He oTBEYaTb

29. MoxanywncTa, ckaxknte HaMm o Baluen aTHMYeckon NpuHaanexHocTn; Bel MoxeTe nepeumcnutb
CTONbKO BapuaHTOB, CKOMNbKO NpeanodTeTe (Hanpumep: kutaewl, HUrepuel, ntanbsHed,
nyapTopuMKaHeL, pycckui 1 1. 4.)

30. YTo ABNAeTCs HaMBbLICLLMM KITaCCoOM UIM rogomM o0y4YeHus B LUKONe, KOTopbi Bbl 3aBepunnn?
L] Hukorga He xoauri(a) B LUKOMY MW TOMbKO XOAMI(a) B HyNeBOK Knacc
LI C 1 no 8 knacc (HavyanbHas wkona)
LI C 9 no11 knacc (HekoTopble cTapLune Kracchbl)
L1 12 knaccoB unu obee obpasosaHue (BbinyckHuk obweobpasoBaTensHOW LIKOSbI)
I Ot 1 go 3 net konnepxa (HekoTopoe obpa3oBaHue B KOMNMeMKe U TEXHUKYME)
1 4 nnm Gonee net konneaxa (BbinyCckHMK Konneaxa)
00 NocnepunnomHoe obpasoBaHue (CTeneHb MarucTpa, AoKTopa Hayk)
U MNMpeanoynTato He oTBEYaTh

31. KakoB Balu exxerogHbii ceMenHbiin JOX0M N3 BCEX MCTOYHUKOB?
Menee $10,000

$10,000 — $14,999
$15,000 — $24,999
$25,000 — $34,999
$35,000 — $49,999
$50,000 — $74,999
$75,000 — $99,999
$100,000 — $149,999
$150,000 — $199,999
$200,000 vnwu 6onee

O Mpeanoyntato He oTBEYaTb

OoOoooooood

32. Ykaxute NOYTOBLIN KOA B MECTe, rae Bl xunBeTe B HAacTosiLLee Bpems?

Moxxanyncra, ncnonb3ynTe NpegocTaBneHHOE HKe MeCTo, YTobbl pacckasaTb Ham O MBbIX ApYrnx
NoTpeBHOCTSIX, CBA3AHHbIX C OPTONEeAMEn UM peBmMaToNornen, o KoTopbix Bel Obl xoTenu coodwmnTb
lCocnuTanto cneumanbHONW XUPYPruu:

Bnarogapvm Bac 3a 3anonHeHue fJaHHOro onpocHuka!
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Mpocum Bac BepHYTb 3TOT OoNpOCHUK He no3aHee 15 doeBpansa 2022 r., YTOObI Mbl
MOrnu yoeautbLcqa B TOM, YTO Balle MHeHue yuTeHo.

Moxanyncra, oTnpaBbTe 3aMoSfIHEHHbIA ONPOCHUK 06PaTHO HaM C MOMOLLIbHO OAHOMO U3 CAEAYOLNX
cnoco6oB:
3. Mo noute, ncnonb3ys npunaraembli NnpegonnadYeHHbINn KOHBEPT
4. MpuHecuTe no agpecy: NocnuTanb cneumnansHom xmpyprium (Hospital for Special Surgery) Oduc
WHcTuTyTa obpasosarus (Education Institute, El), pacnonoxeHHbiii no agpecy: 517 East 713t
Street, NY, NY 10021 — Attn: Titilayo Ologhobo
Ecnu y Bac BO3HMKHYT kakne-nnbo Bonpockl Ui 6GecnokoncTea no NoBogy ONpPOCHUKa, NoXanymncTa,
cBsbkuTechk ¢ Tutunano Onoro6o (Titilayo Ologhobo), Anpektopom OTaoena PesynbTaToB 1 aHanuaa
AaHHbIX MIHCTUTYTa 06pa3soBaHus, No agpecy aMneKTPoHHOM NoYyThl: communityed@hss.edu.
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Evaluacion de necesidades de salud de la comunidad (CHNA)

HSS quiere conocer sus necesidades relacionadas con enfermedades de los musculos, los
huesos y las articulaciones. Esto nos ayudara a proporcionar los programas y servicios que
sean importantes para usted. No necesitamos su hombre para esta encuesta. Por favor
regrese esta encuesta antes del 15 de febrero del 2022 para poder asegurarnos de que su
opinion sea tomada en cuenta. jGracias por su ayuda!

A. Estado de salud y calidad de vida: Elija su respuesta de las opciones de la lista. Si no esta seguro,
responda de la mejor manera posible.

1. ¢Alguna vez le ha dicho un médico u otro profesional de la salud que usted tiene...?

f) Otra forma de artritis
g) Osteoporosis
h) Dolor crénico

Si No
a) Osteoartritis (OA) O O
b) Artritis reumatoide (AR) O O
c) Lupus O O
d) Fibromialgia O O
e) Gota O O
O O
O O
O O

i) Otro:

NOTA: Si respondié “No” a todas las partes de la pregunta 1, PASE a la pregunta 3

2. ;Cuanta confianza tiene usted de poder manejar los sintomas de su enfermedad relacionada con los
huesos, musculos y articulaciones para poder hacer las cosas que quiere hacer?
1 Nada de confianza [ Algo de confianza [ Confianza [ Mucha confianza

3. Considerando su salud fisica, incluyendo las enfermedades y lesiones fisicas, durante los ultimos
30 dias, ¢ cuantos dias su salud fisica no fue buena?
LI Ninguno
O 1a7dias
O 8 a 13 dias
O 14 dias o mas

4. Considerando su salud mental, incluyendo estrés, depresion y problemas emocionales, durante los
ultimos 30 dias, ;cuantos dias su salud mental no fue buena?
LI Ninguno
O 1a7dias
O 8 a13dias
O 14 dias o mas

5. En el afio pasado, ¢ ha sufrido una caida?
O Si O No
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NOTA: Las siguientes preguntas se refieren a la calidad de su suefio en general para la mayoria
de las noches en los ultimos 7 dias SOLAMENTE.

6. Piense en la calidad de su suefio en general, como cuantas horas de suefio usted obtuvo, con qué
facilidad concilié el suefio, con qué frecuencia se despert6 durante la noche (excepto para ir al bafio),
con qué frecuencia se desperté mas temprano de lo que tenia que hacerlo en la mafiana, y qué tan
reparador fue el suefio.

En los ultimos 7 dias, ;como calificaria la calidad de su suefo en general? (Marque solamente 1
casilla)
Pésima Mala Regular Buena Excelente
O O O O O O O O O O O
0 1 2 3 4 5 6 7 8 9 10

B. Comportamientos de salud y estilo de vida:

7. ¢ Cuéntas veces por semana habitualmente hace al menos 20 minutos o mas de actividad fisica
intensa que lo haga sudar o jadear? (p. €j., levantar pesas, hacer trabajos pesados de jardineria,
trotar, hacer ejercicios aerdbicos o andar rapido en bicicleta).

O 3 o mas veces por semana
O 1 a 2 veces por semana
O Ninguna

8. ¢ Cuantas veces por semana habitualmente hace 30 minutos o mas de actividad fisica moderada o
caminatas que aumenten la frecuencia cardiaca o le hagan respirar mas rapido de lo normal? (p. €;j.,
llevando cargas livianas, andando en bicicleta a un ritmo regular o jugando partidos dobles de tenis).

O 5 o0 mas veces por semana
O 3 a4 veces por semana
O 1 a 2 veces por semana
O Ninguna
9. Enlos ultimos tres meses, ¢ utilizd alguna de las siguientes opciones para manejar el dolor?

Si No

a) No tuve dolor O O
b) Yoga, taichi o chi kung? O O
¢) Un analgésico o medicamento opioide

recetado por un médico, dentista u O O

otro profesional de la salud?
d) Meditacién, imagenes guiadas u otras O O

técnicas de relajacion?
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10. ;,En qué medida esta de acuerdo o en desacuerdo con las siguientes afirmaciones relacionadas con la
alimentacion saludable?

En total En Neutral De Totalmente
desacuerdo desacuerdo acuerdo de acuerdo

a) Confio en que sé cémo O O 0O 0O O
elegir alimentos saludables

b) Me gustaria comer mas
sano

c) Los alimentos saludables
cuestan demasiado dinero

d) Me gusta el sabor de los
alimentos saludables

e) Tengo lugares donde vivo

para encontrar alimentos O O O O O
saludables
f) Se necesita mucho tiempo
y esfuerzo para preparar O O O = O
comida saludable
g) Seé qué alimentos comer O O O O O
h) Mis familiares y amigos O O 0 O 0

comen alimentos
saludables

C. Usoy acceso al cuidado: Estas preguntas se refieren a sus experiencias de atencion
médica y necesidades de educacién en salud. Elija su respuesta de las opciones de la lista.
Si no esté seguro, responda de la mejor manera posible.

11. ;Cual es la fuente principal de su seguro?

[J Un plan adquirido a través de un empleador o sindicato (incluye planes comprados
a través del empleador de otra persona)

1 Un plan que usted u otro miembro de la familia compra por su cuenta

] Medicaid

] Medicare

[0 TRICARE (antes llamado CHAMPUS), VA, o militar

[J Nativo de Alaska, Servicio de Salud Indigena, Servicios de Salud Tribal

1 Algun otro seguro

1 No tengo cobertura de salud

O Nosé

12. A continuacion presentamos una lista de algunas cosas que pueden afectar la salud y el
bienestar de las personas. ¢, Cuales son los 5 problemas principales que afectan su salud?
Elija solo las 5 opciones principales.

1 Falta de acceso al consultorio de mi 1 Falta de cuidado infantil asequible
médico LI Malas condiciones de vivienda/sin

(] Falta de acceso a un seguro hogar

1 Acceso limitado a cualquier alimento (] Falta de seguridad en el vecindario

1 Acceso limitado a alimentos [ Lugares limitados para hacer
saludables ejercicio

[ Escuelas de mala calidad 1 Problemas de transporte

LI Falta de oportunidades de empleo LI Problemas relacionados con

L1 Discriminacion/prejuicio COVID-19

I Aislamiento social/soledad O Otro:
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13. ;Cuales son los tres motivos principales por los que usted no obtuvo atencion médica en los ultimos
12 meses? Elija solamente las 3 opciones principales.

O No aplica — Pude obtener atencion

médica en los ultimos 12 meses O Barrearas idiomaticas (como no poder
O No podia pagarlo conseguir atencion médica en mi
O No tenia seguro de salud idioma)
0 El servicio no estaba cubierto por el O Consultorio no amigable con el
seguro paciente (como largas horas de
OO0 Falta de transporte espera, horarios no convenientes)
O Es dificil conseguir una cita O Solo se ofrecia telesalud, y no podia
O No estaba seguro de dénde ir participar
[0 Temor o desconfianza a los médicos O No podia conseguir tiempo libre en el
O Falta de cuidado infantil trabajo/la escuela
OO0 Barreras culturales/religiosas O Otro motivo:

14. En ocasiones las personas no siguen las recomendaciones de salud de su médico u otros
proveedores de atencién médica. Cuéntenos los motivos por los cuales esto puede aplicarse en su
caso. Marque todas las opciones que correspondan.

Si No
a) No aplica — siempre sigo las recomendaciones de salud de mi O O
meédico o proveedor de atencion médica
b) EI pr_oveedor no ex.plicé el tra_tami'ent.o lo suficier_ltlernente bien O O
(debido a falta de tiempo, actitud indiferente o dificil de entender)
c) No pensé que el tratamiento seria util O O
d) Me preocupo el costo del tratamiento O O
e) Olvidé tomar el medicamento / ir a la cita de seguimiento O O
f) El proveedor no entiende mi cultura / idioma O O
g) La condicion no es lo suficientemente grave O O
h) Me preocupé por los efectos secundarios del tratamiento O O
i) Prefiero usar un tratamiento complementario / alternativo O O
i) No encajaba en mis horarios / no era conveniente para mi O O
k) No estaba de acuerdo con el médico/proveedor de atencién médica O O

[) Otro motivo:

NOTA: Telesalud es el uso de la tecnologia (es decir, teléfono inteligente, computadora, tablet)
para proporcionar atencién médica cuando usted y el médico no estan en el mismo lugar al
mismo tiempo. Por ejemplo: una reunién por videoconferencia o llamada telefénica con su
proveedor de atencion médica.

15. ;Cuales son algunas de las barreras que podria experimentar al tratar de utilizar telesalud?
Marque todas las opciones que correspondan.

O No tengo ninguna barrera

O No tengo un dispositivo (es decir, un teléfono inteligente, computadora, tablet)

O No tengo acceso a servicio de internet de alta velocidad

O No sé como utilizar la telesalud

[0 Me preocupa la confidencialidad de mi informacién de salud

0 Me preocupa la posibilidad de errores médicos

O No estoy seguro de que el consultorio de mi médico ofrezca servicios de telesalud
0 No estoy interesado en telesalud
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16. Piense en todas las veces en su vida en que obtuvo atenciéon médica. Al obtener atencion médica,
¢.con qué frecuencia le ha sucedido alguna de las siguientes cosas debido a su raza, etnia o color?

Nunca Deexez Algunas Muchas Lzrr?eazg;' Casi todo el
veces veces P2 tiempo
cuando tiempo
Lo tratan con menos
cortesia que a las demas O O O O O O
personas
Lo tratan con menos respeto O O O O O O
a que las demas personas
Recibe un servicio de menor
calidad que las demas O O O O O O
personas
Un médico o enfermera
actua como si pensara que O O O O o O
usted no es inteligente
Un médico o enfermera
actua como si le tuviera O O O O O O
temor
Un médico o enfermera
actia como si fuera mejor - O O O O O
que usted
Usted siente que un médico
o enfermera no escucha lo O O O O O O
que usted estaba diciendo

17. ¢Cual es su idioma de preferencia para discutir cuestiones médicas o instrucciones de atencion

médica?
O Inglés )
O Espafiol O Arabe
O Chino [ Hebreo
O Ruso O Otro:

18. ;Cual es su idioma de preferencia para leer acerca de cuestiones médicas o instrucciones
de atencién médica?

O Inglés O Arabe
O Espafiol O Hebreo
O Chino O Otro:
O Ruso

19. ;,Con qué frecuencia necesita usted que otra persona le ayude a leer instrucciones, folletos u otros
materiales por escrito que le haya dado su médico o la farmacia?
O Nunca
[0 Raras veces
[0 Algunas veces
O A menudo
O Siempre
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D. Educacién para la Salud: HSS proporciona programas de educacién para la salud. Las siguientes
preguntas ayudaran a identificar las necesidades de educacién para la salud en la comunidad.

20. ;Cuales son los principales tres motivos por los que no participé en programas de educacion en
salud en los ultimos 12 meses? Elija solo las 3 opciones principales.
O No aplica — Participé en programas de educacion en salud en los ultimos 12 meses
0 No podia pagarlo
[ Falta de transporte
O No estaba seguro de dénde ir
O Temor o desconfianza a los médicos
O Temor al COVID-19
[ Falta de tiempo
O Conflictos con los horarios
O Barreras culturales/religiosas
[0 Barreras idiomaticas (como no poder obtener educacion en salud en mi idioma)
O No sabia nada del programa

21. Para asistir a programas de educacion para la salud, ¢ qué horario(s) prefiere? Marque todas las
opciones que correspondan.

Manana Tarde Noche
Dia de semana O O O
Fin de semana Od Od O

22. ;En cual de los siguientes formatos/actividades de educacion para la salud estaria

interesado?
Marque todas las opciones que correspondan.

[ Clases de ejercicios en persona 0 Videos por demanda (es decir, videos

O Clases virtuales de ejercicios disponibles para descargar/ver

[ Talleres interactivos en persona en directamente en su dispositivo)
pequefos grupos O Publicaciones en medios sociales (es

O Talleres interactivos virtuales en decir, Facebook, Twitter, Instagram,
pequefos grupos etc.)

0 Conferencias en persona 0 Llamadas en conferencia

0 Conferencias virtuales O Grupos de apoyo

1 Podcasts O Ninguno de los anteriores

23. 4 Cuales son los cinco temas de salud en que estaria interesado en conocer mas? Elija solo

5 opciones.
O Ejercicios [0 Hacer preguntas sobre cosas que no entiendo
O Manejo de mi enfermedad crénica sobre mi tratamiento
O Alimentacion saludable 0 Salud sexual
O Mantener un estilo de vida saludable O COVID-19
O Lidiar con estrés, ansiedad y depresién O Otro:

O Maneras de mejorar la movilidad

O Prevencion de lesiones

[0 Manejo de medicamentos

0 Manejo del dolor

O Uso de tecnologia para manejar la salud

O Manejo de la salud de mi hijo

O Tratamientos complementarios (es decir,
yoga, meditacion, respiracion consciente)
para manejar mi salud/problema de salud

O Preparar una lista de preguntas para mi
meédico o proveedor de atencién médica

[ Discutir problemas personales que pueden
estar relacionados con mi enfermedad
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E. Acerca de usted: Cuéntenos acerca de usted y sus antecedentes para que podamos conocer mas
sobre las comunidades que atendemos.

24, ;Cual es su identidad de género?
O Femenino
O Masculino
O Mujer transgénero/femenino transgénero
O Hombre transgénero/masculino transgénero
O Otro (p. €j., no binario, género fluido).
Por favor especifique:
U1 Prefiero no responder

25. Usted se considera a si mismo:
1 Heterosexual
O Lesbiana u homosexual
O Bisexual
O Queer, pansexual y/o que cuestiona su sexualidad
O Otra cosa; por favor especifique:
0 No sé
1 Prefiero no responder

26. ;Qué edad tiene?

27. ;Se considera Hispano/Latino?

O Si O No 1 Prefiero no responder
28. ;Cual de estos grupos diria usted que representa mejor a su raza? Marque todas las opciones que
correspondan.
O Indio americano/nativo de Alaska
O Asiatico

O Negro o afroamericano

O Nativo de Hawai/ Otra isla del Pacifico
0 Blanco

O Otro:

U1 Prefiero no responder

29. Cuéntenos sobre su origen étnico; usted puede enumerar todas las que prefiera (por ejemplo: chino,
nigeriano, italiano, puertorriquefio, ruso, etc.)

30. ; Cual es el grado o afio escolar mas alto alcanzado?

UJ Nunca fui a la escuela o solo al kinder

O Grados 1 al 8 (Elemental)

O Grados 9 al 11 (algo de escuela secundaria)

O Grado 12 o GED (graduado de escuela secundaria)

O 1 a 3 afios de Universidad (algo de estudios
universitarios o técnicos)

O 4 afos de Universidad o mas (graduado universitario)

O Posgrado (Maestria, PhD)

I Prefiero no responder
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31. ¢ Cual es el ingreso anual de su hogar, sumando todas las fuentes?

O Menos de $10,000

O $10,000 — $14,999

O $15,000 — $24,999

O $25,000 — $34,999

O $35,000 — $49,999

O $50,000 — $74,999

O $75,000 — $99,999

O $100,000 — $149,999
O $150,000 — $199,999
O $200,000 o mas

O Prefiero no responder

32. ;Cual es el cédigo postal donde vive actualmente?

Use el espacio a continuacidn para compartir con nosotros cualquier otra necesidad ortopédica o de
reumatologia que le gustaria que el Hospital for Special Surgery conociera:

iGracias por completar esta encuestal

Por favor regrese esta encuesta antes del 15 de febrero del 2022 para poder
asequrarnos de que su opinién sea tomada en cuenta.

Envienos de regreso la encuesta completa de una de las siguientes maneras:
5. Por correo en el sobre prepago adjunto
6. Entrega en persona en: la oficina del Instituto de Educacién (El) del Hospital for Special
Surgery, ubicada en: 517 East 715 Street, NY, NY 10021 — Attn: Titilayo Ologhobo
Si tiene alguna pregunta o inquietud acerca de la encuesta, por favor péngase en contacto con Titilayo
Ologhobo, Director de Resultados y Andlisis de Datos del El, al communityed@hss.edu
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Community Survey Key Findings Report
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List of Abbreviations

The following abbreviations are used throughout the report.

ACC HSS Ambulatory Care Centers
MUA Medically Underserved Area
OA Osteoarthritis

OoP Osteoporosis

PA Physical activity

RA Rheumatoid Arthritis
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Community Survey Key Findings

HSS conducted a Community Health Needs Assessment (CHNA) from January 15 to February 15, 2022,
to assess the needs of the community served and guide the development of the New York State
Department of Health (NYSDOH) comprehensive Community Service Plan (CSP). This report highlights
key findings from the community survey.

The community survey was a large-scale anonymous survey completed by 18,248 HSS patients and
community members. It assessed several areas:

Socio-demographic characteristics
Health status and quality of life
Health behavior and lifestyle

Use of and access to care

Health education

The survey was administered in English, Spanish, Chinese and Russian with an overwhelming response
in English (96.4%). The rest of the responses were in Spanish (3.1%), Chinese (0.3%) and Russian
(0.1%). The CHNA survey was administered online (i.e., web, social media, and email via Alchemer), by
mail, and in-person (i.e., paper surveys, QR-codes). Table 1 below shows a detailed breakdown of
responses and response rates by administration method.

Table 1. Response Rates by Administration Method

Administration Subset Number of Sar_nple Response
Method Responses Size Rate
Alchemer Panel Service 7,249 7,249 100.0%
Email Patients 9,950 144,984 6.9%
Email Community members 219 2,663 8.1%
Email Community Partners 1 N/A N/A
Email HSS Newsletter 19 N/A N/A
In-Person Patients 290 N/A N/A
Poster QR Code Patients 1 N/A N/A
Postcard QR Code Patients 12 N/A N/A
Mail Community members 312 2,680 11.6%
Social Media Facebook 107 N/A N/A
Social Media Instagram 29 N/A N/A
Social Media Patch.com 39 N/A N/A
Social Media Twitter 3 N/A N/A
Web HSS Website 17 N/A N/A
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Survey Analysis

Primary analyses were conducted in the total sample of 18,248 respondents. To further examine the total
sample and identify health disparities that exists, secondary analyses were conducted in the three sub-
groups listed below, with results presented throughout this report.
= HSS Ambulatory Care Centers; ACC (n= 344)
o This group represents HSS patients from more racially/ethnically diverse and lower
socioeconomic backgrounds who receive care at ACC locations (i.e., 72nd street and
Rheumatology, 6th floor)
= HSS Regional sites (n=6,739)
o This group represents respondents living in HSS regional locations (i.e., Long Island, NY;
Westchester, NY and surrounding counties; Connecticut; New Jersey; Florida)
= Medically underserved respondents (n= 5,785)
o This group represent respondents who were uninsured, insured through Medicaid, or who
live in a Medically Underserved Area (MUA)

Survey Results
This section highlights results from descriptive summaries and chi-squared tests to determine statistically

significant associations between socio-demographics, health status and quality of life, health behavior
and lifestyle, use of and access to care and educational needs across all samples.

A. Socio-Demographic Profile
The following tables show the socio-demographic profile of the 2022 CHNA respondents.

Gender

Table 2. Gender

. Medically
Gender Total sample A;%;T:' Reg;::\e:lzub- Underserved
(n=18,245) _ _ Sub-Sample
(n=344) (n=6,739) (n=5,785)
Female 66.0% 69.6% 64.0% 67.2%
Male 32.4% 28.2% 34.8% 31.1%
Other (Transgender Woman, o o o o
Transgender Man, Other) 0.6% 0.4% 0.5% 0.9%
Prefer not to respond 0.9% 1.8% 0.7% 0.8%
Age
Table 3. Age
Total sample ACC sub- Regional Medically
Age Group (years) (n=18 242) sample sub-sample | Underserved Sub-
’ (n=344) (n=6,7239 Sample (n=5,785)
<20 3.5% 0.0% 3.0% 4.5%
20-39 30.1% 10.2% 28.8% 43.5%
40-59 22.7% 41.7% 22.8% 26.4%
60-79 37.5% 46.6% 40.3% 22.8%
80+ 6.3% 1.5% 5.2% 2.9%
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Sexual Orientation

Table 4. Sexual orientation

Total ACC sub- Regional Urllndeedrlsc::\lri d
Sexual Orientation sample sample sub-sample Sub-Sambple
(n=18,245) | (n=344) (n=6,739) o 785
Straight 87.5% 85.3% 89.1% 83.9%
Lesbian or gay 3.0% 3.9% 2.3% 3.8%
Bisexual 4.9% 1.6% 4.8% 7.2%
Queer, pansexual and/or questioning 8.0% 0.8% 0.7% 1.1%
Something else 0.4% 0.4% 0.4% 0.5%
Don't know 0.5% 0.8% 0.4% 0.5%
Prefer not to respond 3.0% 7.4% 2.4% 3.1%
Ethnicity
Table 5. Ethnicity
. Medically
y (n=18,245) (n=32 4) (n=6 738) Sub-Sample
’ (n=5,785)
Non-Hispanic/Latino 73.8% 65.6% 76.1% 64.6%
Hispanic/Latino 23.4% 26.6% 21.8% 33.0%
Prefer not to respond 2.8% 7.8% 21% 2.4%
Race
Table 6. Race
Total ACC sub- Regional LIl
Underserved
Race sample sample sub-sample Sub-Sample
(n=18,245) | (n=344) (n=6,739) (rve5 78;’)
White 57.4% 39.6% 63.6% 38.9%
Black or African American 23.2% 30.4% 19.9% 37.8%
Other 7.3% 12.7% 6.3% 10.6%
Asian 7.9% 6.9% 7.0% 8.1%
American Indian/Alaska Native 2.1% 1.2% 1.8% 3.1%
Native Hawaiian/Other Pacific Islander 0.7% 1.2% 0.5% 1.1%
Prefer Not to Respond 5.1% 13.5% 4.3% 5.4%
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Education

Table 7. Education level

Regional Medically
ACC sub-
Education Level Totil sample sample sub- Underserved
(n=18,245) (n=344) sample Sub-Sample
(n=6,739) (n=5,785)
Postgraduate (Masters, PhD) 25.6% 9.6% 25.9% 15.4%
jg;elf’;; years or more (College 26.2% 24.4% 27.9% 20.9%
College 1 year to 3 years (Some o o o o
college or technical school) 21.1% 26.3% 22.1% 22.1%
j:::jag)” GED (High school 21.0% 24.8% 19.5% 31.3%
S:ﬁgils) 9 through 11 (Some high 3.6% 6.7% 2.7% 6.2%
Grades 1 through 8 (Elementary) 0.7% 5.2% 0.5% 1.2%
Never attended school or only o o o o
attended kindergarten 0.3% 0.0% 0.2% 0.5%
Prefer Not to Respond 1.6% 3.0% 1.3% 1.8%
Annual Household Income
Table 8. Annual household income
Regional Medically
Total sample ACC sub- 9 Underserved
Annual Household Income _ — sub-sample
(n=18,245) sample (n=344) _ Sub-Sample
(n=6,7239 (n=5,785)
$200,000+ 10.0% 1.2% 12.0% 4.5%
$150,000-$199,999 5.7% 0.4% 6.9% 2.7%
$100,000-$149,999 10.8% 2.4% 12.4% 7.0%
$75,000-$99,999 9.3% 3.1% 10.0% 7.5%
$50,000-$74,999 10.9% 3.9% 10.7% 10.7%
$35,000-$49,999 7.3% 5.5% 6.7% 9.3%
$25,000-$34,999 7.7% 9.8% 7.0% 12.1%
$15,000-$24,999 6.7% 13.8% 5.7% 10.5%
$10,000-$14,999 4.9% 16.1% 3.7% 8.2%
Less than $10,000 8.6% 20.1% 7.2% 15.8%
Prefer Not to Respond 18.1% 23.6% 17.7% 11.8%
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Geographic Location

Table 9. Geographic location

Regional Medicall
Location T:::!;azr:g)le samAgIg ?nu=t;,:4 4) su:-gs:mf)le Under::r::lZdySub-
’ (n=6,7239 Sample (n=5,785)
New Jersey 22 6% 0.4% 40.6% 20.3%
Manhattan 18.1% 27.5% 0.0% 17.6%
Brooklyn 9.4% 22.7% 0.0% 19.8%
Westchesterand 9.0% 5.2% 16.2% 5.8%
surrounding counties
Connecticut 8.9% 0.0% 16.1% 8.1%
Long Island 8.0% 3.6% 14.4% 1.9%
Florida 7 1% 0.0% 12.7% 3.1%
Bronx 6.2% 14.7% 0.0% 14.6%
Staten Island 2.1% 6.4% 0.0% 1.1%
Queens 0.1% 19.5% 0.0% 7.8%

B. Health Status and Quality of Life

1. Musculoskeletal Conditions

Table 10 shows respondents who have been diagnosed with various musculoskeletal and rheumatologic
conditions. Across all four samples, OA was the leading condition reported, followed by chronic pain and

some other form of arthritis. This is consistent with national findings where arthritis is the leading cause of
musculoskeletal-related disability.®®

Table 10. Musculoskeletal conditions

ACC sub- Regional Medically
i Total sample sub- Underserved
Musculoskeletal Condition _ sample
(n=18,245) (n=344) sample sub-sample
(n=6,739) (n=5,785)
Osteoarthritis (OA) 33.7% 52.3% 31.0% 21.3%
Chronic Pain 23.1% 45.5% 22.9% 27.3%
Some other form of arthritis 17.2% 28.2% 16.6% 15.2%
Osteoporosis (OP) 13.5% 18.1% 11.0% 8.8%
Rheumatoid arthritis (RA) 10.1% 21.3% 8.9% 10.2%
Gout 5.4% 3.2% 5.3% 5.0%
Fibromyalgia 4.8% 7.2% 4.9% 5.2%
Lupus 3.1% 6.9% 2.7% 4.1%

 American Academy of Orthopaedic Surgeons. (2016). One in two Americans have a musculoskeletal condition.
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Total Sample

Statistically significant associations were found between musculoskeletal conditions and:
= Age, such that respondents aged:
o 80+ years (50.0%) and 60-79 years (49.5%) were more likely to report having OA; p<0.001
o 20-39 years (27.0%) and 40-59 years (25.7%) were more likely to report having chronic pain;
p=<0.001
o 80+ years were more likely to report having some other form of arthritis (18.8%), OP (29.3%),
and gout (8.6%); p<0.001
o 40-59 years (11.5%) and 80+ years (10.2%) were more likely to report having RA; p<0.001
o 40-59 years (6.7%) were more likely to report having fibromyalgia; p<0.001
o 20-39 years (5.1%) were more likely to report having lupus; p<0.001
= Gender, such that respondents who identified as:
o Female were more likely to report having OA (31.9%), OP (15.6%), and RA (9.6%); p<0.001
o Other gender were more likely to report having chronic pain (41.5%; p<0.01) and lupus (5.3%;
p=<0.001)
o Male (17.3%) were more likely to report having some other form of arthritis (17.3%) and gout
(9.2%); p<0.001
o Female (5.8%) and Other gender (4.3%) were more likely to report having fibromyalgia; p<0.001
= Race, such that respondents who identified as:
o White were more likely to report having OA (37.1%), some other form of arthritis (16.8%), and
OP (15.7%); p<0.001
o Native Hawaiian/Other Pacific Islander (33.0%; p<0.01) and American Indian/Alaska Native
(28.8%; p=<0.01) were more likely to report having chronic pain
o Native Hawaiian/Other Pacific Islander (12.6%; p<0.001) were more likely to report having gout
o American Indian/Alaska Native (8.3%; p<0.01) and White (5.2%; p<0.001) were more likely to
report having fibromyalgia
o Native Hawaiian/Other Pacific Islander (6.8%; p<0.05) and Black/African American (4.0%;
p<0.001) were more likely to report having lupus
= Ethnicity, such that respondents who identified as:
o Non-Hispanic/Latino (32.9%) were more likely to report having OA (32.9%; p<0.001), some
other form of arthritis (15.8%; p<0.01), and OP (13.3%; p<0.001)
o Hispanic/Latino were more likely to report having chronic pain (26.1%), fibromyalgia (6.0%), and
lupus (4.8%); p<0.001
=  Geographic location, such that respondents living in:
o Long Island (41.2%) were more likely to report having OA; p<0.001
o The Bronx (27.8%) and Florida (25.0%) were more likely to report having chronic pain; p<0.001
o Staten Island (19.4%) and Westchester and surrounding counties (18.1%) were more likely to
report having some other form of arthritis; p<0.05
Manhattan (22.1%) were more likely to report having OP; p<0.001
The Bronx (12.0%) were more likely to report having RA; p<0.01
Florida (7.7%) were more likely to report having gout; p<0.001
Florida (6.5%) and Westchester and surrounding areas (5.5%) were more likely to report having
fibromyalgia; p<0.01
o Florida (4.0%) and Connecticut (3.9%) were more likely to report having lupus; p<0.001
= Education level, such that respondents who had:
o A postgraduate education (45.1%) were more likely to report having OA; p<0.001
o Never attended school or only kindergarten (27.9%) and had a high school education (27.3%)
were more likely to report having chronic pain; p<0.001
o Some college education (16.5%), a college education (15.4%) and postgraduate education
(15.3%) were more likely to report having some other form of arthritis; p<0.05
o A postgraduate education (18.4%) and an elementary school education (15.7%) were more
likely to report having OP; p<0.001
o An elementary school education were more likely to report having gout (14.7%), fibromyalgia
(10.8%), and lupus (14.7%); p<0.001

