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Executive summary

Assessing the health needs of our community is critically important to carrying out the University of
Minnesota Medical Center’s mission: driven to heal, discover, and educate for longer, healthier lives. In
order to achieve optimal health for our community, we must reach beyond the walls of our medical
centers and clinics to understand the health of our community where they live.

University of Minnesota Medical Center has conducted a Community Health Needs Assessment (CHNA),
every three years since 1995, to systematically identify, analyze, and prioritize the critical health needs of
the community and to develop strategies to address those needs. The 2018 CHNA builds upon previous
assessments and was developed in partnership with community members, organizations, and local public
health agencies. In addition to fulfilling the IRS requirements for CHNA and Implementation Strategies
pursuant to the Affordable Care Act of 2010, which requires 501(c)(3) nonprofit hospitals to conduct an
assessment at least every three years, the CHNA will also serve to inform organizational strategies.

The CHNA process was designed to gather current demographic and health data from a variety of
sources in order to understand the needs of the University of Minnesota Medical Center community. The
report contains a description of the process used for the assessment, a discussion of the types of
information collected, and a summary of the results. The 2018 CHNA process took place between March
2018 and October 2018 and was led by the Fairview community benefit team.

Secondary data describing the demographic, social, and economic characteristics of residents the
medical center serves was obtained from a variety of sources, including the U.S. Census Bureau
American Community Survey, Minnesota Department of Health, Minnesota Student Survey, Behavioral
Risk Factor Surveillance System, State Cancer Profiles, and Community Need Index scores.

Primary data collection included a series of community conversations, facilitated discussions, and key
informant interviews on key issues impacting health and well-being. The data was collected and analyzed
by Fairview’s community benefit team.

The medical center's Community Health Steering Committee comprised of local public health, community
partners, and local officials, met in May 2018 to lend their voices to help us better understand the health
needs of the community. The steering committee members met again in September 2018, to identify and
prioritize emerging health issues affecting the community. The steering committee reviewed primary and
secondary data collected and compiled, as part of this needs assessment. Additionally, the steering
committee reviewed the health priorities identified in the 2015 CHNA process, mental health and well-
being, and chronic disease prevention and management with a focus on healthy living.

The University of Minnesota Medical Center Community Health Steering Committee, in collaboration with
the Fairview teams, used the following weighted criteria to prioritize the significant health needs identified:
2015 CHNA priority needs, community priority, the medical center’s expertise/resources/feasibility,
evidence of disparities, magnitude/scale of need, and need present in all 11 Fairview communities.

Through a voting process, the steering committee recommended the following as University of Minnesota
Medical Center’'s 2018 CHNA priority needs:

e Mental health and well-being
e Healthy lifestyles
e Access to care and services

The priorities were intentionally chosen at broad level because they encompass much of what was heard
from the community and found in the secondary data. Other significant needs identified in the process
that will not be addressed in the next three-year Implementation Strategy include: child care, chronic
lower respiratory disease, clinic hours, cost associated with care, health literacy, safe neighborhoods,
stroke, and transportation.
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The 2018 CHNA report was posted on the Fairview Health Services website on December 31, 2018.
Paper copies are made available through Fairview community benefit department

Next steps

Beginning in late 2018, the medical center team will develop a written Implementation Strategy to address
the three priority health needs identified during the assessment process. This plan will be created in
partnership with the medical center's Community Health Steering Committee, public health, and other
community members, to be adopted by Fairview Board of Directors by May 15, 2019, and executed
during years 2019-2021.
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Introduction and background

University of Minnesota Medical Center has conducted Community Health Needs Assessments (CHNA)
since 1995 to systematically identify, analyze, and prioritize the critical needs of the community and
address those needs. The 2018 CHNA builds upon previous assessments and was developed in
partnership with community members and organizations, local public health agencies, and other hospitals
and health systems. It serves as a tool for guiding policy, advocacy, and program planning. It also fulfills
IRS requirements for CHNA and Implementation Strategies pursuant to the Affordable Care Act of 2010,
which requires 501(c)(3) nonprofit hospitals to conduct an assessment at least every three years and
provide an annual evaluation of impact of the previous Implementation Strategy. For additional detail, see
section titled, Evaluation of impact, 2016-2018 CHNA Implementation Strategy.

Through this process, the medical center aims to:

e Understand the health status and needs of the community it serves by analyzing current
demographics, health data, and by collecting direct input from community members and
organizations.

¢ Identify the strengths, assets, and resources available in the community to support health and well-
being.

e Address significant health needs through partnerships with community members and organizations,
public health agencies, and other hospitals and health systems.

e Create a Strategic Implementation Plan reflective of the data collected through the CHNA process.

e