O
O
O
O
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= |ncome, such that respondents with an annual household income of:

o $200,000+ (38.7%) and $150,000-$249,999 (37.9%) were more likely to report having OA;
p<0.001

o $10,000-$14,999 (33.7%) and $25,000-$34,999 (30.3%) were more likely to report having
chronic pain; p<0.001

o $200,000+ (19.5%) were more likely to report having some other form of arthritis; p<0.001

o $200,000 or more (12.4%), $100,000-$149,999 (12.4%), and $50,000-$74,999 (12.0%) were
more likely to report having OP; p<0.001

o $10,000-$14,999 (11.4%) and $15,000-$24,999 (11.4%) were more likely to report having RA;
p<0.01

o $50,000-$74,999 (6.1%) and $100,000-$149,999 (6.0%) were more likely to report having gout;
p<0.05

o $15,000-$24,999 were more likely to report having fibromyalgia (6.5%) and lupus (5.5%);
p<0.001

ACC sub-sample

Statistically significant associations were found between musculoskeletal conditions and:

= Age, such that respondents aged 60-79 years (56.1%) and 40-59 years (44.5%) were more likely to
report having OA; p<0.001

= Location, such that respondents living in Westchester and surrounding counties (30.8%) were more
likely to report having fibromyalgia; p<0.01

Regional sub-sample
Statistically significant associations were found between musculoskeletal conditions and:
=  Age, such that respondents aged:
o 80+ years (50.6%) and 60-79 years (49.3%) were more likely to report having OA; p<0.001
o 20-39 years (26.1%) and 40-59 years (25.0%) were more likely to report having chronic pain;
p<0.001
o 80+ years were more likely to report having some other form of arthritis (20.0%), OP (21.2%),
and gout (9.4%); p<0.001
o 80+ years (10.3%) and 40-59 years (10.0%) were more likely to report having RA; p<0.001
o 40-59 years (6.6%) were more likely to report having fibromyalgia; p<0.001
o 20-39 years (4.6%) were more likely to report having lupus; p<0.001
=  Gender, such that respondents who identified as:
o Female were more likely to report having OA (31.1%), OP (13.9%), and fibromyalgia (5.9%);
p<0.001
o Other gender were more likely to report having chronic pain (45.9%; p<0.01), some other form
of arthritis (18.9%; p<0.01), and lupus (5.4%; p<0.05)
o Male (9.9%) more likely to report having gout; p<0.001
= Race, such that respondents who identified as:
o White were more likely to report having OA (37.2%; p<0.001), some other form of arthritis
(17.2%; p<0.001), OP (13.2%; p<0.001), RA (8.8%; p<0.05), and gout (5.6%; p<0.01)
o Black/African American (24.0%; p<0.05) were more likely to report having chronic pain
o American Indian/Alaska Native (9.8%; p<0.01) and White (5.1%; p<0.001) were more likely to
report having fibromyalgia
o Native Hawaiian/Other Pacific Islander (14.3%; p<0.001) and Black/African American (3.8%;
p<0.001) were more likely to report having lupus
=  Ethnicity, such that respondents who identified as:
o Non-Hispanic/Latino were more likely to report having OA (33.9%; p<0.001), some other form of
arthritis (16.1%; p<0.05), and OP (11.7%; p<0.001)
o Hispanic/Latino were more likely to report having chronic pain (25.3%; p<0.001), fibromyalgia
(5.6%; p=<0.05), and lupus (4.0%; p<0.001)

E Appendix B: Detailed key findings report of the community survey | 71



= Geographic location, such that respondents living in:
o Long Island (41.2%) were more likely to report having OA; p<0.001
o Florida were more likely to report having chronic pain (25.0%; p<0.05), gout (7.7%; p<0.001),
and fibromyalgia (6.5%; p<0.001)
o Westchester and surrounding counties (18.1%) were more likely to report having some other
form of arthritis; p<0.05
o Long Island (13.4%) and Westchester and surrounding counties (12.1%) were more likely to
report having OP; p<0.001
o Florida (10.6%) and Westchester and surrounding counties (9.8%) were more likely to report
having RA; p<0.01
o Florida (4.0%) and Connecticut (3.9%) were more likely to report having lupus; p<0.001
= Education level, such that respondents who had:
o A postgraduate education (45.1%) were more likely to report having OA; p<0.001
o A high school education (27.0%) were more likely to report having chronic pain; p<0.001
o Never attended school or only kindergarten (27.3%) were more likely to report having RA;
p<0.05
o An elementary school education (18.2%) and postgraduate education (15.1%) were more likely
to report having OP; p<0.001
o An elementary school education were more likely to report having gout (24.2%), fibromyalgia
(18.2%), and lupus (18.2%); p<0.001
= Income, such that respondents with an annual household income of:
o $150,000-$249,999 (39.4%) and $200,000+ (39.2%) were more likely to report having OA;
p<0.001
o $15,000-$24,999 (32.1%), $10,000-$14,999 (31.4%), and $25,000-$34,999 (31.3%) were more
likely to report having chronic pain; p<0.001
o $200,000+ (22.2%) were more likely to report having some other form of arthritis; p<0.001
o $100,000-$149,999 (11.2%) were more likely to report having OP; p<0.001
o $15,000-$24,999 (11.9%) were more likely to report having RA; p<0.001
o $50,000-$74,999 (6.8%) and $100,000-$149,999 (5.6%) were more likely to report having gout;
p=<0.05
o $15,000-$24,999 (7.4%) were more likely to report having fibromyalgia; p<0.01
o $15,000-$24,999 (6.1%) were more likely to report having lupus; p<0.001

Medically underserved sub-sample
Statistically significant associations were found between musculoskeletal conditions and:
= Age, such that respondents aged:
o 80+ years (51.2%) and 60-79 years (47.8%) were more likely to report having OA; p<0.001
o 20-39 years (28.5%) and 40-59 years (28.1%) were more likely to report having chronic pain;
p<0.001
o 80+ years (20.6%) were more likely to report having some other form of arthritis; p<0.001
o 80+ years (30.6%) were more likely to report having OP; p<0.001
o 80+ years (13.1%), 40-59 years (12.2%) and 60-70 years (11.6%) were more likely to report
having RA; p<0.001
o 40-59 years (6.8%) were more likely to report having fibromyalgia; p<0.01
o 20-39 years (5.3%) were more likely to report having lupus; p<0.001
= Gender, such that respondents who identified as:
o Female were more likely to report having OA (22.1%), OP (9.9%), and RA (10.4%); p<0.001
o Male (7.7%) more likely to report having gout; p<0.001
o Female (6.2%) and Other gender (5.9%) were more likely to report having fibromyalgia; p<0.001
= Race, such that respondents who identified as:
o White were more likely to report having OA (28.3%), some other form of arthritis (12.8%) and
OP (15.7%); p<0.001
o Native Hawaiian/Other Pacific Islander (15.4%; p<0.001) were more likely to report having gout
o American Indian/Alaska Native (9.8%; p<0.01) and White (6.3%; p<0.001) were more likely to
report having fibromyalgia
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= Ethnicity, such that respondents who identified as:
o Non-Hispanic/Latino were more likely to report having OA (23.2%; p<0.001), some other form of
arthritis (14.9%; p<0.05), and OP (9.1%; p<0.001)
o Hispanic/Latino were more likely to report having chronic pain (28.4%; p<0.01), fibromyalgia
(5.6%; p<0.05), and lupus (4.9%; p<0.01)
=  Geographic location, such that respondents living in:
o Manhattan (32.0%) were more likely to report having OA; p<0.001
o Florida were more likely to report having chronic pain (34.9%) and lupus (9.2%); p<0.01)
o Manhattan (13.4%) were more likely to report having OP; p<0.001
o The Bronx (12.4%) and Queens (11.1%) were more likely to report having RA; p<0.05
o Connecticut (7.1%) were more likely to report having fibromyalgia; p<0.05
= Education level, such that respondents who had:
o A postgraduate education (42.7%) were more likely to report having OA; p<0.001
o An elementary school education (31.3%) and a high school education (30.0%) were more likely
to report having chronic pain; p<0.001
o Postgraduate education (16.0%) and an elementary school education (14.9%) were more likely
to report having OP; p<0.001
o An elementary school education (13.4%) were more likely to report having gout; p<0.05
o An elementary school education (14.9%) were more likely to report having lupus; p<0.001
= Income, such that respondents with an annual household income of:
o $200,000+ (38.8%) and $150,000-$249,999 (34.0%) were more likely to report having OA;
p<0.001
o $10,000-$14,999 (35.0%) and $25,000-$34,999 (30.8%) were more likely to report having
chronic pain; p<0.001
o $200,000 or more (11.2%), $100,000-$149,999 (10.6%) were more likely to report having OP;
p<0.001
o $10,000-$14,999 (137%) and $15,000-$24,999 (11.5%) were more likely to report having RA;
p=<0.01

2. Confidence to Manage Symptoms

Table 11 shows confidence to manage among respondents with musculoskeletal conditions. In the total

sample, over half of the respondents (55.1%) reported being very confident/ confident in managing

symptoms. On the other hand, in the three sub-samples, over half of the respondents reported low

confidence.

= Compared to the 2019 CHNA, respondents who lacked confidence to manage their condition
decreased in the total sample and regional sub-sample by 11.6% and 5.3% respectively, but
increased in the ACC sub-sample by 11.1%

Table 11. Confidence to manage symptoms of musculoskeletal condition

Regional Medically
ACC sub-
Confidence Level Totfl sample sample sub- Underserved
(n=18,245) (n=344) sample sub-sample
(n=6,739) (n=5,785)
Very confident 13.0% 8.8% 18.7% 18.6%
Confident 42.1% 18.0% 27.6% 26.9%
Somewhat confident 27.7% 44.4% 41.3% 41.2%
Not at all confident 17.2% 28.8% 12.4% 13.3%
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Total sample
Statistically significant associations were found between confidence and:

Age, such that respondents aged 40-59 years (57.5%) and those aged 80+ years (63.8%) were more
likely to report being not at all/somewhat confident; p<0.001

Gender, such that respondents who identified as Female (56.5%) were more likely to report being not
at all/lsomewhat confident; p<0.001

Race, such that respondents who identified as White (55.4%) were more likely to report being not at
all/'somewhat confident; p<0.05

Geographic location, such that respondents living in Queens (59.4%) and Staten Island (57.2%) were
more likely to report being not at all/somewhat confident; p<0.001

Musculoskeletal conditions, such that respondents with fibromyalgia (74.2%) and chronic pain
(72.9%) were more likely to report being not at all/'somewhat confident; p<0.001

Education level, such that respondents who had never attended school or only kindergarten (74.4%)
and had an elementary school education (62.8%) were more likely to report being not at all/lsomewhat
confident; p<0.001

Income, such that respondents with an annual household income of $10,000-$14,999 (58.5%) and
$15,000-$24,999 (57.6%) were more likely to report being not at all/somewhat confident; p<0.01

ACC sub-sample
Statistically significant associations were found between confidence and:

Musculoskeletal conditions, such that respondents with OP (84.1), chronic pain (83.9%), and lupus
(83.3%) were more likely to report being not at all/'somewhat confident; p<0.05

Regional sub-sample
Statistically significant associations were found between confidence and:

Age, such that respondents aged 80+ years (67.6%) were more likely to report being not at
alllsomewhat confident; p<0.001

Gender, such that respondents who identified as Other gender (58.3%) were more likely to report
being not at all/lsomewhat confident; p<0.001

Race, such that respondents who identified as White (55.2%) were more likely to report being not at
all/lsomewhat confident; p<0.01

Geographic location, such that respondents living in Westchester and surrounding counties (56.7%)
were more likely to report being not at all/somewhat confident; p<0.01

Musculoskeletal conditions, such that respondents with fibromyalgia (79.1%) and chronic pain
(72.7%) were more likely to report being not at all/'somewhat confident; p<0.001

Education level, such that respondents who had never attended school or only kindergarten (90.9%)
were more likely to report being not at all/'somewhat confident; p<0.001

Medically underserved sub-sample
Statistically significant associations were found between confidence and:

Age, such that respondents 80+ years (61.8%), 40-59 years (59.1%), and 60-79 years (57.2%) were
more likely to report being not at all/'somewhat confident; p<0.001

Gender, such that respondents who identified as Female (56.7%) were more likely to report being not
at all/lsomewhat confident; p<0.001

Race, such that respondents who identified as White (58.0%) were more likely to report being not at
all/lsomewhat confident; p<0.001

Geographic location, such that respondents living in Long Island (62.8%), Queens (59.6%) and
Florida (59.1%) were more likely to report being not at all/somewhat confident; p<0.05
Musculoskeletal conditions, such that respondents with fibromyalgia (71.3%) and chronic pain
(69.8%) were more likely to report being not at all/'somewhat confident; p<0.001

Education level, such that respondents who had never attended school or only kindergarten (74.4%)
followed by those who had attended elementary school (66.7%) were more likely to report being not
at all/'somewhat confident; p<0.001

Income, such that respondents who had an annual household income of $10,000-$14,999 (61.1%)
and $15,000-$24,999 (58.2%) were more likely to report being not at all/somewhat confident; p<0.01
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3. Physical Health

Table 12 shows the number of physically unhealthy days, including physical illness and injury, in the past
30 days as measured using the CDC Healthy Days Measures. Across all samples, respondents reporting
14 days or more of poor physical health was higher compared to national (9.9%) and New York State
(8.9%) data.”™
= Close to half of ACC respondents (41.7%) experienced 14 or more days of poor physical health
Compared to the 2019 CHNA, there was a 94.8% increase in the respondents reporting 2+
weeks of poor physical health among the ACC sub-sample, but a decrease in all other samples

Table 12. Poor physical health days

. Medically
Number of Poor Total sample A;?n:llj:' sft?g:);::e Underserved
Physical Health Days (n=18,245) _ _ sub-sample
(n=344) (n=6,739) (n=5,785)
None 38.6% 25.7% 39.8% 34.5%
1-7 days 34.3% 20.8% 35.0% 37.2%
8-13 days 10.1% 11.7% 9.8% 12.2%
14 days or more 16.9% 41.7% 15.4% 16.1%
Total sample

Statistically significant associations were found between physical health and:

= Age, such that respondents aged 60-70 years (19.2%), 80+ years (18.7%), and 40-59 years (18.2%)
were more likely to report 2+ weeks of poor physical health; p<0.001

= Race, such that respondents who identified as White (17.3%) were more likely to report 2+ weeks of
poor physical health; p<0.001

= Ethnicity, such that respondents who identified as Non-Hispanic/Latino (16.3%) were more likely to
report 2+ weeks of poor physical health; p<0.001

=  Geographic location, such that respondents living in Staten Island (24.3%), Westchester and
surrounding counties (20.2%) and Long Island (18.8%) were more likely to report 2+ weeks of poor
physical health; p<0.001

= Musculoskeletal conditions, such that respondents with fibromyalgia (35.0%) and chronic pain
(30.2%) were more likely to report 2+ weeks of poor physical health; p<0.001

= Education level, such that respondents who had an elementary school education (18.4%) and some
college education (18.4%) were more likely to report 2+ weeks of poor physical health; p<0.001

ACC sub-sample

Statistically significant associations were found between physical health and:

= Race, such that respondents who identified with an Other race (64.5%) were more likely to report 2+
weeks of poor physical health; p<0.05

= Musculoskeletal conditions, such that respondents with OP (60.9%) were more likely to report 2+
weeks of poor physical health; p<0.05

Regional sub-sample

Statistically significant associations were found between physical health and:

= Age, such that respondents aged 80+ years (20.4%), 60-79 years (18.0%), and 40-59 years (17.9%)
were more likely to report 2+ weeks of poor physical health; p<0.001

= Gender, such that respondents who identified as Female (16.1%) were more likely to report 2+ weeks
of poor physical health; p<0.001

= Race, such that respondents who identified as White (17.3%) were more likely to report 2+ weeks of
poor physical health; p<0.001

70 America's Health Rankings analysis of CDC, Behavioral Risk Factor Surveillance System, United Health Foundation,
AmericasHealthRankings.org, Accessed 2022.
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Geographic location, such that respondents living in Westchester and surrounding counties (20.2%)
were more likely to report 2+ weeks of poor physical health; p<0.001

Musculoskeletal conditions, such that respondents with fibromyalgia (35.2%) and chronic pain
(28.0%) were more likely to report 2+ weeks of poor physical health; p<0.001

Education level, such that respondents who had an elementary school education (21.2%) and had
never attended school or only kindergarten (18.2%) were more likely to report 2+ weeks of poor
physical health; p<0.05

Medically underserved sub-sample
Statistically significant associations were found between physical health and:

4,

Age, such that respondents aged 60-79 years (24.7%) were more likely to report 2+ weeks of poor
physical health; p<0.001

Race, such that respondents who identified as Native Hawaiian/Other Pacific Islander (29.3%) were
more likely to report 2+ weeks of poor physical health; p<0.001

Ethnicity, such that respondents who identified as Non-Hispanic/Latino (16.1%) were more likely to
report 2+ weeks of poor physical health; p<0.05

Geographic location, such that respondents living in Westchester and surrounding counties (20.2%)
were more likely to report 2+ weeks of poor physical health; p<0.001

Musculoskeletal conditions, such that respondents with fibromyalgia (33.6%) were more likely to
report 2+ weeks of poor physical health; p<0.001

Education level, such that respondents who had a college education (18.0%), some college education
(17.8%), and an elementary school education (17.5%) were more likely to report 2+ weeks of poor
physical health; p<0.001

Mental Health

Table 13 shows poor mental health days (i.e., including stress, depression, and problems with emotion) in
the past 30 days, as measured using the CDC Healthy Days Measures.

In the ACC (17.4%) and medically underserved sub-sample (15.4%), more respondents reported
14 or more mentally unhealthy days compared to national (13.2%) and New York State (12.7%)
data”’

= Compared to the 2019 CHNA, the percentage of respondents reporting 14 days or more of poor
mental health increased in the total sample (from 9.2% to 11.9%) and regional sub-sample (from
6.6% to 11.4%) but decreased for the ACC sub-sample (from 24.5% to 17.4%)

Table 13. Poor mental health days

. Medically
Number of Poor Total sample A;?n?;:' Reg;:rr:]apllzub- Underserved
Mental Health Days (n=18,245) (n=344) (n=6,739) s;::g;n;g)le
None 46.9% 50.6% 47.7% 38.7%
1-7 days 31.0% 25.2% 30.6% 32.4%
8-13 days 10.2% 6.8% 10.3% 13.5%
14 days or more 11.9% 17.4% 11.4% 15.4%

71 America's Health Rankings analysis of CDC, Behavioral Risk Factor Surveillance System, United Health Foundation,
AmericasHealthRankings.org, Accessed 2022.
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Total sample
Statistically significant associations were found between mental health and:

Age, such that respondents aged < 20 years (18.4%) were more likely to report 2+ weeks of poor
mental health; p<0.001

Gender, such that respondents who identified as Other gender (31.2%) were more likely to report 2+
weeks of poor mental health; p<0.001

Race, such that respondents who identified as Native Hawaiian/Other Pacific Islander (20.2%;
p=<0.05) and Other race (17.2%; p<0.001) were more likely to report 2+ weeks of poor mental health
Ethnicity, such that respondents who identified as Hispanic/Latino (16.7%) were more likely to report
2+ weeks of poor mental health; p<0.001

Geographic location, such that respondents living in the Bronx (16.0%) and Staten Island (15.1%)
were more likely to report 2+ weeks of poor mental health; p<0.01

Musculoskeletal conditions, such that respondents with fibromyalgia (23.9%), chronic pain (19.7%),
and lupus (17.4%) were more likely to report 2+ weeks of poor mental health; p<0.001

Education level, such that respondents who had some high school education (16.3%), some college
education (15.6%) and a high school education (14.6%) were more likely to report 2+ weeks of poor
mental health; p<0.001

Income, such that respondents with an annual household income of $15,000-$24,999 (18.6%)
followed by $10,000-$14,999 (17.4%) were more likely to report 2+ weeks of poor mental health;
p<0.001

ACC sub-sample
Statistically significant associations were found between mental health and:

Musculoskeletal conditions, such that respondents with gout (57.1%) were more likely to report 2+
weeks of poor mental health; p<0.01

Regional sub-sample
Statistically significant associations were found between mental health and:

Age, such that respondents aged <20 years (20.6%) were more likely to report 2+ weeks of poor
mental health; p<0.001

Gender, such that respondents who identified as Other gender (37.8%) were more likely to report 2+
weeks of poor mental health; p<0.001

Race, such that respondents who identified as Other race (16.1%; p<0.01) and Black/African
American (13.6%; p<0.01) were more likely to report 2+ weeks of poor mental health

Ethnicity, such that respondents who identified as Hispanic/Latino (15.3%) were more likely to report
2+ weeks of poor mental health; p<0.001

Musculoskeletal conditions, such respondents with fibromyalgia (22.1%), chronic pain (19.6%), and
lupus (18.6%) were more likely to report 2+ weeks of poor mental health; p<0.001

Education level, such that respondents who had some college education (15.3%), had an elementary
school education (15.2%), and had some high school education (15.0%) were more likely to report 2+
weeks of poor mental health; p<0.001

Income, such that respondents with an annual household income of $15,000-$24,999 (19.0%) and
$25,000-$34,999 (18.3%) were more likely to report 2+ weeks of poor mental health; p<0.001

Medically underserved sub-sample
Statistically significant associations were found between mental health and:

Age, such that respondents aged <20 years (18.6%), 40-59 years (17.5%) and 20-39 years (16.3%)
were more likely to report 2+ weeks of poor mental health; p<0.001

Gender, such that respondents who identified as Other gender (32.0%) were more likely to report 2+
weeks of poor mental health; p<0.001

Ethnicity, such that respondents who identified as Hispanic/Latino (18.5%) were more likely to report
2+ weeks of poor mental health; p<0.001

Geographic location, such that respondents living in Staten Island (25.5%) and Long Island (21.3%)
were more likely to report 2+ weeks of poor mental health; p<0.01

Musculoskeletal conditions, such that respondents with fibromyalgia (27.1%) and chronic pain
(21.8%) were more likely to report 2+ weeks of poor mental health; p<0.001
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Education level, such respondents who had never attended school or only kindergarten (19.2%) and
who had some college education (17.9%) were more likely to report 2+ weeks of poor mental health;
p<0.001

Income, such that respondents with an annual household income of $15,000-$24,999 (19.8%)
followed by $10,000-$14,999 (19.1%) were more likely to report 2+ weeks of poor mental health;
p<0.001

5. Falls

Table 14 shows the percentage of respondents who have fallen in the past year. Across all samples, over
30% of respondents reported falling in the past year.

Compared to the 2019 CHNA, falls increased in the total sample (from 26.5% to 30.8%) but
decreased in the ACC (from 44.7% to 33.4%) and regional (from 41.4% to 30.6%) sub-samples.

Table 14. Falls in the past year

Total sample e el e Ur;:]sc:t!\ll);d
Fallen in the Past Year (n=18,245) sample sample sub-sambple
’ (n=344) (n=6,739) -samp
(n=5,785)
No 69.2% 66.6% 69.4% 66.0%
Yes 30.8% 33.4% 30.6% 34.0%
Total sample

Statistically significant associations were found between falls and:

Age, such that respondents aged <20 years (48.7%) were more likely to have fallen in the past year;
p<0.001

Gender, such that respondents who identified as Other gender (52.7%) were more likely to have
fallen in the past year; p<0.001

Race, such that respondents who identified as Other Race (37.3%; p<0.001), American Indian/Alaska
Native (36.8%; p<0.05), and Black/African American (36.3%; p<0.001) were more likely to have fallen
in the past year

Ethnicity, such that respondents who identified as Hispanic/Latino (38.0%) were more likely to have
fallen in the past year; p<0.001

Geographic location, such that respondents living in Connecticut (35.1%), Florida (34.7%), and the
Bronx (33.5%) were more likely to have fallen in the past year; p<0.001

Musculoskeletal conditions, such that respondents with lupus (48.5%) and fibromyalgia (47.4%) were
more likely to have fallen in the past year; p<0.001

Education level, such that respondents who had never attended school or only kindergarten (58.1%)
were more likely to have fallen in the past year; p<0.001

Income, such that respondents with an annual household income of $15,000-$24,999 (40.6%) were
more likely to have fallen in the past year; p<0.001

ACC sub-sample
Statistically significant associations were found between falls and:

Gender, such that respondents who identified Other gender (53.3%; p<0.001) were more likely to
have fallen in the past year

Musculoskeletal conditions, such that respondents with gout (75.0%) were more likely to have fallen
in the past year; p<0.001
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Regional sub-sample
Statistically significant associations were found between falls and:

Age, such that respondents aged <20 years (49.5%) were more likely to have fallen in the past year;
p<0.001

Race, such that respondents who identified as American Indian/Alaska Native (42.0%; p<0.01), Other
Race (40.0%; p<0.001) and Black/African American (35.4%; p<0.001) were more likely to have fallen
in the past year

Ethnicity, such that respondents who identified as Hispanic/Latino (37.1%) were more likely to have
fallen in the past year; p<0.001

Geographic location, such that respondents living in Connecticut (35.1%) and Florida (34.7%) were
more likely to have fallen in the past year; p<0.001

Musculoskeletal conditions, such that respondents with lupus (58.7%) and fibromyalgia (50.7%) were
more likely to have fallen in the past year; p<0.001

Education level, such that respondents who had never attended school or only kindergarten (63.6%)
were more likely to have fallen in the past year; p<0.001

Income, such that respondents with an annual household income of $15,000-$24,999 (40.8%) were
more likely to have fallen in the past year; p<0.001

Medically underserved sub-sample
Statistically significant associations were found between falls and:

Age, such that respondents aged < 20 years (49.0%) were more likely to have fallen in the past year;
p<0.001

Gender, such that respondents who identified as Other gender (58.0%) were more likely to have
fallen in the past year; p<0.001

Race, such that respondents who identified as Black/African American (36.2%; p<0.01) were more
likely to have fallen in the past year

Ethnicity, such that respondents who identified as Hispanic/Latino (37.8%) were more likely to have
fallen in the past year; p<0.001

Geographic location, such that respondents living in Staten Island (43.6%) and Florida (40.8%) were
more likely to have fallen in the past year; p<0.001

Musculoskeletal conditions, such that respondents with lupus (50.2%), fibromyalgia (50.05%) and
gout (49.2%) were more likely to have fallen in the past year; p<0.001

Education level, such that respondents who had never attended school or only kindergarten (53.8%)
were more likely to have fallen in the past year; p<0.001

Income, such that respondents with an annual household income of $15,000-$24,999 (41.4%) were
more likely to have fallen in the past year; p<0.001
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6. Sleep Quality

The Single-Item Sleep Quality Scale (SQS)"? was used to measure respondents’ sleep quality in the past
seven days (Table 15). Across all samples, approximately one-quarter to one-third of respondents
reported terrible or poor sleep, higher compared to the nationally reported 13.8%.73

Table 15. Sleep quality in the past 7 days

. . ACC sub- Regional sub- Medically

g::tl '.t,ysz ileep in T?rtzugazrzg)le sample sample Underserved sub-
y ’ (n=344) (n=6,739) sample (n=5,785)

Terrible 4.5% 6.3% 4.6% 6.8%

Poor 19.1% 25.3% 17.9% 23.7%

Fair 37.5% 36.6% 38.5% 37.7%

Good 33.7% 27.8% 34.2% 26.6%

Excellent 5.3% 4.1% 4.8% 5.3%

Total sample

Statistically significant associations were found between sleep quality and:

= Age, such that respondents <20 years (29.7%), 20-39 years (29.5%) and 40-59 years (30.0%) were
more likely to report terrible or poor sleep quality; p<0.001

= Gender, such that respondents who identified as Other gender (37.6%) were more likely to report
terrible or poor sleep quality; p<0.001

= Race, such that respondents who identified as American Indian/Alaska Native (34.3%; p<0.001),
Native Hawaiian/Other Pacific Islander (35.6%; p<0.01), and Other race (31.1%; p<0.001) were more
likely to report terrible or poor sleep quality

= Ethnicity, such that respondents who identified as Hispanic/Latino (31.1%) were more likely to report
terrible or poor sleep quality; p<0.001

= Geographic location, such that respondents living in the Bronx (32.6%) were more likely to report
terrible or poor sleep quality; p<0.001

= Musculoskeletal conditions, such that respondents with fibromyalgia (40.4%), lupus (37.7%) and
chronic pain (36.9%) were more likely to report terrible or poor sleep quality; p<0.001

= Education level, such that respondents who had never attended school or only kindergarten (48.8%)
were more likely to report terrible or poor sleep quality; p<0.001

* Income, such that respondents who an annual household income of <$10,000 (37.6%), $10,000-
$14,999 (34.6%), and $15,000-$24,999 (33.0%) were more likely to report terrible or poor sleep
quality; p<0.001

ACC sub-sample

Statistically significant associations were found between sleep quality and:

= Gender, such that respondents who identified as male (44.2%) were more likely to report terrible or
poor sleep quality; p<0.05

Regional sub-sample

Statistically significant associations were found between sleep quality and:

= Age, such that respondents aged 40-59 years (27.9%), 20-39 years (28.8%) and <20 years (25.3%)
were more likely to report terrible or poor sleep quality; p<0.001

= Gender, such that respondents who identified as Other gender (27.0%) and Female (24.0%) were
more likely to report terrible or poor sleep quality; p<0.001

72 Snyder E, Cai B, DeMuro C, Morrison MF, Ball W. A New Single-Item Sleep Quality Scale: Results of Psychometric Evaluation in
Patients With Chronic Primary Insomnia and Depression. J Clin Sleep Med. 2018;14(11):1849-1857. Published 2018 Nov 15.
doi:10.5664/jcsm.7478

73 Shi, L., Zhang, D., Martin, E., Chen, Z., Li, H., Han, X., ... & Su, D. (2022). Racial Discrimination, Mental Health and Behavioral
Health During the COVID-19 Pandemic: a National Survey in the United States. Journal of General Internal Medicine, 1-9.
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Race, such that respondents who identified as Native Hawaiian/Other Pacific Islander (38.2%; p<0.05
and American Indian/Alaska Native (34.8%; p<0.05) were more likely to report terrible or poor sleep
quality

Ethnicity, such that respondents who identified as Hispanic/Latino (29.4%) were more likely to report
terrible or poor sleep quality; p<0.001

Musculoskeletal conditions, such that respondents with fibromyalgia (39.8%), lupus (37.5%), and
chronic pain (36.3%) were more likely to report terrible or poor sleep quality; p<0.001

Education level, such that respondents who had never attended school or only kindergarten (45.5%)
and had an elementary school education (40.6%) were more likely to report terrible or poor sleep
quality; p<0.001

Income, such that respondents who an annual household income of <$10,000 (36.2%), and $15,000-
$24,999 (33.5%) were more likely to report terrible or poor sleep quality; p<0.001

Medically underserved sub-sample
Statistically significant associations were found between sleep quality and:

Age, such that respondents aged 40-59 years (34.7%), <20 years (33.2%), and 20-39 years (32.9%)
were more likely to report terrible or poor sleep quality; p<0.001

Gender, such that respondents who identified as Other gender (46.0%) were more likely to report
terrible or poor sleep quality; p<0.001

Race, such that respondents who identified as Other race (34.2%; p<0.05), and Black/African
American (33.2%; p<0.001) were more likely to report terrible or poor sleep quality

Ethnicity, such that respondents who identified as Hispanic/Latino (35.1%) were more likely to report
terrible or poor sleep quality; p<0.001

Geography, such that respondents living in Staten Island (41.8%) were more likely to report terrible or
poor sleep quality; p<0.01

Musculoskeletal conditions, such that respondents with fibromyalgia (45.6%), chronic pain (42.5%),
and lupus (41.8%) were more likely to report terrible or poor sleep quality; p<0.001

Education level, such that respondents who had never attended school or only kindergarten (57.7%)
were more likely to report terrible or poor sleep quality; p<0.001

Income, such that respondents who an annual household income of <$10,000 (39.4%), $10,000-
$14,999 (38.7%), and $15,000-$24,999 (36.2%) were more likely to report terrible or poor sleep
quality; p<0.001

C. Health Behaviors and Lifestyle

7. Physical Activity

Using the Two-Question (2Q) physical activity assessment, respondents were asked about their physical
activity levels (Table 16 and 16). The assessment asks the frequency of engaging in at least 20 minutes
of vigorous-intensity physical activity (e.g., heavy lifting, jogging, aerobics, or fast bicycling) per week and
the frequency of engaging in at least 30 minutes of moderate-intensity physical activity (e.g., carrying light
loads, bicycling at a regular pace, or doubles tennis) per week.

Over one-quarter (25.7%) of respondents reported engaging in vigorous-intensity physical activity
three or more times a week

One-fifth (20.0%) of respondents reported engaging in moderate-intensity physical activity five or
more times a week
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Table 16. Vigorous intensity physical activity

ACC sub- Regional Medically
Frequency of Vigorous Intensity Total sample sambple sub- Underserved
Physical Activity (n=18,245) (n=32 4) sample sub-sample
(n=6,739) (n=5,785)
3 or more times a week 25.7% 17.0% 25.7% 22.7%
1-2 times a week 31.6% 24.1% 31.4% 38.2%
None 42.7% 59.0% 42.9% 39.1%
Table 17. Moderate intensity physical activity
ACC sub- Regional Medically
Frequency of Moderate Intensity Total sample sample sub- Underserved
Physical Activity (n=18,245) (n=32 4) sample sub-sample
(n=6,739) (n=5,785)
5 or more times a week 20.0% 16.1% 18.6% 16.5%
3-4 times a week 27.7% 20.9% 27.8% 26.7%
1-2 times a week 29.8% 28.6% 29.5% 33.3%
None 22.4% 34.4% 24.2% 23.4%
Total sample

Statistically significant associations were found between physical activity and:

= Age, such that respondents aged:

o 80+ years (85.2%) were more likely to report engaging in vigorous PA (85.2%) <3 times a week;

p<0.001

o 80+ years (56.0%) were more likely to report engaging in moderate PA <3 times a week;

p<0.001

=  Gender, such that respondents who identified as:
o Female (78.3%) and Other gender (78.5%) were more likely to report engaging in vigorous PA

<3 times a week; p<0.001

o Female (58.4%) and Other gender (53.8%) were more likely to report engaging in moderate PA

<3 times a week; p<0.001

= Race, such that respondents who identified as:
o Black/African American (75.9%; p<0.05) were more likely to report engaging in vigorous PA <3

times a week

o Other race (58.8%), Asian (57.4%) and Black/African American (55.7%) were more likely to
report engaging in moderate PA <3 times a week; p<0.001
= Ethnicity, such that respondents who identified as Hispanic/Latino (56.6%) were more likely to report
engaging in moderate PA <3 times a week; p<0.001

= Geography, such that respondents living in:
o The Bronx (79.7%) were more likely to report engaging in vigorous PA <3 times a week;

p<0.001

o Staten Island (63.3%) and the Bronx (59.8%) were more likely to report engaging in moderate

PA <3 times a week; p<0.001
Musculoskeletal conditions, such that respondents with:
o Fibromyalgia (80.2%), RA (78.2%), and chronic pain (78.1%) were more likely to report
engaging in vigorous PA <3 times a week; p<0.001
o Fibromyalgia (58.8%), rheumatoid arthritis (55.9%), and chronic pain (55.7%) were more likely
to report engaging in moderate PA <3 times a week; p<0.001
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Education level, such that respondents who had:
o A high school education (78.7%) and some college education (78.7%) were more likely to report
engaging in vigorous PA <3 times a week; p<0.001
o Some college education (59.0%), a high school education (58.9%), and some high school
education (58.6%) were more likely to report engaging in moderate PA <3 times a week;
p<0.001
Income, such that respondents who an annual household income of:
o <$10,000 (79.8%) and $25,000-$34,999 (79.4%) were more likely to report engaging in vigorous
PA <3 times a week; p<0.001
o < $10,000 (60.9%) were more likely to report engaging in moderate PA <3 times a week;
p<0.001

ACC sub-sample
Statistically significant associations were found between physical activity and:

Gender, such that respondents who identified as respondents who identified as Female (87.3%) were
more likely to report engaging in vigorous PA <3 times a week; p<0.001

Geography, such that respondents living in respondents living in Staten Island (92.9%) were more
likely to report engaging in moderate PA <3 times a week; p<0.001

Education level, such that respondents who had an elementary school education (100.0%) were more
likely to report engaging in moderate PA <3 times a week; p<0.01

Regional sub-sample
Statistically significant associations were found between physical activity and:

Age, such that respondents aged:
o 80+ years (85.2%) were more likely to report engaging in vigorous PA <3 times a week; p<0.001
o 80+ years (58.8%) and <20 years (58.8%) were more likely to report engaging in moderate PA
<3 times a week; p<0.001
Gender, such that respondents who identified as:
o Female (78.1%) were more likely to report engaging in vigorous PA <3 times a week; p<0.001
o Other gender (62.2%) were more likely to report engaging in moderate PA <3 times a week;
p=<0.001
Race, such that respondents who identified as:
o Black/African American (77.0%; p<0.05) were more likely to report engaging in vigorous PA <3
times a week
o Other race (62.0%; p<0.001), Asian (58.7%; p<0.05) and Black/African American (57.9%;
p<0.001) were more likely to report engaging in moderate PA <3 times a week
Ethnicity, such that respondents who identified as Hispanic/Latino (59.2%) were more likely to report
engaging in moderate PA <3 times a week; p<0.001
Geography, such that respondents living in New Jersey (76.0%) and Long Island (75.4%) were more
likely to report engaging in vigorous PA <3 times a week; p<0.01
Musculoskeletal conditions, such that respondents with:
o Chronic pain (79.7%), OP (79.97%), and fibromyalgia (79.6%) were more likely to report
engaging in vigorous PA <3 times a week; p<0.001
o Fibromyalgia (61.9%) were more likely to report engaging in moderate PA <3 times a week;
p<0.001
Education level, such that respondents who had:
o Some college education (79.8%) and a high school education (79.7%) were more likely to report
engaging in vigorous PA <3 times a week; p<0.001
o Some high school education (83.6%) and a high school education (82.8%) were more likely to
report engaging in moderate PA <3 times a week; p<0.001
Income, such that respondents who an annual household income of:
o $15,000-$24,999 (82.8%) were more likely to report engaging in vigorous PA <3 times a week;
p<0.001
o <$10,000 (64.3%) were more likely to report engaging in moderate PA <3 times a week;
p<0.001
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Medically underserved sub-sample
Statistically significant associations were found between physical activity and:
= Age, such that respondents aged:
o 80+ years (90.1%) were more likely to report engaging in vigorous PA <3 times a week; p<0.001
o 40-59 years (60.7%) and 80+ years (59.1%) were more likely to report engaging in moderate PA
<3 times a week; p<0.001
=  Gender, such that respondents who identified as Female were more likely to report engaging in
vigorous PA <3 times a week (80.9%) and moderate PA <3 times a week (59.4%); p<0.001
=  Ethnicity, such that respondents who identified as Hispanic/Latino (58.9%) were more likely to report
engaging in moderate PA <3 times a week; p<0.01
= Geography, such that respondents living in Staten Island (74.1%) were more likely to report engaging
in moderate PA <3 times a week; p<0.01
= Musculoskeletal conditions, such that respondents with fibromyalgia (59.3%), some other form of
arthritis (58.6%) and rheumatoid arthritis (58.5%) were more likely to report engaging in moderate PA
<3 times a week; p<0.001)
= Education level, such that respondents who had:
o Some college education (80.2%) and a high school education (80.0%) were more likely to report
engaging in vigorous PA <3 times a week; p<0.001
o Some college education (61.6%), a high school education (59.6%), and some high school
education (58.8%) were more likely to report engaging in moderate PA <3 times a week;
p<0.001
= Income, such that respondents who an annual household income of;
o <$10,000 (82.5%) and $25,000-$34,999 (80.3%) were more likely to report engaging in vigorous
PA <3 times a week; p<0.001
o < $10,000 (62.5%) were more likely to report engaging in moderate PA <3 times a week;
p<0.001

8. Pain Management

Using questions from the National Health Interview Survey (NHIS) 74, respondents were asked about their
use of pain management techniques (Table 18).
=  Maijority of respondents in all samples reported not using complementary alternatives for pain
management
o Across all samples, more respondents reported using ‘yoga, Tai Chi or Qi Gong’ and
‘meditation, guided imagery, or other relaxation techniques’ compared to national figures of
9.9% and 14.8% respectively’™
= Close to three-quarters of respondents from the ACC sub-sample (72.8%) and close to half of
regional (47.0%) and medically underserved (49.3%) respondents reported using a prescription pain
reliever or opioid, compared to 19.2% nationwide’

Table 18. Use of pain management techniques

Total sample Sl e REIonE Urcftg::l!\%d
Pain management techniques (n=18,245) sample sub-sample sub-sample
(n=344) (n=6,739) (n=5,785)
Yoga, Tai Chi or Qi Gong 14.5% 18.9% 19.7% 22.3%
A prescription pain reliever or opioid 37.3% 72.8% 47.0% 49.3%
Meditation, guided imagery, or other 25.8% 38.2% 33.7% 38.7%
relaxation techniques

74 National Center for Health Statistics. National Health Interview Survey, 2020. Public-use data file and documentation.
https://www.cdc.gov/nchs/nhis/data-questionnaires-documentation.htm. 2021.

Appendix B: Detailed key findings report of the community survey | 84


https://www.cdc.gov/nchs/nhis/data-questionnaires-documentation.htm

Total sample
Statistically significant associations were found between pain management and:

Age, such that respondents aged:

o 60-79 years (83.8%) and 80+ years (83.6%) were less likely to have used ‘yoga, Tai Chi or Qi
Gong’ to manage pain; p<0.001

o 40-59 years (50.1%), 20-39 years (48.7%), and 60-79 years (47.9%) were more likely to have
used a pain reliever or prescription opioid manage pain; p<0.001

o 60-79 years (72.6%) and 80+ years (70.2%) were less likely to have used ‘meditation, guided
imagery, or other relaxation techniques’ to manage pain; p<0.001

Gender, such that respondents who identified as:

o Male (81.7%) were less likely to have used ‘yoga, Tai Chi or Qi Gong’ to manage pain; p<0.001

o Other gender (56.6%) were more likely to have used a pain reliever or prescription opioid to
manage pain; p<0.001

o Male (69.6%) and Female (61.0%) were less likely to have used ‘meditation, guided imagery, or
other relaxation techniques’ to manage pain; p<0.001

Race, such that respondents who identified as:

o White (79.2%; p<0.05) were less likely to have used ‘yoga, Tai Chi or Qi Gong’ to manage pain

o White (49.3%; p<0.01) were more likely to have used a pain reliever or prescription opioid to
manage pain

o White (66.5%; p<0.001) were less likely to have used ‘meditation, guided imagery, or other
relaxation techniques’ to manage pain

Ethnicity, such that respondents who identified as:

o Non-Hispanic/Latino (79.3%) were less likely to have used ‘yoga, Tai Chi or Qi Gong' to
manage pain; p<0.001

o Hispanic/Latino (51.5%) were more likely to have used a pain reliever or prescription opioid to
manage pain; p<0.001

o Hispanic/Latino (65.7%) were less likely to have used ‘meditation, guided imagery, or other
relaxation techniques’ to manage pain; p<0.001

Geography, such that respondents living in:

o Staten Island (87.4%) and Westchester and surrounding counties (83.4%) were less likely to
have used ‘yoga, Tai Chi or Qi Gong’ to manage pain; p<0.001

o The Bronx (56.0%), Long Island (51.2%) and Staten Island (50.5%) were more likely to have
used a pain reliever or prescription opioid to manage pain; p<0.001

o Staten Island (73.8%), Long Island (68.8%) and Westchester and surrounding counties (69.4%)
were less likely to have used ‘meditation, guided imagery, or other relaxation techniques’ to
manage pain; p<0.001

Musculoskeletal conditions, such that respondents with:

o Some other form of arthritis (79.9%), osteoarthritis (79.6%), and gout (79.2%) were less likely to
have used ‘yoga, Tai Chi or Qi Gong’ to manage pain; p<0.001

o Chronic pain (66.6%) and fibromyalgia (66.2%) were more likely to have used a pain reliever or
prescription opioid to manage pain; p<0.001

o OA (65.8%) were less likely to have used ‘meditation, guided imagery, or other relaxation
techniques’ to manage pain; p<0.001

Education level, such that respondents who had:

o Some high school education (83.3%), a high school education (79.9%) and some college
education (79.7%) were less likely to have used ‘yoga, Tai Chi or Qi Gong’ to manage pain;
p<0.001

o An elementary school education (55.0%) and some college education (50.5%) were more likely
to have used a pain reliever or prescription opioid manage pain; p<0.05

Income, such that respondents who an annual household income of:

o $25,000-$34,999 (79.9%) and $15,000-$24,999 (79.5%) were less likely to have used ‘yoga, Tai
Chi or Qi Gong’ to manage pain; p<0.01

o $10,000-$15,999 (53.2%) were more likely to have used a pain reliever or prescription opioid to
manage pain; p<0.01

o $200,000+ (70.1%) were less likely to have used ‘meditation, guided imagery, or other
relaxation techniques’ to manage pain; p<0.001
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ACC sub-sample
Statistically significant associations were found between pain management and:

Age, such that respondents aged 80+ years (100%) were more likely to have used a pain reliever or
prescription opioid to manage pain; p<0.05

Gender, such that respondents who identified as Female (79.2%) were more likely to have used a
pain reliever or prescription opioid to manage pain; p<0.001

Race, such that respondents who identified as American Indian/Alaska Native (100.0%; p<0.05) were
less likely to have used ‘meditation, guided imagery, or other relaxation techniques’ to manage pain;
Ethnicity, such that respondents who identified as Hispanic/Latino (84.5%) were more likely to have
used a pain reliever or prescription opioid to manage pain; p<0.05

Income, such that respondents who an annual household income of $10,000-$15,999 (97.0%) were
more likely to have used a pain reliever or prescription opioid to manage pain; p<0.001

Regional sub-sample
Statistically significant associations were found between pain management and:

Age, such that respondents aged:
o 80+ years (88.7%) were less likely to have used ‘yoga, Tai Chi or Qi Gong’ to manage pain;
p<0.001
o 80+ years (76.3%) and 60-79 years (74.9%) were less likely to have used ‘meditation, guided
imagery, or other relaxation techniques’ to manage pain; p<0.001
Gender, such that respondents who identified as:
o Male (84.1%) were less likely to have used ‘yoga, Tai Chi or Qi Gong’ to manage pain; p<0.001
o Other gender (54.5%) were more likely to have used a pain reliever or prescription opioid to
manage pain; p<0.001
o Male (71.7%) were less likely to have used ‘meditation, guided imagery, or other relaxation
techniques’ to manage pain; p<0.001
Race, such that respondents who identified as:
o White (81.7%; p<0.001) and American Indian/Alaska Native (72.0%; p<0.001) were less likely to
have used ‘yoga, Tai Chi or Qi Gong’ to manage pain
o White (48.4%; p<0.01) were more likely to have used a pain reliever or prescription opioid to
manage pain
o White (69.3%; p<0.001) were less likely to have used ‘meditation, guided imagery, or other
relaxation techniques’ to manage pain
Ethnicity, such that respondents who identified as:
o Non-Hispanic/Latino (81.8%) were less likely to have used ‘yoga, Tai Chi, or Qi Gong’ to
manage pain; p<0.001
o Non-Hispanic/Latino (68.7%) were less likely to have used ‘meditation, guided imagery, or other
relaxation techniques’ to manage pain; p<0.001
Geography, such that respondents living in:
o Long Island (51.2%) and Florida (49.9%) were more likely to have used a pain reliever or
prescription opioid to manage pain; p<0.05
o Westchester and surrounding counties (69.4%) and Long Island (68.8%) were less likely to
have used ‘meditation, guided imagery, or other relaxation techniques’ to manage pain; p<0.05
Musculoskeletal conditions, such that respondents with:
o Some other form of arthritis (81.6%) and osteoarthritis (80.5%) were less likely to have used
‘yoga, Tai Chi or Qi Gong’ to manage pain; p<0.001
o Fibromyalgia (66.1%) and chronic pain (66.0%) were more likely to have used a pain reliever or
prescription opioid to manage pain; p<0.001
o Gout (66.9%), osteoarthritis (66.9%), and some other form of arthritis (65.8%) were less likely to
have used ‘meditation, guided imagery, or other relaxation techniques’ to manage pain; p<0.001
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= Education level, such that respondents who had:

o Some high school education (83.3%), a high school education (79.9%) and some college
education (79.7%) were less likely to have used ‘yoga, Tai Chi or Qi Gong’ to manage pain;
p<0.001

o An elementary school education (79.2%) were less likely to have used ‘meditation, guided
imagery, or other relaxation techniques’ to manage pain; p<0.001

= Income, such that respondents who an annual household income of:

o $25,000-$34,999 (83.1%) and $15,000-$24,999 (82.5%) were less likely to have used ‘yoga, Tai
Chi or Qi Gong’ to manage pain; p<0.05

o $200,000+ (70.0%) were less likely to have used ‘meditation, guided imagery, or other
relaxation techniques’ to manage pain; p<0.01

Medically underserved sub-sample
Statistically significant associations were found between pain management and:
= Age, such that respondents aged:
o 60-79 years (83.0%) and 40-59 years (81.7%) were less likely to have used ‘yoga, Tai Chi or Qi
Gong’ to manage pain; p<0.001
o 40-59 years (52.2%) and 60-79 years (50.0%) were more likely to have used a pain reliever or
prescription opioid to manage pain; p<0.01
o 60-79 years (69.1%) were less likely to have used ‘meditation, guided imagery, or other
relaxation techniques’ to manage pain; p<0.001
= Gender, such that respondents who identified as:
o Female (51.0%) were more likely to have used a pain reliever or prescription opioid to manage
pain; p<0.01
o Male (65.0%) were less likely to have used ‘meditation, guided imagery, or other relaxation
techniques’ to manage pain; p<0.001
= Race, such that respondents who identified as White (51.1%; p<0.05) were more likely to have used
a pain reliever or prescription opioid to manage pain
= Ethnicity, such that respondents who identified as:
o Hispanic/Latino (51.6%) were more likely to have used a pain reliever or prescription opioid to
manage pain; p<0.05
o Non-Hispanic/Latino (62.4%) were less likely to have used ‘meditation, guided imagery, or other
relaxation techniques’ to manage pain; p<0.05
= Geography, such that respondents living in:
o Staten Island (88.4%) were less likely to have used ‘yoga, Tai Chi or Qi Gong’' to manage pain;
p<0.01
o Long Island (59.7%) were more likely to have used a pain reliever or prescription opioid manage
pain; p<0.001
= Musculoskeletal conditions, such that respondents with:
o Gout (78.1%) were less likely to have used ‘yoga, Tai Chi or Qi Gong’ to manage pain; p<0.001
o Lupus (69.0%), chronic pain (67.7%) and rheumatoid arthritis (67.4%) were more likely to have
used a pain reliever or prescription opioid manage pain; p<0.001
o Osteoarthritis (59.9%) and some other form of arthritis (59.3%) were less likely to have used
‘meditation, guided imagery, or other relaxation techniques’ to manage pain; p<0.001
= Education level, such that respondents who had:
o Some high school education (85.4%) were less likely to have used ‘yoga, Tai Chi or Qi Gong’ to
manage pain; p<0.001
o Never attended school or only kindergarten (54.5%) were more likely to have used a pain
reliever or prescription opioid to manage pain; p<0.05
= Income, such that respondents who an annual household income of $25,000-$34,999 (81.9%),
$15,000-$24,999 (81.1%), and <$10,000 (80.1%) were less likely to have used ‘yoga, Tai Chi or Qi
Gong’ to manage pain; p<0.001
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9. Barriers to Healthy Eating

Table 19 shows respondents’ reported barriers to healthy eating. Across all samples, the top three

reported barriers were ‘family/friends do not eat healthy’, cost, and taste, mirroring the results of the 2019

CHNA.

= |n the total, regional, and medically underserved samples, ‘family/friends do not eat healthy’ was the
most frequently reported barrier

= In the ACC sub-sample, cost was the most frequently reported barrier

Table 19. Barriers to healthy eating

ACC Regional Medically
Barriers to healthv eatin Total sample sub- sub- Underserved
y 9 (n=18,245) sample sample sub-sample
(n=344) | (n=6,739) | (n=5,785)
Family/friends do not eat healthy 45.5% 49.2% 52.2% 55.1%
Cost 34.2% 53.4% | 38.6% 48.4%
Taste 30.1% 26.7% 35.6% 37.0%
Would like to eat healthier 24.5% 21.2% 27.0% 27.1%
Confidence in choosing healthy foods 24.4% 20.6% 27.9% 36.9%
Too much time/effort to prepare 21.4% 23.6% 24.4% 27.2%
No places to find healthy foods 20.5% 26.2% 23.2% 32.0%
Don't know what to eat 20.4% 20.7% 24.0% 30.1%

Total sample
Statistically significant associations were found between barriers to healthy eating and:
= Age, such that respondents aged:
0 <20 years (56.7%) and 20-39 years (54.9%) were more likely to report ‘family/friends do not eat
healthy’ as a barrier; p<0.001
o 20-39 years (51.5%) and 40-59 years (49.7%) were more likely to report cost as a barrier;
p<0.001
o <20 years (47.6%) were more likely to report taste as a barrier; p<0.001
= Gender, such that respondents who identified as:
o Other gender (48.6%) and Female (41.6%) were more likely to report cost as a barrier; p<0.001
o Male (41.8%) were more likely to report taste as a barrier; p<0.001
= Race, such that respondents who identified as:
o Black/African American (58.0%; p<0.001) were more likely to report ‘family/friends do not eat
healthy’ as a barrier
o American Indian/Alaska Native (53.9%; p<0.001), Asian (50.0%; p<0.001), and Black/African
American (49.1%; p<0.001) were more likely to report cost as a barrier
o Native Hawaiian/Other Pacific Islander (44.7%; p<0.05), Asian (41.1%; p<0.001), and
Black/African American (40.2%; p<0.001) were more likely to report taste as a barrier
= Ethnicity, such that respondents who identified as Hispanic/Latino were more likely to report
'family/friends do not eat healthy' (59.3%), cost (52.4%) and taste (38.6%) as barriers; p<0.001
= Geography, such that respondents living in:
o The Bronx (60.8%) were more likely to report 'family/friends do not eat healthy' as a barrier;
p<0.001
o The Bronx (50.1%) and Queens (49.6%) were more likely to report cost as a barrier; p<0.001
o Staten Island (39.0%), the Bronx (38.3%) and Florida (38.1%) were more likely to report taste
as a barrier; p<0.001
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= Musculoskeletal conditions, such that respondents with:
o Chronic pain (53.8%) were more likely to report 'family/friends do not eat healthy' as a barrier;
p<0.001
o Fibromyalgia (48.5%) and OP (48.2%) were more likely to report cost as a barrier; p<0.001
o Gout (43.1%) were more likely to report taste as a barrier; p<0.001
= Education level, such that respondents who had:
o Never attended school or only kindergarten (72.1%) were more likely to report ‘family/friends do
not eat healthy’ as a barrier; p<0.001
o A high school education (49.6%) were more likely to report cost as a barrier; p<0.001
o Never attended school or only kindergarten (58.1%) were more likely to report taste as a barrier;
p<0.001
= Income, such that respondents who an annual household income of:
o $25,000-$34,999 (59.8%) were more likely to report ‘family/friends do not eat healthy’ as a
barrier; p<0.001
o $15,000-$24,999 (53.9%) and $35,000-$49,999 (53.3%) were more likely to report cost as a
barrier; p<0.001
o <$10,000 (45.4%) were more likely to report taste as a barrier; p<0.001

ACC sub-sample

Statistically significant associations were found between barriers to healthy eating and:

= Age, such that respondents aged 40-59 years (59.0%) were more likely to report cost as a barrier;
p=<0.05

= Gender, such that respondents who identified as male (were more likely to report ‘family/friends do
not eat healthy’ (63.0%; p<0.01) and taste (42.3%; p<0.001) barriers

= Education level, such that respondents who had never attended school or only kindergarten (66.7%)
were more likely to report ‘family/friends do not eat healthy’ as a barrier; p<0.05

= Income, such that respondents who an annual household income of $15,000-$24,999 (69.7%) were
more likely to report cost as a barrier; p<0.05

Regional sub-sample
Statistically significant associations were found between barriers to healthy eating and:
= Age, such that respondents aged:
o 20-39 years (58.0%) and 40-59 years (55.0%) were more likely to report 'family/friends do not
eat healthy' as a barrier; p<0.001
o 20-39 years (53.4%) and 40-59 years (47.7%) were more likely to report cost as a barrier;
p<0.001
o <20 years (47.6%) were more likely to report taste as a barrier; p<0.001
= Gender, such that respondents who identified as:
o Other gender (56.8%) were more likely to report cost as a barrier; p<0.001
o Male (44.2%) were more likely to report taste as a barrier; p<0.001
= Race, such that respondents who identified as:
o Black/African American (60.0%; p<0.001) and Other Race (58.9%; p<0.01) were more likely to
report ‘family/friends do not eat healthy’ as a barrier
o American Indian/Alaska Native (60.0%; p<0.001), Other Race (52.0%; p<0.001), and
Black/African American (50.3%; p<0.001) were more likely to report cost as a barrier
o Native Hawaiian/Other Pacific Islander (53.3%; p<0.05) were more likely to report taste as a
barrier
= Ethnicity, such that respondents who identified as Hispanic/Latino were more likely to report
‘family/friends do not eat healthy' (60.1%; p<0.001), cost (53.1%; p<0.001), and taste (38.5%; p<0.01)
as barriers
= Geography, such that respondents living in:
o Connecticut (42.5%) were more likely to report cost as a barrier; p<0.001
o Florida (38.1%) and New Jersey (37.8%) were more likely to report taste as a barrier; p<0.001
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Musculoskeletal conditions, such that respondents with:
o Chronic pain (54.1%) were more likely to report 'family/friends do not eat healthy' as a barrier;
p<0.001
o Fibromyalgia (47.5%) were more likely to report cost as a barrier; p<0.001
o Gout (46.6%) were more likely to report taste as a barrier; p<0.001
Education level, such that respondents who had:
o Never attended school or only kindergarten (63.6%) were more likely to report ‘family/friends do
not eat healthy’ as a barrier; p<0.001
o A high school education (49.0%) were more likely to report cost as a barrier; p<0.001
o Some high school education (50.3%) were more likely to report taste as a barrier; p<0.001
Income, such that respondents who an annual household income of:
o $25,000-$34,999 (64.6%) were more likely to report ‘family/friends do not eat healthy’ as a
barrier; p<0.001
o $10,000-$14,999 (54.7%) and $15,000-$24,999 (54.7%) were more likely to report cost as a
barrier; p<0.001
o <$10,000 (49.2%) were more likely to report taste as a barrier; p<0.001

Medically underserved sub-sample
Statistically significant associations were found between barriers to healthy eating and:

Age, such that respondents aged:
o <20 years (61.5%) and 40-59 years (58.8%) were more likely to report 'family/friends do not eat
healthy' as a barrier; p<0.001
o 40-59 years (54.5%) were more likely to report cost as a barrier; p<0.001
o <20 years (50.4%) were more likely to report taste as a barrier; p<0.001
Gender, such that respondents who identified as:
o Other gender (56.0%) were more likely to report 'family/friends do not eat healthy' as a barrier;
p<0.05
o Other gender (44.0%) and Male (40.0%) were more likely to report taste as a barrier; p<0.01
Race, such that respondents who identified as:
o Other Race (59.3%; p<0.05) and Black/African American (58.8%; p<0.001) were more likely to
report ‘family/friends do not eat healthy’ as a barrier
o Other Race (52.4%; p<0.05) were more likely to report cost as a barrier
o Asian (44.6%; p<0.001), Black/African American (40.1%; p<0.001) were more likely to report
taste as a barrier
Ethnicity, such that respondents who identified as Hispanic/Latino were more likely to report cost
(53.9%) and taste (40.8%) as barriers; p<0.001
Geography, such that respondents living in:
o Staten Island (67.9%) were more likely to report 'family/friends do not eat healthy' as a barrier;
p<0.001
o Queens (56.3%) and Staten Island (55.4%) were more likely to report cost as a barrier; p<0.001
o Staten Island (51.9%) were more likely to report taste as a barrier; p<0.001
Musculoskeletal conditions, such that respondents with:
o Chronic pain (57.3%) were more likely to report 'family/friends do not eat healthy' as a barrier;
p<0.001
o Fibromyalgia (54.9%) were more likely to report cost as a barrier; p<0.001
o Gout (44.5%) were more likely to report taste as a barrier; p<0.001
Education level, such that respondents who had:
o Never attended school or only kindergarten (69.2%) were more likely to report ‘family/friends do
not eat healthy’ as a barrier; p<0.001
o A high school education (51.7%), some college education (50.5%), and a college education
(50.5%) were more likely to report cost as a barrier; p<0.001
o Never attended school or only kindergarten (61.5%) were more likely to report taste as a barrier;
p<0.001
Income, such that respondents who an annual household income of:
o $35,000-$49,999 (57.0%) were more likely to report cost as a barrier; p<0.001
o <$10,000 (45.3%) were more likely to report taste as a barrier; p<0.001
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D. Use of and Access to Care

10. Insurance Coverage

Table 20 shows respondent’s primary health insurance coverage. Uninsured respondents were a minority
in the total (2.6%), ACC (0.7%), regional (2.9%), and medically underserved (7.2%) samples, compared

to 9.2% nationwide and 5.2% in New York State.”™

= Compared to the 2019 CHNA, the percentage of uninsured respondents decreased in all samples
= In the total sample (38.0%) and regional sub-sample (37.7%), Medicare was the most frequently

reported primary insurance type

= Inthe ACC (66.1%) and medically underserved (45.9%) sub-samples, Medicaid was the most

frequently reported primary insurance type

Table 20. Insurance coverage

Total ACC Regional Medically
Insurance Type sample o o SRR
yp (n=18 245) sample sample sub-sample
’ (n=344) | (n=6,739) (n=5,785)
Medicare 38.0% 25.5% 37.7% 19.5%
A plan purchased through an employer or
union 31.2% 1.4% 33.9% 18.1%
Medicaid 16.8% 66.1% 13.3% 45.9%
A plan that you or another family member
buys on your own 6.4% 2.4% 7.0% 3.3%
No health insurance coverage 2.6% 0.7% 2.9% 7.2%
Some other source 1.9% 2.8% 2.1% 1.3%
Don’t Know 1.8% 1.0% 2.0% 1.2%
TRICARE (formerly CHAMPUS), VA, or
Military 0.9% 0.0% 0.9% 2.6%
Alaska Native, Indian Health Service, Tribal
Health Services 0.3% 0.0% 0.3% 0.9%

Total sample

Statistically significant associations were found between insurance coverage and:
= Age, such that respondents aged <20 years (5.2%) and 20-39 (5.2%) were more likely to be

uninsured; p<0.001

= Race, such that respondents who identified as Other Race (7.0%; p<0.001) more likely to be

uninsured

=  Ethnicity, such that respondents who identified as Hispanic/Latino were more likely to be uninsured

(5.9%); p<0.001

=  Geographic location, such that respondents living in Florida (4.8%) and New Jersey (4.1%) were

more likely to be uninsured (p<0.001)

= Education level, such that respondents who had an elementary school education (6.7%) and some

high school education (5.9%) were more likely to be uninsured (p<0.001)

= Income, such that respondents with an annual household income of <$10,000 (5.8%) were more

likely to be uninsured (p<0.001)

75 America's Health Rankings analysis of U.S. Census Bureau, American Community Survey, United Health Foundation,

AmericasHealthRankings.org, Accessed 2022.
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ACC sub-sample
Statistically significant associations were found between insurance coverage and:

Age, such that respondents aged 20-39 (5.2%) were more likely to be uninsured; p<0.001

Regional sub-sample
Statistically significant associations were found between insurance coverage and:

Race, such that respondents who identified as Black/African American (4.2%; p<0.001) and Other
Race (10.6%; p<0.001) more likely to be uninsured

Ethnicity, such that respondents who identified as Hispanic/Latino (7.7%) were more likely to be
uninsured; p<0.001

Geographic location, such that respondents living in Florida (4.8%) and New Jersey (4.1%) were
more likely to be uninsured; p<0.001

Education level, such that respondents who had some high school education (10.1%) and an
elementary school education (7.4%) were more likely to be uninsured; p<0.001

Income, such that respondents with an annual household income of $10,000-$14,999 (14.2%) were
more likely to be uninsured; p<0.001

Medically underserved sub-sample
Statistically significant associations were found between insurance coverage and:

Age, such that respondents aged <20 years (10.1%), 20-39 years (9.1%), and 40-59 years (8.7%)
were more likely to be uninsured; p<0.001

Race, such that respondents who identified as Other Race (12.7%; p<0.001) more likely to be
uninsured

Ethnicity, such that respondents who identified as Hispanic/Latino (10.7%) were more likely to be
uninsured; p<0.001

Geographic location, such that respondents living in Florida (25.7%) were more likely to be uninsured;
p<0.001

Income, such that respondents with an annual household income of <$10,000 (10.1%) were more
likely to be uninsured; p<0.001
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11. Social Determinants of Health

Respondents were asked about the top problems that impact their health and well-being (Table 21). All

samples reported ‘COVID-19 related issues’ and ‘social isolation/loneliness’ as top problems.

= Medically underserved respondents reported ‘limited access to healthy foods’ as a top problem, while
total, ACC, and regional respondents reported ‘limited places to exercise’ as a top problem

Table 21. Social determinants of health

Total ACC sub- Regional Url:ndeegrls?::\lli d

Social Determinants of Health sample sample sub-sample sub-sample
(n=18,245) (n=344) (n=6,739) (n=5,785)

COVID-19 related issues 42.2% 32.1% 43.9% 39.9%
Social isolation/loneliness 27.7% 29.2% 26.8% 28.5%
Limited places to exercise 23.8% 29.2% 22.3% 22.9%
Limited access to healthy foods 21.9% 23.8% 20.8% 28.8%
Transportation problems 19.2% 28.7% 17.0% 24.2%
Lack of job opportunities 17.1% 20.4% 16.8% 24.3%
Lack of access to doctor's office 16.8% 15.4% 16.6% 18.9%
Lack of access to insurance 14.8% 13.8% 15.0% 20.2%
Discrimination/bias 11.7% 12.5% 11.3% 14.8%
Limited access to any foods 10.9% 7.1% 9.9% 15.5%
Lack of neighborhood safety 10.8% 17.1% 7.2% 15.3%
Poor housing/homelessness 10.6% 14.6% 9.4% 16.5%
Poor schools 7.0% 2.9% 6.1% 9.7%
Lack of affordable childcare 5.8% 21% 6.3% 7.9%

Total sample

Statistically significant associations were found between social determinants of health and:

= Age, such that respondents aged:

o 40-59 years (38.8%) were more likely to report COVID-19 related issues as a top problem;

p<0.05

o <20 years (38.2%) were more likely to report social isolation as a top problem; p<0.001
o <20 years (22.9%) and 40-59 years (22.5%) were more likely to report limited places to exercise

as a top problem; p<0.001

=  Gender, such that respondents who identified as:
o Female (37.3%) were more likely to report COVID-19 related issues as a top problem; p<0.001
o Other gender (44.8%) were more likely to report social isolation as a top problem; p<0.001
= Race, such that respondents who identified as:
o Asian (47.8%; p<0.001) were more likely to report COVID-19 related issues as a top problem
o Asian (30.3%; p<0.001), Other Race (26.9%; p<0.05), and Black/African American (25.3%;
p<0.01) were more likely to report social isolation as a top problem
o Asian (30.8%; p<0.001) were more likely to report limited places to exercise as a top problem
=  Ethnicity, such that respondents who identified as:
o Non-Hispanic/Latino (28.3%) were more likely to report social isolation as a top problem;

p<0.001

o Hispanic/Latino (22.5%) were more likely to report limited places to exercise as a top problem;

p<0.01
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= Geographic location, such that respondents living in:
o Queens (41.3%) and New Jersey (40.4%) were more likely to report COVID-19 related issues
as a top problem; p<0.001
o Queens (28.4%) and the Bronx (27.6%) were more likely to report social isolation as a top
problem; p<0.001
o The Bronx (28.3%) and Queens (27.4%) were more likely to report limited places to exercise as
a top problem; p<0.001
= Musculoskeletal conditions, such that respondents with:
o Chronic pain (37.0%) and some other form of arthritis (36.7%) were more likely to report
COVID-19 related issues as a top problem; p<0.001
o Chronic pain (30.6%) and fibromyalgia (30.4%) were more likely to report social isolation as a
top problem; p<0.001
o RA (22.1%) and chronic pain (21.0%) were more likely to report limited places to exercise as a
top problem; p<0.05
= Education level, such that respondents who had:
o A postgraduate education (38.9%) and some college education (38.3%) were more likely to
report COVID-19 related issues as a top problem; p<0.001
o Some high school education (27.5%) and some college education (26.5%) were more likely to
report social isolation as a top problem; p<0.01
o A college education (23.2%), some college education (21.5%), and a postgraduate education
(21.1%) were more likely to report limited places to exercise as a top problem; p<0.001
= Income, such that respondents with an annual household income of:
o $35,000-$49,999 (42.2%) and $75,000-$99,999 (42.1%) were more likely to report COVID-19
related issues as a top problem; p<0.001
o $10,000-$14,999 (32.3%) were more likely to report social isolation as a top problem; p<0.001
o $35,000-$49,999 (25.5%) and $100,000-$149,999 (25.0%) were more likely to report limited
places to exercise as a top problem; p<0.001

ACC sub-sample

Statistically significant associations were found between social determinants of health and:

=  Ethnicity, such that respondents who identified as non-Hispanic/Latino (28.0%) were more likely to
report social isolation as a top problem; p<0.01

=  Geographic location, such that respondents living in Manhattan (39.1%) were more likely to report
social isolation as a top problem; p<0.01

Regional sub-sample
Statistically significant associations were found between social determinants of health and:
= Age, such that respondents aged:
o <20 years (38.8%) were more likely to report social isolation as a top problem; p<0.001
o <20 years (25.8%) were more likely to report limited places to exercise as a top problem;
p<0.001
= Gender, such that respondents who identified as:
o Female (39.5%) were more likely to report COVID-19 related issues as a top problem; p<0.01
o Other gender (45.9%) were more likely to report social isolation as a top problem; p<0.001
= Race, such that respondents who identified as:
o Asian (49.4%; p<0.001) were more likely to report COVID-19 related issues as a top problem
o Asian (32.4%; p<0.001), Black/African American (25.3%; p<0.01), and Other Race (28.2%;
p=<0.05) were more likely to report social isolation as a top problem
o Asian (29.9%; p<0.001) were more likely to report limited places to exercise as a top problem
= Ethnicity, such that respondents who identified as Hispanic/Latino were more likely to report COVID-
19 (40.8%; p<0.05), social isolation (29.2%; p<0.001), and limited places to exercise (21.7%; p<0.01),
as top problems
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= Geographic location, such that respondents living in:
o New Jersey (40.4%) were more likely to report COVID-19 related issues as a top problem;
p<0.01
o Connecticut (24.7%) and NJ (24.6%) were more likely to report social isolation as a top
problem; p<0.05
o NJ (21.0%) were more likely to report limited places to exercise as a top problem; p<0.01
= Musculoskeletal conditions, such that respondents with:
o Chronic pain (39.8%), some other form of arthritis (39.5%), and OP (39.2%) were more likely to
report COVID-19 related issues as a top problem; p<0.01
o Chronic pain (31.7%) and fibromyalgia (30.5%) were more likely to report social isolation as a
top problem; p<0.001
o RA (22.6%) and chronic pain (21.2%) were more likely to report limited places to exercise as a
top problem; p<0.001
= Income, such that respondents with an annual household income of:
o $50,000-$74,999 (44.5%), $35,000-$49,999 (42.9%), and $100,000-$149,999 (42.7%) were
more likely to report COVID-19 related issues as a top problem; p<0.001
o $10,000-$14,999 (33.9%) and $50,000-$74,999 (32.4%) were more likely to report social
isolation as a top problem; p<0.001
o $35,000-$49,999 (26.3%) were more likely to report limited places to exercise as a top problem;
p=<0.001

Medically underserved sub-sample
Statistically significant associations were found between social determinants of health and:
= Age, such that respondents aged:
o 40-59 years (41.0%) and 60-79 years (39.0%) were more likely to report COVID-19 as a top
problem; p<0.001
o 20-39 years (34.6%) and <20 years (32.2%) were more likely to report limited access to healthy
foods as a top problem; p<0.001
o <20 years (34.3%) were more likely to report social isolation as a top problem; p<0.001
= Gender, such that respondents who identified as:
o Female (38.3%) were more likely to report COVID-19 as a top problem; p<0.05
o Other gender (42.6%) were more likely to report limited access to healthy foods as a top
problem; p<0.05
= Race, such that respondents who identified as:
o Asian (46.7%; p<0.001) were more likely to report COVID-19 related issues as a top problem
o American Indian/Alaska Native (37.4%; p<0.001), Black/African American (33.6%; p<0.001) and
Asian (33.3%; p<0.001) were more likely to report limited access to healthy foods as a top
problem
o White (28.3%; p<0.01) were more likely to report social isolation as a top problem
= Ethnicity, such that respondents who identified as Hispanic/Latino were more likely to report limited
access to healthy foods (32.5%; p<0.001) and social isolation (28.7%; p<0.05) as a top problem
= Geographic location, such that respondents living in Florida (32.2%) and Staten Island (32.1%) were
more likely to report limited access to healthy foods as a top problem; p<0.001
= Musculoskeletal conditions, such that respondents with:
o Some other form of arthritis (40.5%) were more likely to report COVID-19 related issues as a
top problem; p<0.001
o Lupus (34.7%) were more likely to report limited access to healthy foods as a top problem;
p<0.001
o Chronic pain (33.0%) and fibromyalgia (31.8%) were more likely to report social isolation as a
top problem; p<0.001
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= Education level, such that respondents who had:
o A postgraduate (42.4%) were more likely to report COVID-19 related issues as a top problem;
p<0.001
o A high school education (31.6%) and some college education (30.4%) were more likely to report
limited access to healthy foods as a top problem; p<0.001
o Some college education (28.8%), a college education (28.4%), and some high school education
(28.0%) were more likely to report social isolation/loneliness as a top problem; p<0.05
= Income, such that respondents with an annual household income of;
o $75,000-$99,999 (46.0%) and $100,000-$149,999 (44.1%) were more likely to report COVID-19
related issues as a top problem; p<0.001
o $10,000-$14,999 (35.2%) and $15,000-$24,999 (35.0%) were more likely to report limited
access to healthy foods as a top problem; p<0.001
o $10,000-$14,999 (33.4%) and $75,000-$99,999 (32.8%) were more likely to report social
isolation as a top problem; p<0.001

12. Barriers to Healthcare

Table 22 indicates the percentage of respondents who were able to access healthcare in the past 12
months.

= Close to half of all respondents (42.3%) indicated that they could not access a healthcare provider

when they needed to in the past 12 months, compared to 8.1% in the 2019 CHNA

Table 22. Healthcare access in the past 12 months

Total Regional sub- lzel el
Able to Get Healthcare in the sample ACC sub- sample Underserved
Past 12 Months _ sample (n=344) _ Sub-Sample
(n=18,245) (n=6,739) (n=5,785)
Yes 57.7% 57.5% 61.9% 48.8%
No 42.3% 42.5% 38.1% 51.2%

Reasons for not accessing healthcare are listed in Table 23 below. The most reported reason was ‘hard

to get an appointment’ in the total, regional and medically underserved samples, whereas ‘service not

covered by insurance’ was most reported in the ACC sample.

= This represents a shift from the 2019 CHNA where the most reported reasons in the ACC and
regional samples were ‘hard to get an appointment’ and ‘cost’, respectively

= |n all samples, over 12% of respondents reported not getting healthcare in the past 12 months due to
cost, compared 9.8% nationally’®

= ACC respondents (13.7%) included ‘fear or mistrust of doctors’ as a top reason

= Medically underserved respondents (21.5%) included ‘lack of transportation’ as a top reason

76 America's Health Rankings analysis of U.S. Census Bureau, American Community Survey, United Health Foundation,
AmericasHealthRankings.org, Accessed 2022.
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Table 23. Reasons for not getting healthcare in the past 12 months

. ACC sub- Regional lzelEll
Beasons for Not Getting Healthcare Totil sample sample sub-sample Underserved
in Past 12 Months (n=18,245) (n=344) (n=6,739) sub_-sample
(n=5,785)
Hard to get an appointment 33.0% 28.4% 28.9% 29.0%
Could not afford it 24.3% 12.6% 24.6% 28.1%
Service not covered by insurance 21.3% 33.7% 20.0% 20.9%
Not sure where to go 19.6% 11.6% 18.3% 20.9%
Lack of transportation 18.6% 8.4% 18.4% 21.5%
No health insurance 15.8% 7.4% 15.6% 19.9%
Fear or mistrust of doctors 12.3% 13.7% 11.4% 12.4%
Could not get time off work/school 1.7% 6.3% 12.7% 9.9%
Office not patient-friendly 10.0% 11.6% 9.4% 9.6%
Lack of childcare 5.6% 3.2% 5.6% 6.1%
Only telehealth was offered 5.0% 1.1% 4.4% 4.5%
Cultural/religious barriers 2.9% 1.1% 2.9% 2.8%
Language barriers 2.5% 2.1% 2.3% 2.7%
Total sample

Statistically significant associations were found between barriers to healthcare and:
= Age, such that respondents aged:

o 20-39 years (18.6%) and <20 years (15.8%) were more likely to report ‘could not afford it’ as a
top reason; p<0.001

o 20-39 years (13.6%) and <20 years (12.8%) were more likely to report ‘service not covered by
insurance’ as a top reason; p<0.001

= Gender, such that respondents who identified as Other gender were more likely to report ‘could not
afford it’ (13.8%) and ‘service not covered by insurance’ (14.9%) as top reasons; p<0.001
= Race, such that respondents who identified as:

o American Indian/Alaska Native (12.6%); p<0.001), Asian (15.5%; p<0.001) and Black/African
American (14.4%; p<0.001) were more likely to report ‘hard to get an appointment’ as a top
reason

o Native Hawaiian/Other Pacific Islander (27.2%; p<0.001) were more likely to report ‘could not
afford it’ as a top reason

o Native Hawaiian/Other Pacific Islander (14.1%; p<0.001), American Indian/Alaska Native
(12.6%; p<0.001) and Black/African American (11.0%; p<0.001) were more likely to report
‘service not covered by insurance’ as a top reason

= Ethnicity, such that respondents who identified as Hispanic/Latino were more likely to report ‘hard to
get an appointment’ (15.4%), ‘could not afford it’ (16.1%), and ‘service not covered by insurance’
(11.8%) as top reasons; p<0.001

= Geographic location, such that respondents living in:

o Connecticut (11.9%), the Bronx (11.8%), and Brooklyn (11.3%) were more likely to report ‘hard
to get an appointment’ as a top reason; p<0.001

o Florida (11.4%) and NJ (10.3%) were more likely to report ‘could not afford it’ as a top reason;
p<0.001

o Brooklyn (8.9%), the Bronx (7.8%), and Florida (7.5%) were more likely to report ‘service not
covered by insurance’ as a top reason; p<0.001
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= Musculoskeletal conditions, such that respondents with:
o Lupus (14.7%), fibromyalgia (13.9%), and chronic pain (13.7%) were more likely to report ‘hard
to get an appointment’ as a top reason; p<0.001
o Lupus (13.1%) were more likely to report ‘could not afford it’ as a top reason; p<0.001
o Lupus (14.2%) were more likely to report ‘service not covered by insurance’ as a top reason;
p=<0.001
= Education level, such that respondents who had:
o A high school education (13.4%) and had never attended school or only kindergarten (12.2%)
were more likely to report ‘hard to get an appointment’ as a top reason; p<0.001
o Never attended school or only kindergarten (17.1%) and had a high school education (16.0%)
were more likely to report ‘could not afford it’ as a top reason; p<0.001
o Never attended school or only kindergarten (19.5%) were more likely to report service not
covered by insurance as a top reason; p<0.001
= Income, such that respondents with an annual household income of:
o $10,000-$14,999 (14.8%), $15,000-$24,999 (14.7%), <$10,000 (14.2%) were more likely to
report ‘hard to get an appointment’ as a top reason; p<0.001
o $25,000-$34,999 (18.5%) and <$10,000 (17.5%) were more likely to report ‘could not afford it
as a top reason; p<0.001
o $25,000-$34,999 (13.2%), $35,000-$49,999 (12.1%) and <$10,000 (11.9%) were more likely to
report ‘service not covered by insurance’ as a top reason; p<0.001

ACC sub-sample
Statistically significant associations were found between barriers to healthcare and:
= Race, such that respondents who identified as:
o Asian (27.8%; p<0.01) were more likely to report ‘hard to get an appointment’ as a top reason
o Native Hawaiian/Other Pacific Islander (33.3%; p<0.01) were more likely to report 'fear or
mistrust of doctor' as a top reason

Regional sub-sample
Statistically significant associations were found between barriers to healthcare and:
= Age, such that respondents aged:
o <20 years (18.5%) were more likely to report ‘hard to get an appointment’ as a top reason;
p=<0.001
o 20-39 years (18.4%) and <20 years (14.6%) were more likely to report ‘could not afford it’ as a
top reason; p<0.001
o 20-39 years (12.9%) and <20 years (10.1%) were more likely to report ‘service not covered by
insurance’ as a top reason; p<0.001
= Gender, such that respondents who identified as Other gender (24.3%) were more likely to report
‘hard to get an appointment’ as a top reason; p<0.001
= Race, such that respondents who identified as:
o Native Hawaiian/Other Pacific Islander (20.7%; p<0.05) and American Indian/Alaska Native
(19.3%; p=<0.001) more likely to report ‘hard to get an appointment’ as a top reason
o Native Hawaiian/Other Pacific Islander (27.2%; p<0.001) and Black/African American (27.6%;
p<0.001) were more likely to report ‘could not afford it as a top reason
o American Indian/Alaska Native (13.8%; p<0.01) and Black/African American (11.3%; p<0.001)
were more likely to report ‘service not covered by insurance’ as a top reason
=  Ethnicity, such that respondents who identified as Hispanic/Latino were more likely to report ‘hard to
get an appointment’ (14.8%), ‘could not afford it' (17.0%), and ‘service not covered by insurance’
(10.9%) as top reasons; p<0.001
= Geographic location, such that respondents living in:
o Connecticut (11.9%) were more likely to report hard to get an appointment as a top reason;
p<0.01
o Florida (11.4%) and NJ (10.3%) were more likely to report could not afford it as a top reason;
p<0.001
o Florida (7.5%) and NJ (7.4%) were more likely to report service not covered by insurance as a
top reason; p<0.01
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Musculoskeletal conditions, such that respondents with:
o Lupus (16.9%) and fibromyalgia (14.2%) were more likely to report ‘hard to get an appointment’
as a top reason; p<0.001
o Lupus (13.9%) were more likely to report ‘could not afford it’ as a top reason; p<0.001
o Lupus (13.9%) were more likely to report ‘service not covered by insurance’ as a top reason;
p=<0.001
Education level, such that respondents who had:
o An elementary school education (14.8%) were more likely to report ‘hard to get an appointment’
as a top reason; p<0.05
o An elementary school education (18.5%) and some high school education (16.4%) were more
likely to report ‘could not afford it’ as a top reason; p<0.001
o Never attended school or only kindergarten (50.0%) were more likely to report ‘service not
covered by insurance’ as a top reason; p<0.001
Income, such that respondents with an annual household income of:
o $15,000-$24,999 (14.5%), $10,000-$14,999 (12.3%) and $25,000-$34,999 (12.3%) were more
likely to report ‘hard to get an appointment’ as a top reason; p<0.001
o $25,000-$34,999 (19.6%) and $10,000-$14,999 (19.4%) were more likely to report ‘could not
afford it’ as a top reason; p<0.001
o $25,000-$34,999 (11.4%), <$10,000 (11.4%) and $35,000-$49,999 (11.2%) were more likely to
report ‘service not covered by insurance’ as a top reason; p<0.001

Medically underserved sub-sample
Statistically significant associations were found between barriers to healthcare and:

Age, such that respondents aged:
o 20-39 years (19.7%) and <20 years (15.1%) were more likely to report ‘lack of transportation’ as
a top reason; p<0.001
o <20 years (21.3%) were more likely to report ‘hard to get an appointment’ as a top reason;
p<0.001
o <20 years (14.6%) and 20-39 years (12.7%) were more likely to report ‘service not covered by
insurance’ as a top reason; p<0.001
Gender, such that respondents who identified as Other gender were more likely to report ‘lack of
transportation’ (25.5%) and ‘service not covered by insurance’ (14.9%) as top reasons; p<0.01
Race, such that respondents who identified as:
o American Indian/Alaska Native (16.4%; p<0.01), Other race (16.0%; p<0.001) and African
American (12.4%; p<0.001), were more likely to report ‘lack of transportation’ as a top reason
o American Indian/Alaska Native (18.7%; p<0.05), Asian (16.6%; p<0.05) and Black/African
American (15.0%; p<0.01) were more likely to report ‘hard to get an appointment’ as a top
reason
o Asians (12.6%; p<0.05) were more likely to report ‘service not covered by insurance’ as a top
reason
Ethnicity, such that respondents who identified as Hispanic/Latino were more likely to report ‘hard to
get an appointment’ (13.0%), ‘could not afford it’ (16.2%), and ‘service not covered by insurance’
(12.4%) as top reasons; p<0.001
Geographic location, such that respondents living in Long Island (13.2%) and Connecticut (13.0%)
were more likely to report ‘lack of transportation’ as a top reason; p<0.001
Musculoskeletal conditions, such that respondents with:
o Lupus (19.6%) were more likely to report lack of transportation as a top reason; p<0.001
o Fibromyalgia (17.7%) and lupus (17.4%) were more likely to report ‘hard to get an appointment’
as a top reason; p<0.001
o Lupus (17.8%) were more likely to report ‘service not covered by insurance’ as a top reason;
p<0.001
Education level, such that respondents who had:
o Never attended school or only kindergarten (24.0%) were more likely to report ‘lack of
transportation’ as a top reason; p<0.001
o Never attended school or only kindergarten (12.0%) and had a high school education (11.6%)
were more likely to report ‘service not covered by insurance’ as a top reason; p<0.01
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= Income, such that respondents with an annual household income of:
o <$10,000 (61.8%) were more likely to report that they were unable to get healthcare in the past
12 months; p<0.001
o <$10,000 (16.1%) and $10,000-$14,999 (14.5%) were more likely to report ‘lack of
transportation’ as a top reason; p<0.001
o $35,000-$49,999 (13.8%), $25,000-$34,999 (12.7%), and <$10,000 (12.3%) were more likely to
report ‘service not covered by insurance’ as a top reason; p<0.001

13. Barriers to Adhering to Medical Advice

Table 24 indicates that most respondents always followed their healthcare provider’'s advice in the past

12 months.

= 74.9% of total, 85.3% of ACC, 73.9% of regional, and 69.9% of medically underserved respondents
reported that they always follow the advice of their healthcare providers

= Reported adherence is higher compared to the 2019 CHNA where 47.8% of the total, 63.4% of the
ACC, and 58.5% of regional respondents reported always following the advice of their healthcare
providers

Table 24. Adherence to medical advice

. Medically
: . Uiz ACC sub- Regional sub- | ;o rcerved
Always Follow Medical Advice sample _ sample
(n=18,245) sample (n=344) (n=6,739) Stxb-Sar;p)le
’ ’ n=5,785
Yes 74.9% 85.3% 73.9% 69.6%
No 25.1% 14.7% 26.1% 30.4%

Of those who reported not always following medical advice, the reasons for doing so are listed in Table
25 below.
= The top reason across all samples was ‘worried about side effects’, consistent with results from the
2019 CHNA
o ACC respondents reported ‘provider did not explain well enough’ as a top reason
o Medically underserved respondents reported ‘prefer to use complementary/alternative
treatment’ as a top reason

Table 25. Reasons for not following healthcare provider’s advice
Regional Medically

Reasons for Not Following Healthcare el e Sl sub- Underserved
Provider's Advice (n?I?%I:S) (s:;ggke) sample sub-sample

’ (n=6,739) (n=5,785)
Worried about side effects 53.9% 49.1% 53.1% 56.5%
Concerned about cost 48.6% 27.3% 50.6% 53.4%
Did not feel treatment would help 41.1% 25.5% 40.1% 43.4%
Condition not severe enough 39.5% 20.0% 39.3% 41.5%
Prefer to use complementary/alternative
treatment 39.5% 20.0% 38.0% 44.0%
Provider did not explain well 35.8% 28.2% 34.8% 39.8%
Forgot 35.1% 13.6% 36.4% 41.6%
Did not fit my schedule 33.3% 13.6% 33.3% 36.6%
Did not agree with doctor 31.7% 13.6% 31.7% 34.3%
Provider doesn't understand my
culture/language 18.7% 10.9% 17.1% 23.3%
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Total sample
Statistically significant associations were found between barriers to following medical advice and:
= Age, such that respondents aged:
o 20-39 years (49.3%) were more likely to report side effects as a top reason; p<0.001
o 20-39 years (52.3%) and <20 years (51.2%) were more likely to report cost as a top reason;
p<0.001
o <20 years (42.1%) were more likely to report 'did not feel treatment would help' as a top reason;
p<0.001
=  Gender, such that respondents who identified as Other gender were more likely to report side effects
(51.2%; p=<0.001) and cost (55.0%; p<0.05) as top reasons
= Race, such that respondents who identified as:
o Native Hawaiian/Other Pacific Islander (57.1%, p<0.01) and Other Race (52.6%; p<0.001) were
more likely to report side effects as a top reason
o Native Hawaiian/Other Pacific Islander (52.9%, p<0.05), Other Race (49.3%; p<0.001), and
Asian (46.9%; p<0.001) were more likely to report cost as a top reason
o American Indian/Alaska Native (40.6%; p<0.05), Other Race (39.0%; p<0.001), and
Black/African American (37.5%; p<0.001) were more likely to report 'did not feel treatment would
help as a top reason
=  Ethnicity, such that respondents who identified as Hispanic/Latino were more likely to report side
effects (49.1%), cost (50.5%), and ‘did not feel treatment would help’ (38.8%) as top reasons;
p<0.001
=  Geographic location, such that respondents living in:
o Brooklyn (46.7%), Queens (45.9%) and the Bronx (45.7%) were more likely to report side
effects as a top reason; p<0.001
o Florida (47.2%), Connecticut (43.2%) and NJ (42.1%) were more likely to report cost as a top
reason; p<0.001
o The Bronx (36.6%), Florida (35.4%) and Connecticut (34.8%) were more likely to report 'did not
feel treatment would help' as a top reason; p<0.01
= Musculoskeletal conditions, such that respondents with:
o Lupus (59.6%) and fibromyalgia (57.1%) were more likely to report side effects as a top reason;
p<0.01
o Fibromyalgia (49.8%), lupus (48.7%), and chronic pain (47.8%) were more likely to report cost
as a top reason; p<0.001
o Lupus (47.1%) and fibromyalgia (43.4%) were more likely to report 'did not feel treatment would
help' as a top reason; p<0.001
= Education level, such that respondents who had:
o Never attended school or only kindergarten (65.0%) were more likely to report side effects as a
top reason; p<0.01
o Never attended school or only kindergarten (65.0%) were more likely to report cost as a top
reason; p<0.001
o Never attended school or only kindergarten (52.5%) and some elementary school education
(50.7%) were more likely to report 'did not feel treatment would help' as a top reason; p<0.001
= Income, such that respondents with an annual household income of:
o $10,000 - $14,999 (51.8%) and $25,000-$34,999 (50.2%) were more likely to report side effects
as a top reason; p<0.01
o $25,000-$34,999 (51.5%) and <$10,000 (49.5%) were more likely to report cost as a top
reason; p<0.001
o $15,000-$24,999 (42.8%) and <$10,000 (41.9%) were more likely to report 'did not feel
treatment would help' as a top reason; p<0.001

ACC sub-sample

Statistically significant associations were found between barriers to following medical advice and:

= Musculoskeletal conditions, such that respondents with fibromyalgia (100.0%) were more likely to
report side effects as a top reason; p<0.01
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Regional sub-sample
Statistically significant associations were found between barriers to following medical advice and:
= Age, such that respondents aged:
o 20-39 years (48.9%), 40-59 years (42.9%) and <20 years (42.6%) were more likely to report
side effects as a top reason; p<0.001
o 20-39 years (53.4%) and <20 years (49.4%) were more likely to report cost as a top reason;
p<0.001
o 20-39 years (39.0%) and <20 years (37.5%) were more likely to report 'did not feel treatment
would help' as a top reason; p<0.001
= Gender, such that respondents who identified as Other gender were more likely to report side effects
(60.0%; p<0.001) and cost (61.1%; p<0.01) as top reasons
= Race, such that respondents who identified as:
o Native Hawaiian/Other Pacific Islander (69.2%, p<0.01) were more likely to report side effects
as a top reason
o American Indian/Alaska Native (52.6%); p<0.05), Asian (50.7%; p<0.001) and Other Race
(49.4%; p=<0.001) were more likely to report cost as a top reason
o American Indian/Alaska Native (45.8%; p<0.01) were more likely to report 'did not feel treatment
would help as a top reason
=  Ethnicity, such that respondents who identified as Hispanic/Latino were more likely to report side
effects (46.6%), cost (50.5%), and ‘did not feel treatment would help’ (36.4%) as top reasons;
p<0.001
=  Geographic location, such that respondents living in:
o Florida (47.2%), Connecticut (43.2%) and NJ (42.1%) were more likely to report cost as a top
reason; p<0.001
o Florida (35.4%) and Connecticut (34.8%) were more likely to report 'did not feel treatment would
help' as a top reason; p<0.01
= Musculoskeletal conditions, such that respondents with:
o Lupus (61.1%) and fibromyalgia (55.7%) were more likely to report side effects as a top reason;
p=<0.01
o Lupus (55.9%) were more likely to report cost as a top reason; p<0.001
o Lupus (47.6%) were more likely to report 'did not feel treatment would help' as a top reason;
p<0.001
= Education level, such that respondents who had never attended school or only kindergarten were
more likely to report side effects (60.0%; p<0.01), cost (60.0%; p<0.001), and ‘did not feel treatment
would help’ (60.0%; p<0.001) as top reasons
= Income, such that respondents with an annual household income of:
o $10,000 - $14,999 (53.3%) and <$10,000 (50.3%) were more likely to report side effects as a
top reason; p<0.01
o $15,000-$24,999 (55.2%) and $25,000-$34,999 (53.4%) were more likely to report cost as a top
reason; p<0.001
o <$10,000 (42.6%) and $15,000-$24,999 (42.0%) were more likely to report 'did not feel
treatment would help' as a top reason; p<0.001

Medically underserved sub-sample
Statistically significant associations were found between barriers to following medical advice and:
= Age, such that respondents aged:
o 20-39 years (49.5%), <20 years (48.9%), and 40-59 years (47.6%) were more likely to report
side effects as a top reason; p<0.001
o <20 years (54.0%) and 20-39 years (51.9%) were more likely to report cost as a top reason;
p<0.001
o <20 years (42.2%) and 20-39 years (41.3%) were more likely to report complementary
treatments as a top reason; p<0.001
= Gender, such that respondents who identified as Other gender were more likely to report side effects
(52.3%; p<0.01) and cost (56.8%; p<0.05) as top reasons
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Race, such that respondents who identified as Native Hawaiian/Other Pacific Islander were more
likely to report side effects (62.7%, p<0.05), cost (60.4%, p<0.001), and complementary treatments
(52.9%, p<0.05) as top reasons
Ethnicity, such that respondents who identified as Hispanic/Latino were more likely to report side
effects (50.4%), cost (51.9%), and ‘did not feel treatment would help’ (40.7%) as top reason; p<0.001
Geographic location, such that respondents living in:
o Staten Island (56.1%) and Florida (55.5%) were more likely to report side effects as a top
reason; p<0.05
o Florida (66.4%) were more likely to report cost as a top reason; p<0.001
Musculoskeletal conditions, such that respondents with:
o Lupus (60.0%) and fibromyalgia (59.8%) were more likely to report side effects as a top reason;
p<0.001
o Fibromyalgia (52.9%) and chronic pain (50.3%) were more likely to report cost as a top reason;
p<0.001
o Lupus (48.9%), gout (48.6%), and fibromyalgia (47.8%) were more likely to report
complementary treatments as a top reason; p<0.001
Education level, such that respondents who had never attended school or only kindergarten (68.0%)
were more likely to report side effects (68.0%; p<0.05) and cost (64.0%; p<0.001) as top reasons
Income, such that respondents with an annual household income of:
o $10,000 - $14,999 (52.1%), $25,000-$34,999 (50.7%) and $15,000-$24,999 (50.1%) were more
likely to report side effects as a top reason; p<0.01
o $25,000-$34,999 (50.8%) and $35,000-$49,999 (49.2%) were more likely to report cost as a top
reason; p<0.001

Barriers to Telehealth Use

In light of the COVID-19 pandemic, the 2022 CHNA asked about barriers to telehealth using a question
from the AARP ‘Views on Telehealth’ survey.”” Over half of respondents (55.0%) reported not having
barriers to using health. Nationally, 37.6% of adults reported not being interested in telehealth compared
to 39.0% of total, 44.3% of ACC, 40.2% of regional, and 32.0% of medically underserved respondents

(Ta

ble 26).”

Consistent with national findings, respondents in the total, regional, and medically underserved
samples reported lack of knowledge and concerns about confidentiality and medical errors as their
top barriers”’

ACC respondents cited lack of knowledge, lack of high-speed internet, and concerns about medical
errors as their top barriers

Table 26. Barriers to telehealth use

Total ACC sub- Regional LB EELL
Barriers to Telehealth Use sample sample sub-sample l;z%?;ﬁ:;f:
(n=18,245) (n=344) (n=6,739) (n=5,785)
No barriers to using telehealth 55.0% 48.4% 60.9% 50.2%
Not interested 39.0% 44.3% 40.2% 32.0%
Don't know how to use telehealth 28.4% 38.3% 27.5% 27.1%
Concerned about medical errors 25.0% 21.7% 25.2% 25.3%
Concerned about confidentiality 23.5% 19.1% 22.4% 24.8%
Not sure doctor offers telehealth 18.5% 15.7% 18.8% 19.6%
No high-speed internet 13.4% 22.6% 11.2% 17.1%
No device 9.0% 17.4% 7.9% 10.0%

77 Keenan, Teresa A. Views on Telehealth. Washington, DC: AARP Research, June 2020. https://doi.org/10.26419/res.00388.001
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Total sample
Statistically significant associations were found between barriers to telehealth use and:
= Age, such that respondents aged:

o <20 years (21.2%) and 80+ years (17.2%) were more likely to report ‘don’t know how to use
telehealth’ as a barrier; p<0.001

o 20-39 years (17.2%) and <20 years (16.9%) were more likely to report medical errors as a
barrier; p<0.001

o <20 years (16.9%) and 20-39 years (16.5%) were more likely to report confidentiality as a
barrier; p<0.001

= Race, such that respondents who identified as:

o Native Hawaiian/Other Pacific Islander (18.5%; p<0.05), American Indian/Alaska Native (15.6%;
p<0.01) and Black/African American (13.6%; p<0.001) were more likely to report ‘don’t know
how to use telehealth’ as a barrier

o Native Hawaiian/Other Pacific Islander (16.3%; p<0.05), American Indian/Alaska Native (14.6%;
p<0.01), and Asian (14.6%; p<0.001) were more likely to report medical errors as a barrier

o Native Hawaiian/Other Pacific Islander (19.6%; p<0.001), Black/African American (13.9%;
p<0.001), and American Indian/Alaska Native (12.9%; p<0.05) were more likely to report
confidentiality as a barrier

=  Ethnicity, such that respondents who identified as Hispanic/Latino were more likely to report ‘don’t
know how to use telehealth’ (14.5%), medical errors (14.7%) and confidentiality (13.4%) as barriers;
p<0.001

= Geographic location, such that respondents living in:

o The Bronx (12.6%) were more likely to report ‘don’t know how to use telehealth’ as a barrier;
p<0.001

o Florida (11.5%) were more likely to report confidentiality as a barrier; p<0.001

o Florida (11.7%) and NJ (11.1%) were more likely to report medical errors as a barrier; p<0.001

= Musculoskeletal conditions, such that respondents with:

o Lupus (18.9%) were more likely to report ‘don’t know how to use telehealth’ a barrier; p<0.001

o Lupus (15.3%) and gout (15.0%) were more likely to report medical errors as a barrier; p<0.001

o Lupus (17.1%) were more likely to report confidentiality as a barrier; p<0.001

= Education level, such that respondents who had:

o An elementary school education (35.1%) were more likely to report ‘don’t know how to use
telehealth’ a barrier; p<0.001

o An elementary school education (16.0%) and some high school education (15.1%) were more
likely to report medical errors as a barrier; p<0.001

o Never attended school or only kindergarten (19.5%) were more likely to report confidentiality as
a barrier; p<0.001

= Income, such that respondents with an annual household income of:

o $15,000-$24,999 (18.6%) and $25,000-$34,999 (18.2%) were more likely to report ‘don’t know
how to use telehealth’ as a barrier; p<0.001

o $15,000-$24,999 (14.7%) and $10,000-$14,999 (14.6%) were more likely to report medical
errors as a barrier; p<0.001

o $10,000-$14,999 (14.8%) and <$10,000 (14.0%) were more likely to report confidentiality as a
barrier; p<0.001

ACC sub-sample

Statistically significant associations were found between barriers to telehealth use and:

= Age, such that respondents aged 80+ years (50.0%) were more likely to report ‘don’t know how to
use telehealth’ as a barrier; p<0.01

= Education level, such that respondents who had never attended school or only kindergarten (35.7%)
were more likely to report ‘don’t know how to use telehealth’ as a barrier; p<0.01
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Regional sub-sample
Statistically significant associations were found between barriers to telehealth use and:

Age, such that respondents aged:

o <20 years (20.8%) were more likely to report ‘don’t know how to use telehealth’ as a barrier;
p=<0.001

o 20-39 years (15.0%) and <20 years (12.4%) were more likely to report confidentiality as a
barrier; p<0.001

o 20-39 years (17.7%) and <20 years (15.2%) were more likely to report medical errors as a
barrier; p<0.001

Gender, such that those who identified as Other gender (24.3%) were more likely to report medical
errors as barriers; p<0.01
Race, such that respondents who identified as:

o Native Hawaiian/Other Pacific Islander (34.5%; p<0.05), American Indian/Alaska Native (16.5%;
p=<0.05), and Black/African American (13.7%; p<0.001) were more likely to report ‘don’t know
how to use telehealth’ as a barrier

o Black/African American (13.2%; p<0.001), Asian (12.1%; p<0.001), and Other Race (11.1%;
p=<0.05) were more likely to report confidentiality as a barrier

o Asian (18.2%; p<0.001), Black/African American (13.3%; p<0.001) and Other Race (12.1%;
p=<0.05) were more likely to report medical errors as a barrier

Ethnicity, such that respondents who identified as Hispanic/Latino were more likely to report ‘don’t
know how to use telehealth’ (14.2%), medical errors (12.3%) and confidentiality (14.6%) as barriers;
p<0.001
Geographic location, such that respondents living in:

o Florida (11.5%) were more likely to report confidentiality as a barrier; p<0.001

o Florida (11.7%) and NJ (11.1%) were more likely to report medical errors as a barrier; p<0.001
Musculoskeletal conditions, such that respondents with lupus were more likely to report ‘don’t know
how to use telehealth’ (17.5%), medical errors (16.9%) and confidentiality (18.7%) as barriers;
p<0.001
Education level, such that respondents who had:

o An elementary school education (40.7%) were more likely to report ‘don’t know how to use
telehealth’ as a barrier; p<0.001

o Never attended school or only kindergarten (20.0%) were more likely to report confidentiality as
a barrier; p<0.001

o An elementary school education (22.2%) were more likely to report medical errors as a barrier;
p<0.001

Income, such that respondents with an annual household income of:

o $15,000-$24,999 (18.4%), $10,000-$14,999 (18.1%) and $25,000-$34,999 (17.5%) were more
likely to report ‘don’t know how to use telehealth’ as a barrier; p<0.001

o <$10,000 (14.2%) and $10,000-$14,999 (13.7%) were more likely to report confidentiality as a
barrier; p<0.001

o $15,000-$24,999 (15.9%) and $25,000-$34,999 (15.0%) were more likely to report medical
errors as a barrier; p<0.001

Medically underserved sub-sample
Statistically significant associations were found between barriers to telehealth use and:

Age, such that respondents aged:

o <20 years (23.4%) were more likely to report ‘don’t know how to use telehealth’ as barrier;
p<0.001

o <20 years (16.7%) and 20-39 years (15.6%) were more likely to report confidentiality as a
barrier; p<0.001
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= Race, such that respondents who identified as:
o Black/African American (13.7%; p<0.05) were more likely to report ‘don’t know how to use
telehealth’ as a barrier
o Native Hawaiian/Other Pacific Islander (23.6%; p<0.001), Black/African American (13.3%;
p=<0.01) were more likely to report confidentiality as a barrier
o Asian (14.8%; p<0.05), Other Race (14.4%; p<0.05) were more likely to report medical errors as
a barrier
= Ethnicity, such that respondents who identified as Hispanic/Latino were more likely to report ‘don’t
know how to use telehealth’ (14.6%; p<0.01), medical errors (13.5%; p<0.01) and confidentiality
(14.2%; p<0.001) as barriers
= Geographic location, such that respondents living in:
o Florida (16.4%) and NJ (14.2%) were more likely to report ‘don’t know how to use telehealth’ as
a barrier; p<0.001
o Florida (20.4%) were more likely to report medical errors as a barrier; p<0.01
= Musculoskeletal conditions, such that respondents with:
o Lupus (21.5%) and gout (19.2%) were more likely to report ‘don’t know how to use telehealth’ as
a barrier; p<0.001
o Lupus (20.1%) and gout (19.2%) were more likely to report confidentiality as a barrier; p<0.001
o Gout (20.0%) and lupus (17.4%) were more likely to report medical errors as a barrier; p<0.001
= Education level, such that respondents who had:
o An elementary school education (42.2%) were more likely to report ‘don’t know how to use
telehealth’ as a barrier; p<0.001
o Never attended school or only kindergarten (28.0%) were more likely to report confidentiality as
a barrier; p<0.001
o Never attended school or only kindergarten (20.0%) were more likely to report medical errors as
a barrier; p<0.01
= Income, such that respondents with an annual household income of:
o $15,000-$24,999 (18.0%), $25,000-$34,999 (17.2%) were more likely to report ‘don’t know how
to use telehealth’ as a barrier; p<0.001
o $75,000-$99,999 (15.0%), $10,000-$14,999 (14.3%), $35,000-$49,999 (14.2%) were more
likely to report confidentiality as a barrier; p<0.001

15. Discrimination in Medical Settings

Perceived discrimination in medical settings was measured using the Discrimination in Medical Settings

(DMS) scale.”™ The top discriminatory experience reported across all samples was ‘doctor or nurse is not

listening to you’.

= In the total and regional samples, respondents more frequently reported ‘doctor or nurse acts better
than you’, and ‘doctor or nurse acts as if you are not smart’

= In the ACC sample, respondents more frequently reported ‘treated with less courtesy’ and ‘receive
poorer service’

= In the medically underserved sample, respondents more frequently reported treated with less
courtesy’ and ‘treated with less respect’

78 Peek, M. E., Nunez-Smith, M., Drum, M., & Lewis, T. T. (2011). Adapting the everyday discrimination scale to medical settings:
reliability and validity testing in a sample of African American patients. Ethnicity & disease, 21(4), 502.
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Table 27. Discrimination in Medical Settings

Regional Medically

Perceived Discrimination in Medical U AL il sub- Underserved
Settings SR SR sample Sub-Sample

(n=18,245) (n=344) (n=6,739) (n=5,785)
You feel like a doctor or nurse is not
listening to what you were saying 50.4% 39.1% 48.0% 55.2%
A doctor or nurse acts as if he or she is
better than you 37.7% 21.7% 36.2% 44.0%
A doctor or nurse acts as if he or she
thinks you are not smart 37.5% 25.7% 35.3% 46.1%
You are treated with less courtesy than
others 37.4% 32.0% 34.5% 48.1%
You are treated with less respect than
others 36.6% 27.6% 33.8% 46.8%
You receive poorer service than others 35.0% 31.9% 32.1% 46.4%
A doctor or nurse acts as if he or she is
afraid of you 17.7% 9.8% 15.6% 25.7%

Total sample

Statistically significant associations were found between discrimination in medical settings and:

= Age, such that respondents aged:

o 20-39 years (61.7%) and <20 years (61.3%) were more likely to report a doctor/nurse is not

listening to them; p<0.001

o 20-39 years (54.6%) and <20 years (50.0%) were more likely to report a doctor/nurse acting like

they are better than them; p<0.001

o 20-39 (58.3%) and <20 years (55.0%) were more likely to report that a doctor/nurse thinks they

are not smart; p<0.001

= Gender, such that respondents who identified as Other gender were more likely to report a
doctor/nurse is not listening to them (72.6%), a doctor/nurse acting like they are better than them

(63.1%), and a doctor/nurse thinks they are not smart (41.7%); p<0.001

= Race, such that respondents who identified as:
o Native Hawaiian/Other Pacific Islander (66.7%; p<0.01), American Indian/Alaska Native (61.3%;
p<0.001), and Black/African American (59.4%; p<0.001) were more likely to report a

doctor/nurse is not listening to them

o Native Hawaiian/Other Pacific Islander (59.1%; p<0.001), American Indian/Alaska Native
(50.0%; p=<0.001), and Black/African American (49.6%; p<0.001) were more likely to report a
doctor/nurse acting like they are better than them

o Native Hawaiian/Other Pacific Islander (67.0%; p<0.001), American Indian/Alaska Native
(53.4%; p<0.001), and Black/African American (53.0%; p<0.001) were more likely to report that
a doctor/nurse thinks they are not smart

=  Ethnicity, such that respondents who identified as Hispanic/Latino were more likely to report a
doctor/nurse is not listening to them (58.8%), a doctor/nurse acting like they are better than them

(49.3%), and a doctor/nurse thinks they are not smart (51.3%); p<0.001

=  Geographic location, such that respondents living in:
o The Bronx (53.7%) and Brooklyn (53.4%) were more likely to report a doctor/nurse is not

listening to them; p<0.001

o The Bronx (41.1%) and Brooklyn (40.2%) were more likely to report a doctor/nurse acting like

they are better than them; p<0.001

o The Bronx (42.9%) and Brooklyn (42.4%) were more likely to report that a doctor/nurse thinks

they are not smart; p<0.001
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Musculoskeletal conditions, such that respondents with:
o Lupus (67.2%) and fibromyalgia (65.5%) were more likely to report a doctor/nurse is not
listening to them; p<0.001
o Lupus (60.2%) were more likely to report a doctor/nurse acting like they are better than them;
p<0.001
o Lupus (57.2%) were more likely to report that a doctor/nurse thinks they are not smart; p<0.001
Education level, such that respondents who had never attended school or only kindergarten were
more likely to report a doctor/nurse is not listening to them (74.4%), a doctor/nurse acting like they
are better than them (72.5%), and a doctor/nurse thinks they are not smart (72.5%); p<0.001
Income, such that respondents with an annual household income of:
o $15,000-$24,999 (59.2%) were more likely to report a doctor/nurse is not listening to them;
p<0.001
o <$10,000 (50.2%) were more likely to report a doctor/nurse acting like they are better than
them; p<0.001
o <$10,000 (51.8%) were more likely to report that a doctor/nurse thinks they are not smart;
p<0.001

ACC sub-sample
Statistically significant associations were found between discrimination in medical settings and:

Gender, such that respondents who identified as Female (42.5%) were more likely to report a
doctor/nurse is not listening to them; p<0.01
Race, such that respondents who identified as:
o American Indian/Alaska Native (100.0%; p<0.05), Other Race (58.1%; p<0.05) were more likely
to report a doctor/nurse is not listening to them
o Black/African American (43.6%; p<0.01) were more likely to report being treated with less
courtesy
o American Indian/Alaska Native (100.0%; p<0.05) were more likely to report receiving poorer
service
Musculoskeletal conditions, such that respondents with fibromyalgia (64.7%) were more likely to
report a doctor/nurse is not listening to them; p<0.01

Regional sub-sample
Statistically significant associations were found between discrimination in medical settings and:

Age, such that respondents aged:

o 20-39 years (59.4%) and <20 years (55.4%) were more likely to report a doctor/nurse is not
listening to them; p<0.001

o 20-39 (52.0%) were more likely to report a doctor/nurse acting like they are better than them;
p<0.001

0 <20 years (54.8%) and 20-39 (54.4%) were more likely to report that a doctor/nurse thinks they
are not smart; p<0.001

Gender, such that respondents who identified as Other gender were more likely to report a
doctor/nurse is not listening to them (75.7%), a doctor/nurse acting like they are better than them
(69.4%), and a doctor/nurse thinks they are not smart (64.9%); p<0.001

Race, such that respondents who identified as:

o American Indian/Alaska Native (66.7%; p<0.001), Black/African American (58.1%; p<0.001),
and Other Race (57.8%; p<0.001) were more likely to report a doctor/nurse is not listening to
them

o American Indian/Alaska Native (61.5%; p<0.001), Native Hawaiian/Other Pacific Islander
(57.7%; p<0.05), and Black/African American (47.5%; p<0.001) were more likely to report a
doctor/nurse acting like they are better than them

o American Indian/Alaska Native (59.6%; p<0.001), Native Hawaiian/Other Pacific Islander
(57.7%; p=<0.05), and Black/African American (51.6%; p<0.001) were more likely to report that a
doctor/nurse thinks they are not smart

Ethnicity, such that respondents who identified as Hispanic/Latino were more likely to report a
doctor/nurse is not listening to them (57.5%), a doctor/nurse acting like they are better than them
(48.7%), and a doctor/nurse thinks they are not smart (50.3%); p<0.001
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Geographic location, such that respondents living in:
o Florida (51.9%) and NJ (49.5%) were more likely to report a doctor/nurse is not listening to
them; p<0.01
o Florida (39.9%), NJ (38.5%), and Connecticut (36.8%) were more likely to report a doctor/nurse
acting like they are better than them; p<0.001
o Florida (39.4%), NJ (38.5%), and Connecticut (37.6%) were more likely to report that a
doctor/nurse thinks they are not smart; p<0.001
Musculoskeletal conditions, such that respondents with:
o Lupus (71.9%) and fibromyalgia (65.5%) were more likely to report a doctor/nurse is not
listening to them; p<0.001
o Lupus (66.5%) were more likely to report a doctor/nurse acting like they are better than them;
p<0.001
o Lupus (60.0%) were more likely to report that a doctor/nurse thinks they are not smart; p<0.001
Education level, such that respondents who had:
o Never attended school or only kindergarten (60.0%) were more likely to report a doctor/nurse is
not listening to them; p<0.01
o Never attended school or only kindergarten (60.0%) were more likely to report a doctor/nurse
acting like they are better than them; p<0.001
o Never attended school or only kindergarten (60.0%) and elementary school education (57.7%)
were more likely to report that a doctor/nurse thinks they are not smart; p<0.001
Income, such that respondents with an annual household income of:
o $15,000-$24,999 (58.4%) were more likely to report a doctor/nurse is not listening to them;
p<0.001
o <$10,000 (50.0%) were more likely to report a doctor/nurse acting like they are better than
them; p<0.001
o <$10,000 (52.8%) were more likely to report that a doctor/nurse thinks they are not smart;
p<0.001

Medically underserved sub-sample
Statistically significant associations were found between discrimination in medical settings and:

Age, such that respondents aged:
o <20 years (66.1%) and 20-39 (61.4%) were more likely to report a doctor/nurse is not listening
to them; p<0.001
o <20 years (64.4%) and 20-39 (59.4%) were more likely to report being treated with less
courtesy; p<0.001
0 <20 years (64.4%) and 20-39 (58.9%) were more likely to report being treated with less respect;
p<0.001
Gender, such that respondents who identified as Other gender were more likely to report a
doctor/nurse is not listening to them (78.3%; p<0.01), being treated with less courtesy (69.6%;
p<0.05), and being treated with less respect (76.1%; p<0.001)
Race, such that respondents who identified as:
o Other Race (63.6%; p<0.001) and Black/African American (58.6%; p<0.001) were more likely to
report a doctor/nurse is not listening to them
o Native Hawaiian/Other Pacific Islander (64.8%; p<0.05), American Indian/Alaska Native (62.5%;
p=<0.001), and Black/African American (57.8%; p<0.001) were more likely to report being treated
with less courtesy
o Native Hawaiian/Other Pacific Islander (64.8%; p<0.01), American Indian/Alaska Native (61.3%;
p<0.001), and Black/African American (56.5%; p<0.001) were more likely to report being treated
with less respect
Ethnicity, such that respondents who identified as Hispanic/Latino were more likely to report a
doctor/nurse is not listening to them (59.1%), being treated with less courtesy (54.0%), and being
treated with less respect (51.5%); p<0.001
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= Geographic location, such that respondents living in:
o Florida (55.0%), Staten Island (51.7%) and Long Island (51.7%) were more likely to report a
doctor/nurse acting like they are better than them; p<0.001
o Florida (58.3%) and Long Island (53.9%) were more likely to report being treated with less
courtesy; p<0.001
o Florida (56.3%) were more likely to report being treated with less respect; p<0.001
= Musculoskeletal conditions, such that respondents with:
o Fibromyalgia (67.3%), chronic pain (66.5%) and lupus (66.2%) were more likely to report a
doctor/nurse is not listening to them; p<0.001
o Lupus (64.5%) and gout (61.3%) were more likely to report being treated with less courtesy;
p<0.001
o Lupus (67.3%) were more likely to report being treated with less respect; p<0.001
= Education level, such that respondents who had never attended school or only kindergarten were
more likely to report a doctor/nurse is not listening to them (68.0%; p<0.01), being treated with less
courtesy (60.0%; p<0.001), and being treated with less respect (76.0%; p<0.001)
= Income, such that respondents with an annual household income of:
o $15,000-$24,999 (48.9%), <$10,000 (48.8%), and $75,000-$99,999 (47.9%) were more likely to
report a doctor/nurse acting like they are better than them; p<0.01
o $25,000-$34,999 (53.9%), $15,000-$24,999 (53.6%), and $35,000-$49,999 (53.5%) were more
likely to report being treated with less courtesy; p<0.001
o $15,000-$24,999 (55.0%), $25,000-$34,999 (52.2%), and <$10,000 (51.5%) were more likely to
report being treated with less respect; p<0.001

16. Health Literacy

Consistent with the 2019 CHNA, majority of respondents across all samples preferred English for

discussing (Table 28) and reading (Table 29) medical issues/instructions. Table 30 below shows that

majority of respondents never need assistance reading healthcare information.

= Compared to the 2019 CHNA, the percentage of respondents who reported needing assistance with
reading healthcare information increased from 7.3% to 14.6%

Table 28. Preferred language for discussing medical issues/instructions

. Medically
Pfefe"ef" Langu_a geiion Total sample ACC sub- FOENEEL Underserved
Discussing Medical _ _ sub-sample
Issues/Instructions (DRA8. 201N fsamplEl(nesit) (n=6,739) szjb-ga_,rgg)le

’ n= 5
English 91.0% 85.2% 93.0% 86.2%
Spanish 4.1% 10.6% 3.6% 6.0%
Chinese 1.2% 0.7% 0.5% 2.0%
Russian 1.2% 0.7% 0.9% 1.8%
Arabic 1.1% 0.0% 0.8% 1.8%
Hebrew 0.9% 0.0% 0.6% 1.6%
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Table 29. Preferred language for reading medical issues/instructions

. Medically
;::fgir;edml.eadr:g:la B Total sample ACC sub- sfbe-gs:;alle Underserved
9 ; (n=18,245) | sample (n=344) -Samp sub-sample
Issues/Instructions (n=6,739) _
(n=5,785)
English 92.8% 88.4% 94.1% 89.0%
Spanish 4.0% 8.3% 3.7% 6.0%
Chinese 1.2% 0.7% 0.7% 2.0%
Russian 0.8% 0.7% 0.5% 1.2%
Arabic 0.6% 0.0% 0.4% 1.0%
Hebrew 0.2% 0.0% 0.2% 0.4%
Table 30. Needs assistance reading healthcare information
Regional Medically
Need Assistance Reading Total sample ACC sub- sub-gsam le Underserved
Healthcare Information (n=18,245) sample (n=344) (n=6 733) sub-sample
’ (n=5,785)
Never 70.2% 68.0% 73.1% 64.0%
Rarely 15.8% 16.0% 15.4% 16.9%
Sometimes 10.0% 6.4% 8.5% 13.4%
Often 2.6% 5.7% 2.0% 3.6%
Always 1.5% 3.9% 1.1% 2.1%
Total sample

Statistically significant associations were found between health literacy and:
= Age, such that respondents aged <20 years (29.4%) and 20-39 years (26.5%) were more likely to
report needing help reading medical information; p<0.001

= Gender, such that respondents who identified as:

o Other gender were more likely to prefer discussing medical information in Spanish (6.0%),
Chinese (7.1%), Russian (3.1%), and Arabic (3.6%); p<0.001

o Female (4.4%) were more likely to prefer reading medical information in Spanish; p<0.001

o Other gender (2.4%) were more likely to prefer reading medical information in Chinese (2.4%),

Russian (6.0%), and Arabic (4.8%); p<0.001

o Other gender (31.0%) were more likely to report needing help reading medical information;

p<0.05

= Race, such that respondents who identified as Other Race (23.2%; p<0.001), and American
Indian/Alaska Native (22.3%; p<0.001) were more likely to report needing help reading medical

information

Ethnicity, such that respondents who identified as Hispanic/Latino (25.1%) were more likely to report
needing help reading medical information; p<0.001

= Geographic location, such that respondents living in:

o The Bronx (5.3%), NJ (4.9%), Florida (4.6%) were more likely to prefer discussing medical

information in Spanish; p<0.001

o Staten Island (3.6%) and Queens (3.0%) were more likely to prefer discussing medical

information in Chinese; p<0.001

o Brooklyn (1.7%) and Connecticut (1.5%) were more likely to prefer discussing medical

information in Russian; p<0.001

o The Bronx (1.3%) were more likely to prefer discussing medical information in Arabic (1.3%)

and Hebrew (1.6%); p<0.001
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o The Bronx (5.1%), Florida (5.0%), and NJ (4.9%) were more likely to prefer reading medical
information in Spanish; p<0.001
o Staten Island (3.2%) and Queens (2.6%) were more likely to prefer reading medical information
in Chinese; p<0.001
o Brooklyn (1.4%) were more likely to prefer reading medical information in Russian; p<0.001
o The Bronx (16.1%) were more likely to report needing help reading medical information;
p<0.001
= Musculoskeletal conditions, such that respondents with lupus (26.9%) were more likely to report
needing help reading medical information; p<0.001
= Education level, such that respondents who had an elementary school education (55.6%) were more
likely to report needing help reading medical information; p<0.001
= Income, such that respondents with an annual household income of <$10,000 (29.5%) were more
likely to report needing help reading medical information; p<0.001

ACC sub-sample

Statistically significant associations were found between health literacy and:

= Age, such that respondents aged 80+ years (66.7%) were more likely to report needing help reading
medical information; p<0.01

= Education level, such that respondents who had an elementary school education (53.8%) were more
likely to report needing help reading medical information; p<0.001

Regional sub-sample
Statistically significant associations were found between health literacy and:
= Age, such that respondents aged <20 years (24.9%) and 20-39 years (22.6%) were more likely to
report needing help reading medical information; p<0.001
= Gender, such that respondents who identified as:
o Other gender (5.4%) and Female (4.3%) were more likely to prefer discussing medical
information in Spanish; p<0.01
o Other gender were more likely to prefer discussing medical information in Chinese (2.7%) and
Russian (5.4%); p<0.01
o Female (4.3%) were more likely to prefer reading medical information in Spanish; p<0.001
= Race, such that respondents who identified as American Indian/Alaska Native (25.7%; p<0.001),
Other Race (20.2%; p<0.001), and Black/African American (17.2%; p<0.001) were more likely to
report needing help reading medical information
= Ethnicity, such that respondents who identified as Hispanic/Latino (22.6%) were more likely to report
needing help reading medical information; p<0.001
= Geographic location, such that respondents living in:
o The Bronx (19.4%) and Queens (12.8%) were more likely to prefer discussing medical
information in Spanish; p<0.01
o Staten Island (12.5%) were more likely to prefer discussing medical information in Chinese;
p<0.01
o Brooklyn (3.6%) were more likely to prefer discussing medical information in Russian; p<0.01
o Queens (13.0%) and the Bronx (11.8%) were more likely to prefer reading medical information
in Spanish; p<0.01
o Staten Island (12.5%) were more likely to prefer reading medical information in Chinese; p<0.01
o Brooklyn (3.6%) were more likely to prefer reading medical information in Russian; p<0.01
o Florida (13.5%) and NJ (13.0%) more likely to report needing help reading medical information;
p<0.001
= Musculoskeletal conditions, such that respondents with lupus (28.7%) were more likely to report
needing help reading medical information; p<0.001
= Education level, such that respondents who had an elementary school education (34.6%) and never
attended school or only kindergarten (30.0%) were more likely to report needing help reading medical
information; p<0.001
= Income, such that respondents with an annual household income of <$10,000 (27.6%) and $10,000-
$14,999 (24.7%) were more likely to report needing help reading medical information; p<0.001
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Medically underserved sub-sample
Statistically significant associations were found between health literacy and:

Age, such that respondents aged <20 years (24.9%) and 20-39 years (22.6%) were more likely to
report needing help reading medical information; p<0.001
Gender, such that respondents who identified as:
o Female (6.6%) were more likely to prefer discussing medical information in Spanish; p<0.001
o Other gender were more likely to prefer discussing medical information in Chinese (10.9%),
Russian (4.3%), Arabic (4.3%), and Hebrew (2.2%); p<0.001
o Female (6.5%) were more likely to prefer reading medical information in Spanish; p<0.001
o Other gender were more likely to prefer reading medical information in Chinese (4.3%), Russian
(8.4%), and Arabic (6.5%); p<0.001
Race, such that respondents who identified as American Indian/Alaska Native (25.7%; p<0.001),
Other Race (20.2%; p<0.001), and Black/African American (17.2%; p<0.001) were more likely to
report needing help reading medical information
Ethnicity, such that respondents who identified as Hispanic/Latino (22.6%) were more likely to report
needing help reading medical information; p<0.001
Geographic location, such that respondents living in:
o Florida (8.6%) and NJ (8.4%) were more likely to prefer discussing medical information in
Spanish; p<0.001
o Staten Island (7.3%) were more likely to prefer discussing medical information in Chinese;
p=<0.001
o Westchester and surrounding counties (3.0%) were more likely to prefer discussing medical
information in Arabic; p<0.001
o Florida (2.6%) were more likely to prefer discussing medical information in Hebrew; p<0.001
o Florida (10.5%), NJ (8.5%) were more likely to prefer reading medical information in Spanish;
p<0.001
o Staten Island (5.5%) were more likely to prefer reading medical information in Chinese; p<0.001
o Florida (2.0%) were more likely to prefer reading medical information in Arabic; p<0.001
o Westchester and surrounding counties (1.5%) were more likely to prefer reading medical
information in Hebrew; p<0.001
o Florida (13.0%) and NJ (13.0%) more likely to report needing help reading medical information;
p=<0.001
Musculoskeletal conditions, such that respondents with lupus (28.7%) were more likely to report
needing help reading medical information; p<0.001
Education level, such that respondents who had an elementary school education (34.6%) and never
attended school or only kindergarten (30.0%) were more likely to report needing help reading medical
information; p<0.001
Income, such that respondents with an annual household income of <$10,000 (27.6%) and $10,000-
$14,999 (24.7%) were more likely to report needing help reading medical information; p<0.001
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E. Health Education

Across all samples, majority of respondents reported having not participated in a health education

program in the past 12 months (Table 31).

= ACC respondents (19.1%) were least likely to have participated in health education

Table 31. Participation in health education

ACC sub- Regional Medically
Participated in Health Education in Total sample sambple sub- Underserved
past 12 Months (n=18,245) (n=32 4) sample Sub-Sample
(n=6,739) (n=5,785)
Yes 29.8% 19.1% 33.0% 25.9%
No 70.2% 80.9% 67.0% 74.1%

Table 32 shows reasons why respondents did not participate in health education programs in the past 12
months. In all samples, the top three most reported reasons for not participating in health education were
‘did not know about the program’, ‘fear of COVID-19’, and ‘not sure where to go'.

17. Barriers to Health Education

Table 32. Reasons for not participating in health education programs

Eeals?‘nEsdfor N_ot P;rticipating in s-;;t::e Asca%;l::' Reso_:;l:gl_:al UrI:n(E;Isc:r!\I/?d
ealt ucation Programs (n=18,245) (n=344) : ::g:g;; | Sl(1n=§?7rgg)e
Did not know about the program 39.5% 63.9% 39.9% 29.7%
Fear of COVID-19 37.7% 31.2% 36.9% 41.7%
Not sure where to go 26.6% 24.3% 27.3% 32.9%
Lack to time 25.2% 15.3% 26.6% 23.6%
Scheduling conflicts 19.5% 14.4% 19.2% 18.8%
Lack of transportation 13.8% 9.9% 12.5% 19.9%
Could not afford it 13.5% 8.9% 12.6% 19.1%
Fear or mistrust of doctors 6.4% 1.0% 6.0% 8.6%
Language barriers 1.5% 3.0% 1.3% 1.8%
Cultural/religious barriers 1.2% 0.0% 1.0% 1.5%

Total sample

Statistically significant associations were found between health education and:

= Age, such that respondents aged:

o 80+ years (33.6%) and 60-79 years (32.5%) were more likely to report 'did not know about the
program' as a top reason; p<0.001
o 20-39 years (33.2%) and <20 years (32.5%) were more likely to report fear of COVID-19 as a

top reason; p<0.001

o <20 years (31.6%) and 20-39-years (29.9%) were more likely to report 'not sure where to go' as

a top reason; p<0.001

= Gender, such that respondents who identified as:
o Female (26.3%) were more likely to report 'did not know about the program' as a top reason;

p<0.001

o Other gender were more likely to report fear of COVID-19 (38.6%) and ‘not sure where to go’
(37.1%) as a top reason; p<0.001
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= Race, such that respondents who identified as:
o White (29.4%; p<0.001) were more likely to report 'did not know about the program' as a top
reason
o Asian (34.7%; p<0.001), Other race (31.9%; p<0.001), and Black/African American (31.8%;
p=<0.001) were more likely to report fear of COVID-19 as a top reason
o Asian (29.5%; p<0.001), Black/African American (25.1%; p<0.001), and American Indian/Alaska
Native (22.8%; p<0.01) were more likely to report 'not sure where to go' as a top reason
= Ethnicity, such that respondents who identified as:
o Non-Hispanic/Latino (26.8%) were more likely to report 'did not know about the program' as a
top reason; p<0.001
o Hispanic/Latino (32.9%) were more likely to report fear of COVID-19 (32.9%) and ‘not sure
where to go’ (25.6%) as top reasons; p<0.001
= Geographic location, such that respondents living in:
o Manhattan (32.0%), Westchester and surrounding counties (30.0%), and Staten Island (29.4%)
were more likely to report 'did not know about the program' as a top reason; p<0.001
o The Bronx (34.3%) were more likely to report fear of COVID-19 as a top reason; p<0.001
o Brooklyn (22.1%), the Bronx (21.2%) and New Jersey (20.0%) were more likely to report 'not
sure where to go' as a top reason; p<0.001
= Musculoskeletal conditions, such that respondents with:
o OP (31.4%) were more likely to report 'did not know about the program' as a top reason;
p<0.001
o Lupus were more likely to report fear of COVID-19 (32.2%) and ‘not sure where to go’ (26.7%)
as a top reason; p<0.001
= Education level, such that respondents who had:
o A postgraduate education (29.1%) and an elementary school education (27.1%) were more
likely to report 'did not know about the program' as a top reason; p<0.001
o Some high school education (33.7%) and a high school education (31.1%) were more likely to
report fear of COVID-19 as a top reason; p<0.001
o Some high school education (27.5%) and an elementary school education (27.1%) were more
likely to report 'not sure where to go' as a top reason; p<0.001
= Income, such that respondents with an annual household income of:
o $150,000-$249,999 (28.9%) and $200,000+ (27.0%) were more likely to report 'did not know
about the program' as a top reason; p<0.001
o $15,000-$24,999 (36.0%), <$10,000 (33.3%), and $25,000-$34,999 (33.2%) were more likely to
report fear of COVID-19 as a top reason; p<0.001
o $10,000-$14,999 (28.2%), $25,000-$34,999 (27.5%), and <$10,000 (26.8%) were more likely to
report 'not sure where to go' as a top reason; p<0.001

ACC sub-sample

Statistically significant associations were found between health education and:

= Ethnicity, such that respondents who identified as Hispanic/Latino (33.8%) were more likely to report
fear of COVID-19 as a top reason; p<0.001

Regional sub-sample
Statistically significant associations were found between health education and:
= Age, such that respondents aged:
o 60-79 years (32.1%) and 80+ years (31.6%) were more likely to report 'did not know about the
program' as a top reason; p<0.001
o 20-39 years (32.3%) and <20 years (27.8%) were more likely to report fear of COVID-19 as a
top reason; p<0.001
o <20 years (37.3%) and 20-39-years (31.1%) were more likely to report 'not sure where to go' as
a top reason; p<0.001
= Gender, such that respondents who identified as Other gender (33.3%) were more likely to report fear
of COVID-19 (33.3) and ‘not sure where to go’ (40.0%) as top reasons; p<0.01
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= Race, such that respondents who identified as:
o White (29.2%; p<0.001) were more likely to report 'did not know about the program' as a top
reason
o American Indian/Alaska Native (35.6%; p<0.01), Asian (35.0%; p<0.001) and Other race
(30.8%; p=<0.001) were more likely to report fear of COVID-19 as a top reason
o Asian (28.9%; p<0.001), American Indian/Alaska Native (28.7%; p<0.01), and Other race
(26.4%; p<0.001) were more likely to report 'not sure where to go' as a top reason
=  Ethnicity, such that respondents who identified as:
o Non-Hispanic/Latino (27.2%) were more likely to report 'did not know about the program' as a
top reason; p<0.001
o Hispanic/Latino (30.8%) were more likely to report fear of COVID-19 (30.8%) and ‘not sure
where to go’ (27.8%) as top reasons; p<0.001
= Geographic location, such that respondents living in:
o Westchester and surrounding counties (30.0%) were more likely to report 'did not know about
the program' as a top reason; p<0.001
o Florida (27.0%) and NJ (25.7%) were more likely to report fear of COVID-19 as a top reason;
p<0.001
o New Jersey (20.0%) were more likely to report 'not sure where to go' as a top reason; p<0.001
= Musculoskeletal conditions, such that respondents with:
o OP (31.8%), OA (30.9%) and fibromyalgia (29.2%) were more likely to report 'did not know
about the program' as a top reason; p<0.001
o Lupus (29.3%) and RA (29.2%) were more likely to report fear of COVID-19 as a top reason;
p<0.001
o Lupus (28.6%) were more likely to report 'not sure where to go' as a top reason; p<0.001
= Education level, such that respondents who had:
o Postgraduate education (29.1%) were more likely to report 'did not know about the program' as
a top reason; p<0.001
o An elementary school education (31.3%) and a high school education (29.1%) were more likely
to report fear of COVID-19 as a top reason; p<0.001
o Never attended school or only kindergarten (33.3%) and some high school education (30.8%)
were more likely to report 'not sure where to go' as a top reason; p<0.001
= Income, such that respondents with an annual household income of:
o $150,000-$249,999 (29.5%) and $200,000+ (26.1%) were more likely to report 'did not know
about the program' as a top reason; p<0.001
o $10,000-$14,999 (36.4%), $15,000-$24,999 (36.1%), <$10,000 (34.2%) were more likely to
report fear of COVID-19 as a top reason; p<0.001
o <$10,000 (32.2%) were more likely to report 'not sure where to go' as a top reason; p<0.001

Medically underserved sub-sample
Statistically significant associations were found between health education and:
= Age, such that respondents aged:
o 80+ years (34.8%) and 60-79 years (33.6%) were more likely to report 'did not know about the
program' as a top reason; p<0.001
o <20 years (35.3%) and 20-39 years (34.4%) were more likely to report fear of COVID-19 as a
top reason; p<0.001
o <20 years (32.3%) and 20-39-years (29.8%) were more likely to report 'not sure where to go' as
a top reason; p<0.001
= Gender, such that respondents who identified as:
o Female (22.7%) were more likely to report 'did not know about the program' as a top reason;
p<0.001
o Other gender (52.9%) were more likely to report 'not sure where to go' as a top reason; p<0.01
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Race, such that respondents who identified as:
o White (26.9%; p<0.001) were more likely to report 'did not know about the program' as a top
reason
o Asian (34.4%; p<0.05) and Black/African American (33.5%; p<0.001) were more likely to report
fear of COVID-19 as a top reason
o Asian (34.1%; p<0.001) and Black/African American (27.2%; p<0.001) were more likely to report
'not sure where to go' as a top reason
Ethnicity, such that respondents who identified as:
o Non-Hispanic/Latino (22.5%) were more likely to report 'did not know about the program' as a
top reason; p<0.001
o Hispanic/Latino (36.0%) were more likely to report fear of COVID-19 as a top reason; p<0.001
o Hispanic/Latino (26.4%) were more likely to report 'not sure where to go' as a top reason;
p<0.001
Geographic location, such that respondents living in:
o Staten Island (30.8%), Manhattan (30.1%), and Westchester and surrounding counties (25.3%)
were more likely to report 'did not know about the program' as a top reason; p<0.001
o The Bronx (34.8%), Queens (33.0%), and NJ (32.3%) were more likely to report fear of COVID-
19 as a top reason; p<0.001
o Staten Island (36.5%) were more likely to report 'not sure where to go' as a top reason; p<0.001
Musculoskeletal conditions, such that respondents with:
o OA (31.8%) and OP (29.6%) were more likely to report 'did not know about the program' as a
top reason; p<0.001
o Lupus were more likely to report fear of COVID-19 (40.8%) and ‘not sure where to go’ (31.5%)
as top reasons; p<0.001
Education level, such that respondents who had:
o An elementary school education (31.9%) and postgraduate education (29.9%) were more likely
to report 'did not know about the program' as a top reason; p<0.001
o Some high school education (34.1%), some college education (33.9%) and a high school
education (33.7%) were more likely to report fear of COVID-19 as a top reason; p<0.001
o A high school education (29.4%) and an elementary school education (27.7%) were more likely
to report 'not sure where to go' as a top reason; p<0.001
Income, such that respondents with an annual household income of:
o $200,000+ (31.2%) and $150,000-$249,999 (25.6%) were more likely to report 'did not know
about the program' as a top reason; p<0.001
o $15,000-$24,999 (38.0%) were more likely to report fear of COVID-19 as a top reason; p<0.001
o $10,000-$14,999 (31.3%), $15,000-$24,999 (28.0%) and <$10,000 (27.2%) were more likely to
report 'not sure where to go' as a top reason; p<0.001
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18. Health Education Scheduling

Across all samples, weekday mornings and afternoons were the most popular times for participating in
health education programs (Table 33).

Table 33. Preferred times for health education programs

) Regional Medically
Times Total sample A;?:T: sub- Underserved
(n=18,245) (n=32 4) sample sub-sample
(n=6,739) (n=5,785)
Weekday morning 44.9% 41.3% 45.6% 43.9%
Weekday afternoon 41.8% 42.3% 39.0% 45.1%
Weekday evening 25.5% 18.4% 27.4% 24.8%
Weekend morning 38.2% 25.9% 41.2% 39.3%
Weekend afternoon 38.0% 30.3% 36.9% 44 .8%
Weekend evening 14.0% 10.4% 14.2% 17.3%

19. Health Education Activities of Interest

Table 34 shows respondents’ health education activities of interest. Virtual activities and exercise classes
were the top activities of interest across all samples.

Table 34. Health education activities of interest

ACC sub- Regional Medically
. . Total sample sub- Underserved
Health Education Activities _ sample
(n=18,245) (n=344) sample sub-sample
(n=6,739) (n=5,785)
Virtual exercise classes 41.4% 34.0% 42.1% 41.0%
Virtual lectures 34.2% 26.5% 34.7% 30.6%
On-demand videos 33.1% 28.5% 34.7% 30.2%
Onsite exercise classes 31.3% 38.7% 28.9% 33.1%
Podcasts 20.5% 13.8% 21.6% 20.0%
Virtual workshops 18.8% 18.6% 18.0% 20.5%
None of the above 17.3% 19.4% 18.7% 15.1%
Support groups 17.0% 25.3% 16.2% 19.5%
Onsite lectures 15.6% 15.8% 13.8% 15.2%
Onsite workshops 15.0% 21.7% 13.8% 16.8%
Social media posts 15.0% 11.1% 15.4% 19.3%
Conference calls 7.8% 10.3% 7.4% 9.8%
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Total sample
Statistically significant associations were found between health education and:
= Age, such that respondents aged:
o 20-39 years (44.6%) and 40-59 years (41.0%) were more likely to be interested in virtual
exercise classes; p<0.001
o 40-59 years (20.8%) and 20-39 years (19.7%) were more likely to be interested in virtual
workshops; p<0.001
o 40-59 years (36.2%) and 60-79 years (34.5%) were more likely to be interested in on-demand
videos; p<0.001
= Gender, such that respondents who identified as female were more likely to be interested in virtual
exercise classes (44.1%), virtual lectures (34.7%), and on-demand videos (32.9%); p<0.001
= Race, such that respondents who identified as:
o American Indian/Alaska Native (47.3%; p<0.01), Asian (46.6%; p<0.001), and Black/African
American (45.3%; p<0.001) were more likely to be interested in virtual exercise classes
o White (35.3%; p<0.001) were more likely to be interested in virtual lectures
o Asian (34.4%; p<0.05), White (33.3%; p<0.001), and American Indian/Alaska Native (24.9%;
p<0.05) were more likely to be interested in on-demand videos
= Ethnicity, such that respondents who identified as non-Hispanic/Latino were more likely to be
interested in virtual lectures (34.1%) and on-demand videos (33.2%); p<0.001
=  Geographic location, such that respondents living in:
o NJ (43.9%), Brooklyn (42.9%) and the Bronx (41.5%) were more likely to be interested in virtual
exercise classes; p<0.01
o Westchester and surrounding counties (36.6%) were more likely to be interested in on-demand
videos; p<0.001
= Musculoskeletal conditions, such that respondents with:
o Lupus (48.4%) were more likely to be interested in virtual exercise classes (48.4%) and virtual
lectures (44.5%); p<0.001
o Fibromyalgia (37.5%) were more likely to be interested in on-demand videos; p<0.001
= Education level, such that respondents who had:
o A postgraduate education (45.0%) and college education (42.9%) were more likely to be
interested in virtual exercise classes; p<0.001
o A postgraduate education (40.3%) were more likely to be interested in on-demand videos;
p<0.001
= Income, such that respondents with an annual household income of:
o $100,000-$149,999 (44.7%) and $75,000-$99,999 (44.1%) were more likely to be interested in
virtual exercise classes; p<0.001
o $200,000+ (39.8%) and $150,000-$249,999 (38.6%) were more likely to be interested in virtual
lectures; p<0.001
o $200,000+(40.6%) and $150,000-$249,999 (38.6%) were more likely to be interested in on-
demand videos; p<0.001

ACC sub-sample

Statistically significant associations were found between health education and:

= Gender, such that respondents who identified as Female (36.9%) were more likely to be interested in
virtual exercise classes; p<0.01

= Race, such that respondents who identified as Black/African American were more likely to be
interested in onsite exercise classes (48.1%; p<0.001) and virtual exercise classes (39.2%; p<0.01)
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Regional sub-sample
Statistically significant associations were found between health education and:
= Age, such that respondents aged:
o 20-39 years (45.6%) and 40-59 years (42.6%) were more likely to be interested in virtual
exercise classes; p<0.001
o 40-59 years (38.9%), 60-79 years (35.3%), and <20 years (34.9%) were more likely to be
interested in on-demand videos; p<0.001
o 60-79 years (37.0%) and 40-59 years (35.2%) were more likely to be interested in virtual
lectures; p<0.001
=  Gender, such that respondents who identified as Female were more likely to be interested in virtual
exercise classes (46.6%; p<0.001) and virtual lectures (35.2%; p<0.01)
= Race, such that respondents who identified as:
o Asian (51.3%; p<0.001), Black/African American (45.6%; p<0.001) were more likely to be
interested in virtual exercise classes
o White were more likely to be interested in on-demand videos (34.5%; p<0.05) and virtual
lectures (35.3%; p<0.001)
=  Ethnicity, such that respondents who identified as non-Hispanic/Latino were more likely to be
interested in on-demand videos (34.6%) and virtual lectures (34.7%); p<0.001
= Geographic location, such that respondents living in:
o NJ (43.9%) were more likely to be interested in virtual exercise classes; p<0.001
o Westchester and surrounding counties (36.6%) and Connecticut (35.3%) were more likely to be
interested in on-demand videos; p<0.05
= Musculoskeletal conditions, such that respondents with:
o Lupus (52.9%) were more likely to be interested in virtual exercise classes; p<0.001
o Fibromyalgia (39.9%) and OA (38.7%) were more likely to be interested in on-demand videos;
p<0.001
o Lupus (45.0%) and OP (42.3%) were more likely to be interested in virtual lectures; p<0.001
= Education level, such that respondents who had:
o A postgraduate education (46.0%) and college education (44.8%) were more likely to be
interested in virtual exercise classes; p<0.001
o A postgraduate education (40.8%) and a college education (37.6%) were more likely to be
interested in on-demand videos; p<0.001
o A postgraduate education (44.8%) were more likely to be interested in virtual lectures; p<0.001
= Income, such that respondents with an annual household income of:
o $100,000-$149,999 (47.0%), $150,000-$249,999 (43.8%) and $75,000-$99,999 (43.7%) were
more likely to be interested in virtual exercise classes; p<0.001
o $200,000+ (41.2%), $150,000-$249,999 (38.1%) and $100,000-$149,999 (38.0%) were more
likely to be interested in on-demand videos; p<0.001
o $200,000+ (38.9%), $150,000-$249,999 (38.8%) and $100,000-$149,999 (37.3%) were more
likely to be interested in virtual lectures; p<0.001

Medically underserved sub-sample
Statistically significant associations were found between health education and:
= Age, such that respondents aged:
o 20-39 years (43.4%) were more likely to be interested in virtual exercise classes; p<0.001
o 40-59 years (18.7%) and 60-79 years (16.6%) were more likely to be interested in onsite
workshops; p<0.05
o 60-79 years (35.2%) were more likely to be interested in virtual lectures; p<0.001
= Gender, such that respondents who identified as:
o Female (43.9%) and Other gender (41.2%) were more likely to be interested in virtual exercise
classes; p<0.001
o Other gender (41.2%) were more likely to be interested in virtual lectures; p<0.05
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Race, such that respondents who identified as:
o American Indian/Alaska Native (51.5%; p<0.01), Asian (45.8%; p<0.01), and Black/African
American (45.0%; p<0.001) were more likely to be interested in virtual exercise classes
o Black/African American (35.3%; p<0.001) were more likely to be interested in onsite exercise
classes
o Asian (36.0%; p<0.01) and White (32.5%; p<0.001) were more likely to be interested in virtual
lectures
Ethnicity, such that respondents who identified as non-Hispanic/Latino (30.9%) were more likely to be
interested in virtual lectures; p<0.001
Geographic location, such that respondents living in:
o NJ (43.6%), Brooklyn (43.5%) and Staten Island (42.3%) were more likely to be interested in
virtual exercise classes; p<0.05
o Manhattan (35.8%) and Brooklyn (33.5%) were more likely to be interested in virtual lectures;
p<0.001
Musculoskeletal conditions, such that respondents with lupus were more likely to be interested in
virtual exercise classes (48.9%; p<0.05) and virtual lectures (44.0%; p<0.001)
Education level, such that respondents who had:
o A college education (45.3%) and postgraduate education (43.9%) were more likely to be
interested in virtual exercise classes; p<0.001
o An elementary school education (36.2%) and some college education (36.2%) were more likely
to be interested in onsite exercise classes; p<0.01
o Postgraduate education (44.6%) were more likely to be interested in virtual lectures; p<0.001
Income, such that respondents with an annual household income of:
o $75,000-$99,999 (49.9%) and $35,000-$49,999 (47.2%) were more likely to be interested in
virtual exercise classes; p<0.001
o $75,000-$99,999 (36.5%), $50,000-$74,999 (36.0%), and $35,000-$49,999 (35.8%) were more
likely to be interested in onsite exercise classes; p<0.01
o $200,000+ (46.2%) were more likely to be interested in virtual lectures; p<0.001
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20. Health Education Topics of Interest

Respondents were asked about various health topics of interest (Table 35). Exercise and healthy eating

were the most popular health education topic across all samples.

= Among total, regional, and medically underserved respondents, ‘dealing with stress, anxiety, and
depression’ was a top topic of interest

=  Among ACC respondents, ‘managing my chronic condition’ was a top topic of interest

Table 35. Health education topics of interest

Total ACC Regional Medically

. . sub- sub- Underserved
Health Education Topics (ns:'rgglzs) sample | sample | sub-sample

(n=344) | (n=6,739) | (n=5,785)

Exercise 56.3% 51.5% 56.3% 57.9%
Healthy eating 44.7% 43.1% 46.5% 51.4%
Dealing with stress, anxiety, and depression 39.6% 40.8% 39.6% 45.2%
Managing my chronic condition 32.9% 49.2% 32.3% 31.0%
Supporting a healthy lifestyle 30.8% 30.5% 31.3% 34.0%
Ways to improve mobility 29.4% 40.1% 27.9% 26.2%
Pain management 26.9% 37.8% 26.8% 26.6%
Complementary treatments 26.2% 27.9% 26.6% 22.6%
Injury prevention 18.6% 16.0% 16.9% 16.4%
Use of technology to manage health 11.4% 9.9% 11.8% 9.6%
COoVID-19 8.0% 1.9% 8.2% 8.6%

Asking questions about things | don't

0, 0, 0, 0,

understand about my treatment 7.9% 11.8% 7-6% 7.8%
Sexual health 6.9% 4.2% 7.9% 8.3%
E:gsia:’ré?g questions for my healthcare 6.5% 10.3% 6.2% 6.7%
Medication management 6.1% 3.8% 5.5% 7.9%
Discussing pezrsonal problems that may be 5.8% 9.9% 5.7% 7.9,
related to my illness

Managing my child's health 4.7% 3.8% 5.2% 6.9%

Total sample
Statistically significant associations were found between health education and:
=  Age, such that respondents aged:
o 20-39 years (63.6%) and <20 years (62.6%) were more likely to be interested in exercise;
p<0.001
o 20-39 years (59.7%) and <20 years (58.5%) were more likely to be interested in healthy eating;
p<0.001
o <20 years (57.6%) were more likely to be interested in 'dealing with stress, anxiety and
depression'; p<0.001
=  Gender, such that respondents who identified as:
o Male (53.8%) were more likely to be interested in exercise; p<0.05
o Other gender were more likely to be interested in healthy eating (51.4%; p<0.05) and 'dealing
with stress, anxiety and depression' (58.6%; p<0.001)
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Race, such that respondents who identified as:
o Black/African American (62.7%; p<0.001), Asian (61.8%; p<0.001), and American Indian/Alaska
Native (60.6%; p<0.01) were more likely to be interested in exercise
o Black/African American (57.2%; p<0.001), Asian (52.9; p<0.001), and Other race (51.9%;
p<0.001) were more likely to be interested in healthy eating
o Black/African American (46.1%; p<0.001), Other race (44.4%; p<0.001), and Asian (42.2%;
p<0.001) were more likely to be interested in 'dealing with stress, anxiety and depression’
Ethnicity, such that respondents who identified as Hispanic/Latino (60.2%) were more likely to be
interested in exercise (60.2%), healthy eating (57.0%), and ‘dealing with stress, anxiety, and
depression (47.3%); p<0.001
Geographic location, such that respondents living in:
o Brooklyn (57.4%), Queens (56.8%), and NJ (55.9%) were more likely to be interested in
exercise; p<0.001
o The Bronx (52.8%) and NJ (50.0%) were more likely to be interested in healthy eating; p<0.001
o The Bronx (45.5%) were more likely to be interested in 'dealing with stress, anxiety and
depression'; p<0.001
Musculoskeletal conditions, such that respondents with:
o Some other form of arthritis (48.1%), lupus (47.4%), and chronic pain (47.1%) were more likely
to be interested in exercise; p<0.001
o Lupus (43.5%) were more likely to be interested in healthy eating; p<0.001
o Fibromyalgia (43.7%) were more likely to be interested in 'dealing with stress, anxiety and
depression'; p<0.001
Education level, such that respondents who had:
o Some high school education (56.9%), a high school education (54.8%), and some college
education (54.5%) were more likely to be interested in exercise; p<0.001
o Some high school education (60.4%) were more likely to be interested in healthy eating;
p<0.001
o Some high school (43.7%), a high school education (43.4%), and some college education
(42.0%) were more likely to be interested in 'dealing with stress, anxiety and depression’;
p<0.001
Income, such that respondents with an annual household income of:
o $10,000-$14,999 (58.4%), $35,000-$49,999 (58.2%) and $50,000-$74,999 (57.6%) were more
likely to be interested in exercise; p<0.001
o $10,000-$14,999 (55.8%), $25,000-$34,999 (54.2%), and <$10,000 (54.1%) were more likely to
be interested in healthy eating; p<0.001
o $15,000-$24,999 (49.3%), $25,000-$34,999 (47.0%) and <$10,000 (47.0%) were more likely to
be interested in 'dealing with stress, anxiety and depression'; p<0.001

ACC sub-sample
Statistically significant associations were found between health education and:

Age, such that respondents aged 20-39 years (55.6%) were more likely to be interested in 'dealing
with stress, anxiety and depression'; p<0.05

Musculoskeletal conditions, such that respondents with fibromyalgia (78.9%) and lupus (73.7%) were
more likely to be interested in 'managing my chronic condition'; p<0.001

Regional sub-sample
Statistically significant associations were found between health education and:

Age, such that respondents aged:
o <20 years (69.8%) and 20-39 years (63.9%) were more likely to be interested in exercise;
p<0.001
o <20 years (63.5%) and 20-39 years (63.5%) were more likely to be interested in healthy eating;
p<0.001
o <20 years (61.9%) were more likely to be interested in 'dealing with stress, anxiety and
depression'; p<0.001
Gender, such that respondents who identified as Other gender (80.0%) were more likely to be
interested in 'dealing with stress, anxiety and depression'; p<0.001
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= Race, such that respondents who identified as:
o Black/African American (64.7%; p<0.001) and Asian (67.6%; p<0.001) were more likely to be
interested in exercise
o Black/African American (60.1%; p<0.001), Asian (58.0; p<0.001), Other race (55.7%; p<0.001)
were more likely to be interested in healthy eating
o Black/African American (47.9%; p<0.001), Other race (47.5%; p<0.001), and Asian (44.9%;
p<0.001) were more likely to be interested in 'dealing with stress, anxiety and depression'
= Ethnicity, such that respondents who identified as Hispanic/Latino (60.2%) were more likely to be
interested in exercise (61.5%), healthy eating (60.6%), and ‘dealing with stress, anxiety, and
depression (49.1%); p<0.001
= Geographic location, such that respondents living in:
o NJ (55.9%) were more likely to be interested in exercise; p<0.01
o NJ (50.0%) were more likely to be interested in healthy eating; p<0.001
o NJ (40.6%) and Connecticut (38.6%) were more likely to be interested in 'dealing with stress,
anxiety and depression'; p<0.001
= Musculoskeletal conditions, such that respondents with:
o Some other form of arthritis (49.8%) were more likely to be interested in exercise; p<0.001
o Chronic pain (43.1%) and lupus (42.9%) were more likely to be interested in healthy eating;
p=<0.001
o Chronic pain (43.8%) were more likely to be interested in 'dealing with stress, anxiety and
depression'; p<0.001
= Education level, such that respondents who had:
o Some high school education (59.0%) were more likely to be interested in healthy eating;
p<0.001
o Never attended school or only kindergarten (50.0%) were more likely to be interested in 'dealing
with stress, anxiety and depression'; p<0.001
o A postgraduate education (33.3%), an elementary school education (31.3%), and a college
education (30.7%) were more likely to be interested in 'managing my chronic condition'; p<0.001
= |ncome, such that respondents with an annual household income of:
o $10,000-$14,999 (63.1%), <$10,000 (59.3%) and $35,000-$49,999 (58.2%) were more likely to
be interested in exercise; p<0.001
o <$10,000 (64.2%) and $15,000-$24,999 (61.5%) were more likely to be interested in healthy
eating; p<0.001
o $15,000-$24,999 (54.3%) and $25,000-$34,999 (51.9%) were more likely to be interested in
'dealing with stress, anxiety and depression'; p<0.001

Medically underserved sub-sample
Statistically significant associations were found between health education and:
= Age, such that respondents aged:
o 20-39 years (62.6%) and <20 years (59.9%) were more likely to be interested in exercise;
p<0.001
o 20-39 years (59.4%) and <20 years (56.3%) were more likely to be interested in healthy eating;
p<0.001
o <20 years (55.7%) were more likely to be interested in 'dealing with stress, anxiety and
depression'; p<0.001
=  Gender, such that respondents who identified as Other gender (76.5%) were more likely to be
interested in 'dealing with stress, anxiety and depression'; p<0.001
= Race, such that respondents who identified as:
o Black/African American (61.5%; p<0.001) and Asian (60.4%; p<0.05) were more likely to be
interested in exercise
o American Indian/Alaska Native (58.1%; p<0.05), Black/African American (57.8%; p<0.001), and
Other race (56.6%; p<0.001) were more likely to be interested in healthy eating
o Black/African American (47.7%; p<0.001) and Other race (48.5%; p<0.05) were more likely to
be interested in 'dealing with stress, anxiety and depression'

ﬁ Appendix B: Detailed key findings report of the community survey | 124



Ethnicity, such that respondents who identified as Hispanic/Latino (59.6%) were more likely to be
interested in exercise (58.2%), healthy eating (50.4%), and ‘dealing with stress, anxiety, and
depression (49.1%); p<0.001
Geographic location, such that respondents living in:
o New Jersey (60.3%), Florida (60.2%) and Westchester and surrounding counties (57.1%) were
more likely to be interested in exercise; p<0.05
o Florida (59.3%) and New Jersey (59.1%) were more likely to be interested in healthy eating;
p<0.001
o Connecticut (46.8%), The Bronx (46.1%), and Florida (46.0%) were more likely to be interested
in 'dealing with stress, anxiety and depression'; p<0.001
Musculoskeletal conditions, such that respondents with:
o Some other form of arthritis (53.2%), chronic pain (52.0%) and lupus (51.1%) were more likely
to be interested in exercise; p<0.001
o Lupus (51.1%) were more likely to be interested in healthy eating; p<0.001
o Fibromyalgia (47.0%), chronic pain (46.9%), and lupus (45.7%) were more likely to be
interested in 'dealing with stress, anxiety and depression'; p<0.001
Education level, such that respondents who had:
o Some college education (59.3%), a high school education (57.3%), and some high school
education (56.8%) were more likely to be interested in exercise; p<0.001
o Some high school education (62.5%) were more likely to be interested in healthy eating;
p=<0.001
o Some college education (48.7%) and a high school education (47.7%) were more likely to be
interested in 'dealing with stress, anxiety and depression'; p<0.001
Income, such that respondents with an annual household income of:
o $75,000-$99,999 (61.7%), $10,000-$14,999 (60.9%), $50,000-$74,999 (59.3%) were more
likely to be interested in exercise; p<0.001
o $10,000-$14,999 (58.0%), <$10,000 (56.8%), and $25,000-$34,999 (56.8%) were more likely to
be interested in healthy eating; p<0.001
o $15,000-$24,999 (53.0%) were more likely to be interested in 'dealing with stress, anxiety and
depression'; p<0.001
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Appendix C: Key informant interview script

2022 CHNA Key Informant Interview Script

INTRO

Hello (name of community partner), thank you for joining me for today’s conversation!

Before we begin, | would like to introduce myself again and provide some background on what we are
doing today. My name is (your name) and this (notetaker), and we are from Hospital for Special Surgery.
HSS is a leader in musculoskeletal health and orthopedics. As part of our commitment to improving the
health of the diverse communities we serve, we conduct a Community Health Needs Assessment every
three years. This assessment helps guide the development of programs and services that meet the
community’s specific health needs.

Today'’s interview is part of our 2022 assessment. We have reached out to you, to learn more about the
muscle, bone, and joint health of your community because you are a trusted and valued community
partner. This information will complement the CHNA survey that is administered to community members.
Today’s session will last approximately 30 minutes. | will ask questions about your community’s needs, as
it relates to muscle, bone, and joint health. (Notetaker) will be taking notes on what you have shared.

QUESTIONS

1. To start off, please describe the population you serve, including your community’s age,
race, ethnicity, gender, geography, income level etc.
a. Probe: What disparities is your organization focused on addressing?

2. What are the most pressing muscle, bone, and joint health issues facing your community?
a. Probe: Are there specific groups affected by these issues? If so, which ones?

3. Can you tell me about some specific barriers to improving the muscle, bone, and joint
health of your community?
a. Probe: What factors impact your community’s overall well-being and musculoskeletal
health?
b. Probe: In what ways have your community members experienced these barriers?
c. Probe: What barriers are faced by underserved or vulnerable groups?

4. What specific strategies (for example: access to healthcare, community programs, social
support, language-specific resources) can we implement to support your community in
improving their muscle, bone, and joint health?

a. Probe: Does everyone have equal access to these strategies? Can you please explain?
b. Probe: Which strategies are the most challenging to implement? Why?
c. Probe: What strategies can we use to target underserved or vulnerable groups?

5. How can we provide more awareness in your community around preventing muscle, bone,
and joint health conditions?
a. Probe: What tailored strategies can we use to raise awareness in underserved and
vulnerable groups?

ﬁ Appendix C: Key informant interview script | 126



6. What specific partnerships can HSS build to address the muscle, bone, and joint health
needs of your community?
a. Probe: Are there specific groups or organizations that we should work with in your
community? If yes, which ones? How?
b. Probe: How can these partnerships most effectively address the community’s health
needs?

7. Do you have anything else you would like to share?

CLOSING

Thank you for taking the time to speaking with me! | appreciate your insights into your community’s
health. As mentioned earlier, the information you shared today will help us develop and improve our
programs and services. We will also use this information to generate a report outlining the community’s
specific health needs. Once the report has been compiled, we will share it back to the community and to
our community partners. We will be in touch over the next month regarding virtual forums, which are held
to engage the public in the needs assessment process. During these forums, we will share the results of
the assessment with your community, providing the opportunity to rank the health needs most important
to them.

If you have any questions after today, please do not hesitate to contact me. Thank you again for your
time.
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Appendix D: Detailed key findings of key informant interviews

Community Partners Key Informant Interviews Key
Findings Report

Methodology

In assessing the needs of HSS’ community, key informant interviews were virtually conducted

in English with 22 community partners. These interviews were conducted over a 4-week time frame
(January 18 — February 11, 2022) exploring several areas which include: (1) socio-demographic
characteristics of the population served, (2) significant muscle, bone, and joint health issues, (3) barriers
to improving muscle, bone, and joint health, (4) specific strategies for improving muscle, bone, and joint
health, (4) ways to increase awareness around preventing muscle, bone, and joint health conditions, and
(5) specific partnerships to address muscle, bone, and joint health needs. Community partners that
interviewed are listed in the table below.

S/IN Community Partner Representative(s)

1. 305 West End Assisted Living Melissa Sheehan

2. . - Analisa Martinez;
Americares Free Clinics .

Muguette Maignan

3 Arthritis Foundation Nancy Sorbella

4 Carter Burden Network Dozene Guishard

5. Concerned Home Managers for the Elderly (COHME) Laura Radensky

6. Creaky Joints (Global Healthy Living Foundation) Daniel Hernandez

7 DOROT Inc Jackie Pykon

8 Good Neighbors of Park Slope Andi Peretz

9. Gray Panthers Michelle Arnot

10. | lvy Rehabilitation Network Michael Mozia

11. | Lupus Foundation of America Sue Gloor

12. | Lupus Foundation of America Karen Ng

13. | Lupus Research Alliance Diane Gross

14. | Mount Sinai Hospital Leslie Kerr

15. | New York City Department of Health and Mental Hygiene Ana Gallego

16. | New York Presbyterian-Columbia University Hospital Lisa Imundo

17. | New York Presbyterian Hospital/Weill Cornell Medical Center Ana Garcia

18. | Spondylitis Association of America Elin Aslayan

19. | Visiting Nurse Service of New York Teresa Lin

20. | Weill Cornell Clinical and Translational Science Center Jeff Zhu

21. | Weill Cornell Clinical and Translational Science Center Lula Mae Phillips

22. | Y-YW/YMHA Ann Votaw

Data Analysis

An inductive approach was used to conduct thematic analysis. A team of four HSS staff, external to the
interviews, reviewed transcripts and conducted independent coding to develop validity and reliability of
the data, as well as ensure integrity, consistency, and agreement between reviewers. The group
discussed differences in code interpretations and developed a set of unifying themes.
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Results

This report provides a summary of the key informant discussions including key themes and select
comments. In this report, key informants from community organizations are referred to as interviewees.

Socio-demographic characteristics of the community

Interviewees were asked to describe the socio-demographic characteristics of the communities they
serve. Racially and ethnically diverse communities, older adults and females emerged as the top socio-
demographic groups. For socioeconomic status, both extremes i.e., low-income/underserved as well as
wealthy/affluent populations emerged as themes. In terms of geographic location, interviewees noted that
they serve community members living in the five boroughs of New York City specifically in medically
underserved areas, Westchester, NY, and Connecticut.

Significant muscle, bone, and joint health issues

= Musculoskeletal and rheumatological conditions: Conditions such as Arthritis, Osteoarthritis,
Osteoporosis, Lupus, Rheumatoid Arthritis, Vasculitis, and Gout emerged as significant
musculoskeletal health issues. Interviewees pointed out that many community members are
experiencing spinal stenosis and Spondyloarthritis which mainly impacts the larger joints i.e., the
spine, neck, and lower back. Other musculoskeletal health needs highlighted were shoulder, wrist,
knee, hip, neck, hip, and hand issues. Interviewees also noted that sports injuries are prevalent
among the younger population. Below are some specific quotes from interviewees:
o “Regarding other barriers such as certain conditions affecting the community - Arthritis talks
have been among the most popular”
o “We see a tremendous amount of patients with Lupus and RA”
o We see a lot of knee arthritis in our older population and our younger population mostly
sports injuries but it's mostly knee things more than anything else.”
o “About half of the people with a form of the disease called ankylosing spondylitis will have
arthritis at some point, psoriasis is also one of the kinds of telltale signs it can occur in some
people with broader arthritis”

= Pain and pain management: Interviewees agreed that the use of opioids to manage pain is one of
the greatest health issues community members are facing. There was also emphasis that low to
middle-income earners working blue-collar jobs experience increased neck and back pain.
Furthermore, there was consensus among interviewees about community members working from
home experiencing spinal pain. See below for specific quotes from interviewees:

o “The biggest thing is the lower back, neck, knees...We're like a middle-class community so a
lot of our jobs are more blue-collar jobs...they're more labor-intensive."

@ “l would say pain management. Many of our members often mention that they have back
pain, lower back pain most of the time whether from the occupation that they used to have
either sitting too long and a lot of the buildings in the Chinatown area are walkup buildings.”

o “Pain management | think is an area of concern among the Chinese community and again it
may be due to osteoporosis. That is one thing | hear a lot about from our population”

o “And then | have other people who are also just in pain, saying, ‘this hurts, that hurts’ - again
I'm not an expert.”
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Falls and lack of balance: Interviewees agreed that fall prevention should be a priority given the
increased number of falls encountered among community members. Interviewees further emphasized
the need to address this issue in older adults, and the importance of having access to ongoing
physical therapy for this target audience. In addition, there was shared concern among interviewees
about the lack of physical therapists for their constituents resulting in the inability to manage their
condition and prevent falls. See below for specific quotes from interviewees:

o “We would also place a strong emphasis on older adults because that's where falls start
becoming more of an issue...There needs to be a lot of strength training and a lot of
emphasis on nutrition, and balance to prevent the fall in the first place."

o “There needs to be special training for peoples' bodies when they get older, which might be
PT. | don't think there should be limits on it. It's something they always need. Whereas a
young person might recover and heal, a lot of conditions of older people don't really heal and
might be maintained, and when you take away the PT, they go backward.”

o "l think there are problems with getting enough PT or ongoing PT. The limits on it, | think, are
unreasonable."

Lack of healthy lifestyle: There was consensus among interviewees that the pandemic prevented
activities of daily living resulting in poor eating habits and physical inactivity. Interviewees further
agreed that the pandemic also exacerbated mobility issues leading to the deterioration of muscle,
bone, and joint health. Sedentary lifestyle among the younger population leading to increased screen
time was also a concern among interviewees. See below for specific quotes from interviewees:
o "We have an interest in supporting people in active healthy lifestyles generally”
@ “Urban kids are experiencing being home in front of screens all day and their schools no
longer offer sports activities”
o "We have a lot of mobility concerns with our residents. A lot of our residents are wheelchair-
bound."
o “We're also seeing back issues, which might be because of the pandemic and because
people are less mobile, as they're not going out as much. There might be some deterioration
there”

Lack of education and awareness: There was consensus among interviewees that there is a lack of
valuable content with fact-based information. Interviewees also shared their concern about
misinformation and misconceptions regarding certain musculoskeletal conditions such as Lupus and
Fibromyalgia as well as the role of rheumatologists. Interviewees further noted that there are
significant health disparities among diverse communities due to the lack of educational resources in
different languages. In addition, interviewees highlighted concerns regarding occupational risk
exposure, especially in marginalized populations, and the lack of education and worksite wellness
programs. Below are specific quotes from interviewees:

o “Misinformation in general about COVID related to arthritis conditions. The vaccines. Mask
wearing. Drugs and medicines available.”

o “Less so on disease, but more issues like falls prevention, osteoporosis, osteopenia- the
main issue is the communities have a lack of knowledge about these diseases. They may
have bone issues, but they don't know what to call it”

o “Because of the lack of education, there are misunderstandings and misconceptions about
having Lupus, so this can also lead to, kind of, lack of family support, lack of understanding of
what it means to properly take care of oneself.”

o “The other thing is occupational risk exposure, so worksite wellness programs, policies are
very important...the people who have higher risks are the people who are the most
marginalized.”
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Barriers to improving muscle, bone, and joint health

= Access to care: Interviewees agreed that the greatest barriers to accessing care among community
members are lack of transportation and its cost, language barriers, and difficulty making
appointments. Several issues around the cost of healthcare were identified as barriers, such as lack
of health insurance, changes in jobs since the pandemic, the cost of copayments and medications,
and poverty. Interviewees also pointed out that the increased use of technology has been a barrier to
healthcare because most older adults don’t have access to technology or encounter challenges using
technology to participate in online programs or telehealth services. Interviewees also shared that
mental health issues are more prevalent in the younger population, and there is a lack of access to
mental health services within this target audience. Below are specific quotes from interviewees:

o “Alot of people walk here and then use public transportation, so between lack of accessibility
to having a vehicle, access to medication and access to care.”

o “NYC is a wonderful example of the [preeminent hospitals everywhere]. But accessing those
facilities can be difficult depending on insurance status and transportation issues.”

o “For some people, job-related pain or conditions are normalized because they don't have
access to a health care network that can tell them it's not normal and that they need to
receive treatment.”

o “Access to technology is a barrier. [There is a] learning curve for seniors learning
technology." When they do use it, they likely will not use it to look up programs on their own.”

o “Alot of mental health issues in young people — depression. It's very important to have
access to mental health care as well. Patients who have arthritis or lupus can feel very
hopeless with the pain and lack of quality of life."

= Comorbidities: Interviewees shared that the high prevalence of comorbidities such as COVID-19,
diabetes, and obesity among community members which cause significant health issues (i.e., pain,
fatigue, physical limitation) are barriers to improving musculoskeletal health. Interviewees further
noted that these issues are more rampant in the minority population because of the lack of public
insurance and insurance denials. Below are specific quotes from interviewees:

o "We see a lot more obesity and other co-morbidities ... in our minority population. Sometimes
people will not be candidates for the procedure they need, like knee surgery, because they
are overweight. We have to try to get them to talk to a nutritionist so they can learn how they
can lose weight. This is seen more with our minority community.”

o “Folks with lupus, one of the biggest issues that they have is fatigue. Extreme fatigue that
they live with every day. The need and the recognition of the need to exercise are very
difficult especially when regular AODL (activities of daily living) can be very difficult because
of the fatigue with lupus.”

= Lack of education: Interviewees revealed that there is a huge information gap among diverse and
minority groups leading to misinformation. They also shared that most community members living in
underserved communities do not understand the risk factors associated with musculoskeletal
conditions, and don’t know where to access valid information on how to manage these conditions.
Interviewees further noted that delayed diagnosis and misdiagnosis for women and minority groups
were concerns due to physicians not being knowledgeable about the appropriate treatment. For
example, a patient experiencing pain from fibromyalgia is sent to see a chiropractor. Below are
specific quotes from interviewees:

@ "I'm only going to guess, that people need more nutrition information. Nutrition contributes to
all those things that keep us healthy that we already know about, but more information about
how to address sleep, how to address nutrition, how to get exercise when things hurt, what's
the right amount of rest and movement when things don't feel right with your body."

o “People take a lot of different medications, and they don't know how to identify symptoms that
are leading to the falls.”

o “Limited awareness about falls prevention strategies that are focused on balance, strength,
and gait."
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o “One of the biggest things across the board know no matter who you are is lack of awareness
about these conditions.”

o “Understanding their risk factor - some use a shopping cart for their walker instead of getting
a properly fitted walker.”

= Perception of the healthcare system: There was consensus among interviewees that community
members from vulnerable populations face discrimination in their care due to preconceived notions
and stereotypes (i.e., inability to pay for care, language barrier). Interviewees also shared that there is
a lack of trust in the healthcare system, especially in diverse and underserved communities resulting
in poor adherence to medical care. In addition, interviewees noted that community members
especially older adults do not get the best healthcare experience due to insufficient time with their
health provider. Below are specific quotes from interviewees:

o “General lack of trust of the healthcare system within the Hispanic community”

o “People’s perception is, 'Oh I'm not going to get help because | know what they're going to tell
me. They're going to tell me to get my knee replaced and | can't afford it or don't have people
to take care of me after.”

o “You need more time with an older person, not because they're not smart, but sometimes the
processing is a little slower or they're a little overwhelmed. Also, as people age, they have
more complicated issues, and they have more than one thing going on. Doctors need to get
the whole picture.”

o “This is an issue for many of the speakers- the healthcare for many of our attendees is
subpar and the time with the provider is not enough. Two-three minutes with the provider is
not enough time. This is a systemic issue with the health care system- unprofitable patients.
There are not enough services for the underserved population.”

Strategies to improve muscle, bone, and joint health

= Educational programs: Interviewees agreed on the importance of having more educational
programs focused on prevention and ways to manage musculoskeletal conditions. There was a
significant emphasis on having tailored educational content in diverse languages (i.e., Spanish, and
Chinese) and using medical experts that understand the culture and needs of the target audience.
Interviewees identified several educational topics that their community members are interested in
which include pain management, patient-doctor communication, eating healthy and weight
management, and ways to increase self-efficacy to manage their conditions. Interviewees had mixed
opinions about the preferred format of educational programs. Some interviewees noted that there is
high resistance to virtual programming and increased preference for in-person programs among the
older population because of the challenges in using and accessing technology. On the other hand,
some interviewees encouraged the use of virtual strategies (such as videos, and webinars via Zoom)
because it has been effective in improving access to care, especially in older adults with limited
mobility. Below are specific quotes from interviewees:
o "We do have multimedia and most people can access videos and stuff like that, so that might
be an avenue that would benefit them. More on-demand type stuff.”
= "The first and most important approach would be Hispanic first content. Not direct translation
but actual content that was developed for the Hispanic community. Not avoiding the subtitles
of English-speaking information but the actual creation of Spanish language content is very
important.”
o “The sense of community is most important and providing a relatable person in the
community to provide education to them that is not directly from the internet.”
o “Face to face is so difficult now, but building trust with patients is much easier face to face.
Having conversations with community members directly is more effective.”
o “Provide support from a community organization, social network, provide education to people
who are not comfortable with technology, telehealth visits for example and physician
education in this area sometimes is needed too.”

E Appendix D: Detailed key findings report of key informant interviews | 132



Equitable access to care: Interviewees shared that it is important to focus on social determinants of
health in addressing health disparities and fostering health equity. There was consensus among
interviewees about the need for HSS to become an in-network provider for all Medicaid-managed
plans and to establish referral networks with FQHCs so there is increased access to care for
vulnerable populations. Interviewees also emphasized the importance of increasing access to
technology so that marginalized groups can participate in virtual programming and telehealth
services. Below are specific quotes from interviewees:

@ “Provide a clear policy of waiving fees or pay what you can for low-income, uninsurable
populations.”

o "Becoming an in-network provider for all Medicaid manage plans would be #1 for us followed
by the Medicare advantage plans and the low-cost ACA plans and all the union plans. The
main community benefit that the hospital can provide is to make itself fully accessible to the
marginalized populations."

o “HSS needs to be getting the information out periodically through collaborations, like
churches. We have a health fair for the community coming up. You know take it out to the
people!”

o "Anything in person is particularly challenging to implement. We live in a very connected
society but the ‘pockets of poverty in the city don't have internet/electronic access. We rely so
much on electronic communication so helping folks with those kinds of resources is really
important.”

o “HSS is seen as a very expensive place". We should provide reassurance that we will accept
their patients and treat them with respect.”

Community Outreach: Interviewees agreed to the importance of HSS having increased visibility in
the community by participating in health fairs, conducting outreach programs in schools to target the
younger population, and conducting exercise programs in parks and community centers to promote
physical activity. Below are specific quotes from interviewees:

o “l think when you talk about what else can HSS do and how can it improve, perhaps bringing
all the great programs that HSS has to the community level, such as the evidence-based
workshops- all the things that HSS does so well, bring it to the community level to the CBOs.”

o “Greater visibility in senior centers. And greater visibility in communities. Wherever you have
seniors exercising or getting together. For example, with the Asian population, going to Tai
Chi groups, throughout the city, not just in China Town. Wherever people are gathering
together, be visible”

o "l think that one thing that would help is visibility and acceptability. We have a health fair for
the community coming up - you know take it out to the people! Otherwise, it becomes a well-
kept secret for those who know. And those who don't should know."
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Ways to increase awareness around preventing muscle, bone, and joint
conditions

= Cultural competency of medical experts: Interviewees agreed on the importance of having more
educational programs within the community to create awareness by using medical experts that
understand the culture and needs of the community to provide tailored educational content. In
addition, interviewees recommended reducing educational materials to a lower literacy level to
address the literacy gaps that exist in marginalized groups. Below are specific quotes from
interviewees:

o “Can tailor to the populations, like a younger senior who might not have experienced
musculoskeletal issues yet but may experience it versus an older senior who has
experienced it.

o "lt's about language, having the right speakers, and to have that outreach and show our
chops and our competency with that group of people.”

o "Really focusing on the lack of information and also the stigma around pharmacological
treatment within the Spanish community”

o “We do have some patients with literacy and language barrier issues”

= Marketing: Interviewees emphasized the importance of utilizing social media such as Instagram,
Twitter, and TikTok to create increased awareness about musculoskeletal issues. Interviewees also
highlighted the importance of creating flyers, culturally tailored commercials, newsletters, and
brochures. Below are specific quotes from interviewees:

o "As you advertise in marginalized neighborhoods, invest in the advertisement to be culturally
humble and welcoming for a population that might right now not consider HSS to be
welcoming for low-income folks."

o “Whether it's creating online content, creating radio content, and just getting the word out.
Any way that HSS can do that would be great, just spread the word as there is a crazy need
for education.”

o "l would love to collaborate on our newsletters and social media. That would be something
we could look into that we haven't done before."

= Access to care: Given the challenges for the minority population in accessing resources,
interviewees agreed to the importance of having healthcare resources readily available as well as
free access to medical experts without infringing on community members’ income. For example,
providing free health screenings and gait assessments in the community. Interviewees also indicated
the need to have more relatable role models serving as health advocates. Below are specific quotes
from interviewees:
o “Doctors advising can be very helpful. We have a hard time getting doctors on board or even
access to the doctor to push things through (like getting measurements to a transport chair).”
o “l think the hardest thing is just accessing the resources and struggling to communicate and
feeling like you can navigate. We try to emphasize to our patients that they have a voice and
it is important if they are having a hard time feeling comfortable expressing themselves”
o “We need more relatable role models - not famous professional athletes. That's too far away.
More regular community members advocating for particular illnesses and getting better by
doing the right things.”
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Specific partnerships to address muscle, bone, and joint health needs

= Medical experts: There was consensus among interviewees about the need for increased
community outreach and partnerships with medical experts to provide education. To streamline
resources and not duplicate efforts, interviewees highlighted the types of partnerships that will be
effective in reaching the diverse and underserved communities. These include partnerships with
social workers, peer educators, medical and nursing students, physical therapists, nutritionists, and
rheumatologists in developing educational content, serving as speakers in community centers, and
providing screenings. Below are specific quotes from interviewees:
o “Again it would be nice for you to come on and talk to our social workers. We have a meeting
every week - could give a little spiel about HSS”
o "l think some of it is partnering with the rheumatologist in the community to provide
resources.
@ “Connections to social work team would be terrific.”
@ We can support people with MSK conditions by providing a space to share their feelings in a
smaller community and share their outlook on life/on their condition. Peer educators can work
very well with the right person.”

= Community-based organizations: This was also a significant theme that emerged as an important
partnership HSS can build within the community to address musculoskeletal health issues.
Interviewees emphasized the need to establish long-term partnerships with faith-based organizations,
elementary and high schools, food pantries, adult day centers, and senior centers. Interviewees
further indicated that these specific partnerships would help create clinical-community linkages
resulting in increased accessibility to healthcare services. Below are specific quotes from
interviewees:

o “Establish long-term partnerships. It would be important to talk with some of the clergy and
churches to build partnerships. Seventh-Day Adventists are very health conscious.”

o “Partner with other national and local groups, including smaller groups, and chapters,
because everyone's trying to raise awareness.”

o “We can support people with MSK conditions by providing a space to share their feelings in a
smaller community and share their outlook on life/on their condition. Peer educators can work
very well with the right person."

o “Something where we're able to access care through or refer into HSS directly so we were
able to have a conduit so we would know how to" refer our residents in and refer them to
programs would be helpful.”

Additional Feedback

= Additional feedback highlighted by interviewees include:
o Exploring potential partnerships to fix broken sidewalks and roads to prevent falls and
musculoskeletal injuries

o Partnering with occupational and physical therapists to provide services within community
centers

o Improving internal awareness within HSS on the work the Social Work team is doing around
Lupus

o Educating elected officials about musculoskeletal conditions

o Exploring partnership opportunities with community-based organizations serving underserved
and diverse populations for grant funding
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Appendix E: Input from the key stakeholders and community partners

Internal & External Feedback Summary

g:x: CHNA Survey Validated | Internal Feedback External Feedback
Doma?n Question Tool (HSS stakeholders) (Community partners)
Health 1.  Now thinking about SF-36 Linda Roberts: Q1 & Q2
Status and your physical reads clearer to me without
Quality of health, which the “now”, just saying instead
Life includes physical “thinking about your current
illness and injury, for health. ..
how many days
during the past 30
days was your
physical health not Denise Miles: Replace “Now
good? thinking” with “Think”
Health 2. Now thinking about HRQOL Vinicius Antao: Please Michael Mozia: There should be
Status and your mental health, make these answer options more questions on mental
Quality of which includes look the same as above, in a | health. There is currently 1
Life stress, depression, vertical list. question on mental health. |
and problems with think there should be a question
emotions, for how on what people do to help their
many days during stress. Also, if there is any
the past 30 days medicinal treatments people
was your mental take to help their mental health.
health not good?
Divya Prasad: just a comment
re: presentation, would be good
if the order of responses was the
same in questions 1 and 2 (if a
spacing issue, could revise the
layout in question 1 so it
matches 2)
Health 3. Have you ever been | HRQOL Vinicius Antao: Can the
Status and told by a doctor or shaded areas extend to each
Quality of other health entire row?
Life professional that you
have ...?
Health 4. How confident are Self-Efficacy
Status and you that you can for Managing
Quality of manage symptoms Chronic
Life of your bone, muscle | Disease 6-
and joint condition item Scale
so that you can do
the things that you
want to do?
Health 5. Inthe past year, Health Status
Status and have you fallen portion of the
Quality of down? Medicare
Life Beneficiary
Survey
(MCBS)
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CHNA

Surve CHNA Survey Validated | Internal Feedback External Feedback
Doma?n Question Tool (HSS stakeholders) (Community partners)
Health 6. Here is a list of some Karen Juliano: Social Nancy Sorbella: There might be
Status and things that may isolation/loneliness (do not a fear of contracting COVID-19
Quality of affect people’s capitalize the |, that keeps it or a fear of vaccination that
Life health and well- consistent with hinders access.
being. What are the homelessness which is 2
top5 lines down Divya Prasad: may want to add
social/environmental the word "any" before "foods" to
problems that affect provide more of a contrast with
your health? L the below option of "healthy"
Choose only the Vinicius Antao: | suggest foods
top 5 options. you give a negative
connotation to all answer Katherine Van Oss: Or could
options. considering broadening to say
"Discrimination based on any
other aspect of my identity such
as gender, age, etc"
Kenny Kwong: | feel Q6 links
more to Section C - Use and
Access to Care, perhaps Q6
under section C. For Q6 if they
are meant to be a list the
problems, then reframe "access
to my doctor's office", "access to
insurance" into negative
statements like "limited/no
access to.."
Lula Mae Phillips: | would
suggest question #6 be re
written. The distractor on
racial/ethnic discrimination does
not belong in this grouping.
Health Adult Health Denise Miles: Confirm John Jasek: Is this the standard
Behaviors & | /- Howoftendoyoudo | statys and “vigorous” is 8th grade level, | timeframe (as opposed to 15 or
Lifestyle vigorous leisure- Limitations may need to use different 30)? Seems odd.
time physical .
activities for at least portion of word . .
25 minutes that 2015 NHIS Dan‘le.l Hernanplez: Questlon 7-
cause heavy 8— vigorous !e_lsure-hme
sweating or large physical activities’ could be
increases in changed to ‘exercise’
breathing or heart
rate (such as
running)?
Health Adult Health Daniel Hernandez: Question 7-
Behaviors & | 8- Howoftendoyoudo | statys and 8 — ‘vigorous leisure-time
Lifestyle light or moderate Limitations physical activities’ could be
Ielsqre-tlmt_a " portion of changed to ‘exercise’
physical activities for 2015 NHIS

at least 30 minutes
that cause only light
sweating or a slight
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CHNA

Surve CHNA Survey Validated | Internal Feedback External Feedback
y Question Tool (HSS stakeholders) (Community partners)
Domain
to moderate
increase in breathing
or heart rate (such
as walking)?
Health 9. Over the pastthree | Chronic Pain | Patricia Quinlan: Do you
Behaviors & months, did you use | portion of the | want to split pain reliever
Lifestyle any of the following | 2020 NHIS from opioid?
to manage your
pain? Denise Miles: Do we need
to include (chee-GONG) as it
seems repetitive. Confirm
“opioid” is best word to use
here, may want to say simply
“prescription pain
medications” as many people
don’t know what qualifies as
an opioid.
Vinicius Antao: You're
assuming that the person has
some pain... Should there be
a Y/N pain question before?
Health 10. How strongly do you Nancy Sorbella: Perhaps the
Behaviors & disagree or agree respondent is unaware of the
Lifestyle with the following value of an appropriate healthy
statements diet for their condition. ie; anti-
regarding healthy inflammatory diet for arthritis and
eating? related conditions.

Andi Peretz: doesn't really need
a 5 pt scale. agree/disagree/dk
should be enough.

Michael Mozia: We should have
questions lifestyle choices
people have for foods (carnivore,
vegan, vegetarian, etc). Also,
asking how much red meat they
consume weekly and have they
attempted to change their diets.

Kenny Kwong: Q10 we seem to
measure beliefs, perception,
barriers, access, etc. not sure if
we cover all the domains-
answer h somewhat vague -
family friends do not eat that

way".
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CHNA

Surve CHNA Survey Validated | Internal Feedback External Feedback
Doma?n Question Tool (HSS stakeholders) (Community partners)
Divya Prasad: May want to add
an item on perception of their
current diet, e.g., "l typically eat
healthy foods" - item b gets at it,
but not entirely. if a spacing
issue, could replace item a,
since item g is a similar self-
efficacy statement.
Karen Ng: Question #10 on
“healthy foods” may depend on
the cultural context. Community
members may believe that
certain foods are healthy
because in their culture it is but
according to Western standards,
it may be too high in sodium
and/or fat. Assumes a certain
knowledge of nutrition.
Health 11. During the past 7 Sleep Quality | Vincius Antao: | wonder if Lula Mae Phillips: Question #
Behaviors & days, how would Scale (SQS) | this question belongs to 11 is complex, and it should be
Lifestyle you rate your sleep section A simplified.
quality overall?
Use of and 12. What is the primary | Healthcare
Access to source of your health | Access
Care care coverage? portion of
2014 BRFSS
Use of and 13. Have you received a Denise Miles: May want to Michael Mozia: More questions
Access to vaccine for the add shingles and pneumonia | on vaccinations should be
Care following within the as those are popular and added, such as why don’t you
past 12 months? very common vaccines for receive vaccinations or what
60+ makes you choose to get one?
Katherine Van Oss: May want
to consider breaking this up into
options for being fully vaccinated
vs partially
Use of and 14. What are the top Reesa Kauffman: should Kenny Kwong: Q14, does not
Access to three reasons you one of the listed answer apply should not be one of the
Care did not get choices be: Could not get reasons for them to check. That

healthcare in the
past 12 months.
Choose only the

top 3 options.

time off from work

Vincius Antao: Needs to be
conditional to answering no
health insurance. Also,

can serve as a contingency
question, first, Were you able to
get healthcare in the past 12
months, yes or no, if no, then
Q14
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CHNA
Survey
Domain

CHNA Survey
Question

Validated
Tool

Internal Feedback
(HSS stakeholders)

External Feedback
(Community partners)

suggest moving this one to
#13.

John Jasek: Helpful to include
delayed care in this? eg, "If you
delayed or did not get healthcare
in the past 12 months, what
were the main reasons?"

Use of and
Access to
Care

15. Sometimes people
don’t follow their
doctor or other

healthcare provider’'s

medical advice.

Please the reasons

that may apply to
you. Check all that

apply.

Reesa Kauffman: the word
check is missing

Vincius Antao: | would keep
only one box, not Y/N

Kenny Kwong: Same to Q15
[as Q14] do not need to include
k because if participants check
all the above items as no, that
would imply k. You can consider
for Q15, you asked "Sometimes
people don't follow....Please
check the reasons that may
apply to you. If you always
follow the medical advice of your
doctor or other healthcare
providers, you can skip this
question and move to Q16

Katherine Van Oss: (re: option
f) Are you trying to get at pt
perception of severity? If so,
suggest rewording to "I did not
feel my condition was severe
enough to require treatment”
(But in that case, this would kind
of fit under "Did not agree with
my Dr." option below.) If you're
speaking generally, I'm not sure
this option belongs here
because the question is about
following medical advice, so if
the condition isn't severe enough
to warrant treatment, there’s no
advice to follow/not follow.

Karen Ng: Question #15 should
clarify whether it is “within X
amount of time” (as per other
questions) or have they ever

Diane Gross: Typo in Q 15 -
Please the reasons that may
apply to you - missing a word
after Please, should read Please
select (or choose or check)

Use of and
Access to
Care

16. If you were
interested in using

telehealth, what are
some of the barriers

you might

AARP
Telehealth
Survey

Denise Miles: Add “l don’t
have a smartphone.” Cut “is
the use of electronic
information and
telecommunication

Katherine Van Oss: Select all
that apply? Choose 1? Should
provide further instructions.
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CHNA

Surve CHNA Survey Validated | Internal Feedback External Feedback
Doma?n Question Tool (HSS stakeholders) (Community partners)
experience in trying technologies” as that is not Daniel Hernandez: Question 16
to use it? 8th grade level nor common | — Add a ‘none of the above’ and
language. Could replace a ‘Other reason’ option
with “is a computer or phone
visit with your doctor”. Diane Gross: I'm curious about
the telehealth section, Q 16, and
Karen Juliano: Perhaps why the survey doesn't ask if
adding language as a choice. | people have actually used
| know it is in Q14, but | telehealth and what their
thought it could be a barrier experience was rather than a
to telehealth hypothetical question. Also,
interesting that although this is a
Vinicius Antao: Would it be | validated question, it does not
useful to provide examples? | ask about a smart phone and
(To the note) focuses on whether or not
someone has a computer. There
are a lot of people who have a
smart phone or a tablet but not a
computer so they do have a
device they could use for a
telehealth visit.
Use of and 17. Please think about Discrimination | Karen Juliano: are looking John Jasek: would align tense
Access to all the times in your | in Medical to only hear about in the g and responses
Care life when you have Settings experiences with doctors and
gotten health care. (DMS) Scale | nurses? If not consider Lula Mae Phillips: Question
When getting health changing to healthcare number 17 needs further
care, how often have provider clarification. It looks easy, but it
any of the following is not understandable.
things happened to
you because of your
race, ethnicity, or
color?
Use of and 18. What is your Denise Miles: Add Arabic
Access to preferred language and Hebrew both common in
Care for discussing Manhattan
medical issues or
healthcare
instructions?
Use of and 19. What is your Divya Prasad: Out of curiosity,
Access to preferred language will this survey be translated into
Care for reading about the below languages? If not,
medical issues or might have high non-response
healthcare from non-English readers.
instruction?
Health 20. Which of the Denise Miles: Give Karen Ng: Question #20 does
Education following health examples for all “i.e. ...” not include disease-specific
education and/or peer support groups?
formats/activities

would you be
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CHNA

Surve CHNA Survey Validated | Internal Feedback External Feedback
Doma?n Question Tool (HSS stakeholders) (Community partners)
interested in? Check
all that apply.
Health 21. What five health Laura Robbins: Would add Divya Prasad: Found myself
Education topics would you be “to learn more about” asking "about what?" with regard
interested in? to the above question - might
Choose only 5 want to considgr swapping so
options. Denise Miles: Why limitto | 0P 'S comes first.

57 This info could be gold! Katherine Van Oss: Suggest
including a bit more detail here,
like anticipated cost, location,
and timing. Someone might be
interested if these are free and in
the evening, but not interested if
they're during day and/or there's
a fee or co-pay. If you haven't
determined these details yet,
could say "which of these would
you be interested in if the cost,
location, and timing were
convenient for you" And | know
you're trying to pare down
survey length, but might want to
ask a couple follow up Qs
regarding preferences for
location, time, and cost. Re:
workshop option, list examples
ad you did with exercise classes.
Re: onsite lectures, list examples
of topics.

About You 22. What is your gender Katherine Van Oss: For all
identity? these questions, need to give
option of “prefer not to say”
About You 23. Do you think of 2020 NHIS
yourself as:...
About You 24. What is your age? 2014 BRFSS
About You 25. Do you consider HRET Toolkit
yourself Hispanic /
Latino?
About You 26. Which one of these 2014 BRFSS
groups would you
say best represents
your race?
About You 27. Please tell us about

your ethnicity; you
can list as many as
you prefer (for
example: Chinese,
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CHNA

Surve CHNA Survey Validated | Internal Feedback External Feedback
y Question Tool (HSS stakeholders) (Community partners)
Domain
Nigerian, ltalian,
Puerto Rican,
Russian, etc.)
About You 28. What is the highest 2014 BRFSS Kenny Kwong: if we asked the
grade or year of highest grade or year of school
school you completed, | rarely give them a
completed? range in the response
categories, | would use, grade
school, junior high school, some
high school, high school
graduate, some college or
technical school, college
graduate, post-graduate level or
higher
About You 29. What is your total Vinicius Antao: Suggest Kenny Kwong: Give the income
household income? using validated ranges. range rather than having the
participant to write their total
household income.
About You 30. Including yourself, Health
how many people Information
live in your National
household? Trends
Survey
(HINTS)
About You 31. What is the zip code
where you currently
live?
About You 32. Please use the

space below to
share with us any
other muscle, bone,
and joint health
needs that you
would like Hospital
for Special Surgery
to know about:
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Additional
Comments

Internal Feedback
(HSS stakeholders)

External Feedback
(Community partners)

General/layout

Linda Roberts: Some of the
questions do not have a line/space
between the question and the
choices. Very good survey!

Patricia Quinlan: | find we always
lean toward public education. | am
wondering if we could create other
types of programs. Could we throw
out a question that is not directed to
see what we get? For example,
what kinds of services would you
like to have with some sort of
understanding that suggestions
may be cost prohibitive — but
maybe not // spell out HSS the first
time it appears (instruction box)

Laura Robbins: Both
(survey/script) look great. Very
comprehensive and length is much
better

Karen Juliano: It is very
comprehensive. At the very end,
use the space below...it says
orthopedic or rheumatology related.
In other places it uses muscle,
bone, and joint health. Consider
changing for consistency.

Reesa Kauffman: No — layout
seemed logical and well organized.

Marita Baragiano: The first survey
is very good, easy to read and
follow.

Nancy Sorbella: It is quite robust/ it is quite
comprehensive.

Kenny Kwong: | like the fact that the proposed survey
covered many important and emerging topics (like
telehealth, barriers due to race, ethnicity, color) even
though you streamlined it into 31-item, but certainly
certain items contain multiple sub-items, not to touch
those from validated assessments (essential to scoring
and interpretation). Heading A, not sure about Quality
of Life, it's about health status and we do not use
standardized measure on QOL.

Michael Mozia: The preferred language should be put
first on the form. | like the form. | think it hits multiple
categories that are important for health.

Fernando Tirado: will this survey be available in other
languages such as Spanish and French?

Karen Gottlieb: My general response is it is too long
and our patient population (non-English speaking/low
literacy) would not do well with it. It is not always the
words used but how the question is asked that
confuses them. | would look at the community health
improvement plan done by the Stamford Hospital and
Health department — it is updated as yours is, every
three years and where you can use their demographic
data do that and concentrate on what is unique to HSS
and what you can offer the community.

Daniel Hernandez: Might be beneficial to offer the
survey in other languages as well

Jackie Pykon: Is the survey offered in large print for
those who are visually impaired?

Ann Votaw: | think you covered all the major bases for
HSS health.

Appendix E: Input from the key stakeholders and community partners | 144




Additional
Comments

Internal Feedback
(HSS stakeholders)

External Feedback
(Community partners)

Betty McOsker: Check wording in question 15. ltis a
good survey. May be long for some but questions all
valid.

Anne McDonnell: | reviewed this survey and think it is
the appropriate length, questions are all relevant, well-
worded and not repetitive.

Health literacy
suggestions

Linda Russell: How often do you
have someone like a family
member, friend, hospital or clinic
worker or caregiver help you read
health plan materials, such as
written information about your
health or care you are offered?
(Always, Often, Sometimes,
Occasionally, Never)

Vinicius Antao: Suggest adding
health literacy questions. - Single
Item Literacy Screener (Morris et al.
2006)

Michael Mozia: | suggest developing picture posters
that can help to explain different items about health to
people. They can be hung in the community. Instagram
videos (60 sec videos) would be helpful or even setting
up games with prizes in regards to health

Karen Ng: #6 unfamiliarity with term
“social/environmental” problems. How about just “top 5
things in your environment that affect your health”?

Fernando Tirado: it seems like some of the terms
might not be understood by the general public.

Length

Marita Baragiano: The first survey
is very good, easy to read and
follow. The second is so very long
however, | know in the past they
have always been that way.

Jane Qiu: Good that you have cut off the tedious
survey by half! If only you can further refine it to 207
For seniors with language barriers, please provide non-
English versions.

Leslie Kerr: Survey still seems too long.

Andi Peretz: Survey is too long. What needs to be cut
depends on what you are doing with this information.
Demos need 'refused' option. maybe do a short version
and a 'click here' if you can fill out the long version.

Fernando Tirado: | feel that there are many parts to it
and that you may get a low response rate due to the
time it might take to complete it.

Appendix E: Input from the key stakeholders and community partners | 145




Additional
Comments

Internal Feedback
(HSS stakeholders)

External Feedback
(Community partners)

Anything that can
be cut?

Vinicius Antao: Vaccination

Karen Ng: Not sure what relevance #13 has

Betty McOsker: They are all valid questions

Anything left out?

Karen Juliano: Although we are
always looking to streamline, | felt
all the questions were valuable.

Leslie Kerr: Questions re: mobility — cane, walker,
HHA

Katherine Van Oss: Maybe something about barriers
to/opinions about PA, similar to question 10. However,
see below... [concern about how actionable that might
be]

Karen Ng: 4/8 questions in Section C (Use & Access
to Care) touch upon language access & barriers. |
wonder if there is a way to determine whether the
patient requires or uses language services (either
family member or staff assistance).

Jackie Pykon: Would it make sense to ask about any
of the following:

1. Recent hospitalizations when asking about falls

2. Self-medication when asking about pain
management

3. Do not know how to prepare healthy foods?/
when asking about healthy eating

4. Did not have anyone to help me get to the
appointment or help me during the
appointment. (visual, hearing, mobility
impaired) /when asking about healthcare in the
last 12 months

Betty McOsker: No, | can’t think of anything left out

Anything to
cut/condense?

Leslie Kerr: Vigorous + light PA

Michael Mozia: No, all seem necessary

Katherine Van Oss: It's unclear to me how many of
these questions will be actionable by HSS (for
example, questions 10 & 11 about healthy eating and
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Additional
Comments

Internal Feedback
(HSS stakeholders)

External Feedback
(Community partners)

sleep). Unless you have a clear plan for what action
you intend to take based on the results (as opposed to
just asking out of interest/curiosity), could consider
cutting the questions. | do see great utility in asking
questions 14-21 bc it is obvious that the data can be
used to improve pt care.

Karen Ng: #17 a and b seem too similar. Perhaps
there is an additional option about timing (feeling
rushed)?

Betty McOsker: It is good to sometimes ask things in a
little different wording to see if answers are the same.
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Appendix F: Input from the public

Key Informant Interview Script Feedback Summary

Is there anything obvious that was left out?
None

Are there any questions you feel can be cut from the script?
None

Do you have any overall feedback?

= Karen Juliano: 3a — change factors to barriers
= Reesa Kauffman: The script seems very comprehensive, thoughtful, and respectful in seeking

guidance/expertise/insights from community partners.
= Vinicius Antao: | would reduce the closing statement. The word “community” appears 9 times.
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Appendix G: Summary report of community forums & prioritization of health

needs

Community Pilot Feedback Summary

Overall Statistics

Timeframe: October 22-29, 2021

General Feedback:

Sample Size by Source

Language HSS Education Alchemer Panel Total
Institute Service
English 17 37 54
Spanish 1 14 15
Chinese 1 1
Russian 0 0 0
Total 18 52 70
Pilot Audiences:

Language Audience
English = HSS Education Institute

= Alchemer Panel Service
Spanish
Chinese = Alchemer Panel Service
Russian

No open-ended feedback was received from the Alchemer Panel Service audience.

Time to Complete Survey (Minutes)

Language Minimum Maximum Average
English 66* 11.88

Spanish 5 25 12.60

Chinese 15 15 15

Russian - - -

Average 7 35.33 13.16

*Response is an outlier. See table below for survey times when this value is excluded.

Time to Complete Survey (Minutes)

Language Minimum Maximum Average
English 30 11.03
Spanish 5 25 12.60

Chinese 15 15 15

Russian - - -

Average 7 23.33 12.88
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CHNA Survey
Domain

CHNA Survey Question

Validated Tool

HSS Education Institute

Health Status
and Quality of
Life

1.

Now thinking about your physical
health, which includes physical
illness and injury, for how many
days during the past 30 days was
your physical health not good?

SF-36

=  Survey starts on a negative tone
= Break up “1-7 days” response option

2. Thinking about your mental HRQOL Break up “1-7 days” response option
Health Status health, which includes stress,
and Quality of deprgssion, and problems with
Life emptlons, for how many days
during the past 30 days was your
mental health not good?
Health Status 3. Have you ever been told by a HRQOL
and Quality of doctor or other health professional
Life that you have ...?
4. How confident are you that you Self-Efficacy for | Include “None” option
Health Status can manage symptoms of your Managing
and Quality of bone, muscle and joint condition Chronic
Life so that you can do the things that Disease 6-item
you want to do? Scale
5. In the past year, have you fallen Health Status
Health Status down? portion of the
and Quality of Medicare
Life Beneficiary
Survey (MCBS)
Health Status 6. During the past 7 days, how _ Sleep Quality Do not need “Please mark only one box” in
and Quality of would you rate your sleep quality Scale (SQS) instructions
Life overall?
7. How many times a week do you 2-Question
usually do at least 20 minutes or Physical Activity
Health more of vigorous-intensity Assessment
Behaviors & physical activity that makes you (2Q)
Lifestyle sweat or puff and pant? (e.g.,
heavy lifting, digging, jogging,
aerobics, or fast bicycling).
_ 2-Question
8. How many times a week do you Physical Activity
usually do 30 minutes or more of Assessment
Health moderate-intensity physical activity (2Q)
Behaviors & or walking that increases your
; heart rate or makes you breathe
Lifestyle harder than normal? (e.g., carrying
light loads, bicycling at a regular
pace, or doubles tennis).
9. Over the past three months, did Chronic Pain = Question seems random
Health you use any of the following to portion of the = Why is “N/A” needed
Behaviors & manage your pain? 2020 NHIS = If you did not have pain mark n/a" or
Lifestyle put "does not apply" at top then

disable the other answers
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CHNA Survey

Domain CHNA Survey Question Validated Tool | HSS Education Institute
10. How strongly do you disagree or Option E: Missing the word “near”
Health agree with the following
cearn statements regarding healthy Options D, E, G, H: Frame options positively.
Behaviors & eating? . .
. ‘ Confusing to untangle the double negatives
Lifestyle
11. What is the primary source of your | Healthcare Change “health insurance coverage” to
Use of and health care coverage? Access portion | “insurance”
Access to Care of 2014 BRFSS
12. Here is a list of some things that
f may aff_ect people’s health and
,l’-J\zgeZsatro]dCare well-being. What are the top 5
problems that affect your health?
13. What are the top three reasons Move telehealth note before Q15
you did not get healthcare in the = Use another word than fear -
Use of and past 12 months? concerns or mistrust are less
Access to Care charged. Many people don't want to
think about themselves as fearful
14. Sometimes people don’t follow = |t should say "please select the
their doctor or other healthcare reasons that may apply to you"
provider’s medical advice. = Change “Yes” and “No” to “Applies to
Use of and Please the reasons that may apply me” and “Doesn’t apply to me”
Access to Care to you. Check all that apply. = Not a check all that apply question
(re: directions)
= "Does not apply" doesn't disable the
other answers
15. What are some of the barriers you | Adapted from What are some of the barriers you might
Use of and might experience in trying to use AARP experience in trying to use telehealth? — "I
Access to Care telehealth? Telehealth don't have any barriers" doesn't disable other
Survey answers
16. Please think about all the times in Discrimination Difficult to differentiate between “Most of the
your life when you have gotten in Medical time” and “Almost all of the time”
health care. When getting health Settings (DMS)
Use of and
care, how often have any of the Scale
Access to Care . g
following things happened to you
because of your race, ethnicity, or
color?
Use of and 17. Wha? is your preferr(_ad Ia_mguage
Access to Care for discussing medical issues or
healthcare instructions?
Use of and 18. What is your preferred _Iang_uage
for reading about medical issues
Access to Care X .
or healthcare instruction?
19. How often do you need to have Single Iltem
Use of and :
someone help you when you read Literacy

Access to Care

instructions, pamphlets, or other

Screener (SILS)
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CHNA Survey

Domain CHNA Survey Question Validated Tool | HSS Education Institute
written material from your doctor or
pharmacy?
20. What are the top three reasons Add response option “Did not know about the
you did not participate in health program”
Health education programs in the past 12
Education months? Choose only your top 3
options.
21. For health education programs, Rephrase “For health education programs” to
Health what time(s) do you prefer? Check “To attend health education programs”
Education all that apply.
22. Which of the following health
Health education formats/activities would
Education you be interested in? Check all
that apply.
23. What five health topics would you
Health . .
. be interested in? Choose only 5
Education .
options.
About You 24. What is your gender identity?
About You 25. Do you think of yourself as: 2020 NHIS
About You 26. What is your age? 2014 BRFSS
About You 27. Do you consider yourself Hispanic | HRET Toolkit
/ Latino?
28. Which one of these groups would 2014 BRFSS
About You you say best represents your
race?
29. Please tell us about your ethnicity;
you can list as many as you prefer
About You (for example: Chinese, Nigerian,
Italian, Puerto Rican, Russian,
etc.)
About You 30. What is the highest grade or year 2014 BRFSS
of school you completed?
31. What is your total household = Cannot input comma as thousands
income? separator
= Cannot input dollar sign
About You = Confusing to have two questions on
income
= Include “prefer not to answer” option
= Remove question
32. What is your annual household
About You income from all sources?
33. Including yourself, how many Health
About You people live in your household? Information

National Trends
Survey (HINTS)
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CHNA Survey
Domain

CHNA Survey Question Validated Tool | HSS Education Institute

34.

What is the zip code where you Remove question
currently live?

35.

About You

Please use the space below to
share with us any other muscle,
bone, and joint health needs that
you would like Hospital for Special
Surgery to know about:

Additional Comments

HSS Education Institute

General/layout

=  Survey is simple and direct

= Add progress bar so respondents know how long the survey is

= Split “Use of and Access to Care” section into two pages due to length

= Add definition of telehealth as a pop-up wherever it is mentioned

=  For check-all-that-apply questions, disable other options if you select “Does not apply
= Error messages on Spanish survey appear in English

= Section D: Rephrase “help the Hospital” to “help us to”

= Add question numbers

Length

=  Simple and direct
= Felt “long and intense to read/think/answer accurately and to properly comply with the
various q instructions”
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Appendix G: Summary report of community forums & prioritization of health
needs

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

Seven community forums were hosted on Zoom with the following groups below:

Table 1: Community forum details

. Number of
Date Audience Attendees
June 02, 2022 Community members 4
June 06, 2022 Community members 1
June 14, 2022 Community members 29
June 16, 2022 Community members 10
June 16, 2022 Charla de Lupus - Teen, Young Adult and Parent Support Group 29
June 20, 2022 Community members 18
June 22, 2022 Community members 32

A total of 123 community members participated in the community forums. At each community forum,
participants were asked to rank seven health indicators, from a list of 20, identified in the CHNA according
to order of personal importance (where 1 ranks the highest). Ranking results were calculated using a
simple point system in which each ranking is assigned a point value from 1-7, with the indicator ranked 1
receiving the 7 points and the indicator ranked 7 receiving 1 point. The indicators that received the most
collective points were identified as top priorities for participants at the respective event. Rankings were
administered online via Slido and Alchemer.

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 after the presentation CHNA findings. Top
seven health needs varied across locations as seen in Table 2 below.
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Rank

Table 2: Health needs ranking

Overall
(n=83)

Osteoarthritis

Stress
Stiffness
Fatigue
Chronic pain

Lupus

Injury
prevention

June 2, 2022
(n=4)

Osteoarthritis

Fatigue

Fibromyalgia
Chronic pain

Injury
prevention

Stiffness

Lupus

June 6, 2022
(n=1)

Stress

Lack of
confidence in
managing
chronic
condition

Mental health

Chronic pain

Use of

complementary

alternatives

Fatigue

Social isolation

June 14,
2022
(n=15)

Osteoarthritis

Stiffness

Injury
prevention

Chronic pain

Falls

Lack of
exercise

Fatigue

June 16, 2022
(n=7)

Osteoarthritis

Osteoporosis

Some other
form of arthritis

Access to
healthcare

Injury
prevention

Stiffness

Use of

complementary

alternatives

Charla
de

Lupus
(n=18)

Lupus

Stress

Fatigue

Mental
health

Chronic
pain

Stiffness

Poor
diet

June 20,
2022 (n=13)

Osteoarthritis

Stiffness

Chronic pain

Lack of
exercise

Fatigue

Injury
prevention

Mental
health

June 22, 2022
(n=25)

Osteoarthritis

Stiffness

Osteoporosis

Stress

Fatigue

Use of
complementary
alternatives

Falls

Appendix G: Summary report of community forums & prioritization of health needs | 155



Health Concerns

HSS engaged community members to discuss health issues and concerns in their respective
communities. One consistent theme across community forums was dissatisfaction with access to
healthcare, due to long wait times and insurance limitations, and with provider interactions.

June 2, 3-4pm: Community members reported that they enjoyed the accessibility of information
through technology and the convenience of remote programs. They also noted challenges in
accessing healthcare due to cost, difficulties in obtaining appointments when needed, extremely
long wait times during the pandemic, and concerns that physicians are opting out of Medicare.
They also expressed a need for more information on fibromyalgia.

June 6, 11:30am-12:30pm: The community member was not surprised by telehealth concerns,
particularly confidentiality and medical errors. They reported that the availability of conflicting
information nowadays can affect people’s confidence in healthcare advice. They expressed
surprise at the preference for webinars but discussed how this format can be more accessible,
and they highlighted that the prevalence of discrimination is concerning and should be addressed.

June 14, 3-4pm: Community members highlighted a need for exercise classes that are sensitive
to the needs of participants in terms of cost, convenience, physical limitations, and access to
space and equipment. They expressed the importance of healthcare providers responding with
empathy and the challenges of being limited by insurance.

June 16, 6-7pm (Charla de Lupus): Community members reported feeling that their doctors
were not listening to them, were scolding them, were biased, and were not addressing the whole
picture. They were surprised that mental health was not a bigger issue.

June 16, 3-4pm: Community members expressed surprise at the prevalence of healthy eating
barriers, opioid use, and sleep quality issues given the proportion of high-income respondents.
They reported that the environment affects healthy eating and felt that the survey did not capture
inevitable processes like aging, which can contribute to health issues regardless of exercise and
dietary habits.

June 20, 10-11am: Community members discussed the importance of exercise in their
communities for maintaining balance and mobility. They expressed dissatisfaction with aspects of
their healthcare, including long wait times, being talked down to, limited time with providers, and
the role of insurance and medical corporations in limiting access to and quality of care.

June 22, 6-7pm: Community members reported frustrations surrounding availability of doctors
and insurance coverage. Most reported positive experiences with healthcare providers, while
some described negative experiences and discrimination in medical settings. They were
surprised by high levels of opioid use, and one member asked if CBD or marijuana were included
in the survey as complementary alternatives for pain management.
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Demographics (n=67)

As seen below, the majority of forum participants were female (77.6%), White (87.5%), and non-
Hispanic/Latino (63.6%). The largest age demographic was 60-69 years (27.7%), followed by 50-59 years

(21.5%) and 70-79 years (18.5%).

Figure 1. Gender (n=67)

Other,

Figure 3. Ethnicity (n=44)

Hispanic
/Latino,
36.36%

Not
Hispanic
/Latino,
63.64%

Figure 2. Age (n=65)

0,
154% 40779

3.08%
18.46%
’ \" - 10.77%
<,_ 6.15%
27.69%

\_21.54%

=20-29 =30-39 =40-49 50-59

= 60-69 =70-79 = 80-89 = Under 20
Figure 4. Race (n=65)
63.08%
20.00%
13.85%
Asian Black or African White/Caucasian Some other
American race(s)
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Satisfaction (n=58)

The community forums were relatively well received by participants, as 77.6% strongly agree or agree
that they were satisfied with this program. However, over one-fifth (22.4%) responded neutral or disagree.

Figure 5. Overall, | was satisfied with this program:

Agree, 36.21%

Strongly Agree,
41.38%

Disagree,
3.45%

Neutral, 18.97%

When asked about the most valuable component of the forum, major themes included the interactive
discussion, the space to share and listen to others’ experiences, and the presentation of CHNA survey
results.

When asked about how to improve the forum, common suggestions included providing survey
instructions and slides ahead of time, limiting use of unfamiliar technology (such as Slido), and focusing
the discussion
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Appendix H: Minutes of HSS Community Benefits & Services Committee Meeting

Community Benefits & Services Committee Meeting

October 19, 2022
12:30 pm - 2:00 pm

Present: Anne Ehrenkranz; Sandra Goldsmith; Marc Gould; Nimali Jayasinghe; Robyn Wiesel; Deborah
Sale; Elizabeth Pforzheimer; Irene Koch; Lise Scott; Linda Russell; MD, Doug Mintz, MD; Linda Roberts;
Titilayo Adeniran; Laura Robbins; Stephanie March

Unable to Attend: Paula Root; John B. Ehrenkranz; Kathy Leventhal; Jennie DeScherer, Jennifer Rentas,
Catherine Callagy; Jane Salmon, MD; Lara Lerner; Laurie Hodges Lapeyre; Betsy Gotbaum

Anne Ehrenkranz called the meeting to order. Minutes from the June meeting were accepted.

Laura Robbins discussed successful progress made by the committee since its establishment 7 years
ago. She focused on the importance of bringing together both board and community members to identify
gaps in community outreach and programming and our success in establishing unity across all HSS
community benefit programs to see collective efforts and impact. For 2023 the focus is on maintaining
program quality and continuing to reach underserved populations.

Titilayo Adeniran presented the results of the Community Health Needs Assessment (CHNA) and
implementation plan as well as the New York State Community Service Plan (CSP). More than 18,000
community members responded to the CHNA survey, with a large representation of individuals from
medically underserved groups. The survey addressed social demographics, health status and quality of
life, health behavior and lifestyle, use of access to care and health education preferences. Included in the
CSP are 10 HSS programs which align with the NYS Health Improvement Plan focus areas of “Prevent
Chronic Disease” and “Promote Well-Being”. The 2022—2024 CHNA report and implementation plan as
well as the three-year CSP were adopted by the Committee.

Linda Roberts presented her work with the Greenberg Academy for Successful Aging (GASA). The
mission of this endowment is to educate and empower adults 65+ as well as to train orthopedic surgery
residents to communicate effectively and sensitively with older adult patients. Part of GASA includes the
Aging with Dignity program which focuses on older adult health education and technological abilities,
improving self-management, increased social connectedness and decreased isolation, and improving
MD/older adult patient communication. As part of this program two publications were developed; the
Aging with Dignity Resource Manual for the public and the Communication Skills Guide for Surgeons and
Physicians with Older Adults.

Sandra Goldsmith presented the new HSS partnership with Mediflix, an “edutainment” video streaming
platform which provides access to up-to-date, relevant, accurate information from top medical institutions.
HSS will be providing video content aligning with HSS strategic priorities on spine, osteoarthritis,
osteoporosis, pain management and rheumatology

No further discussion.
Robyn Wiesel, MCHES
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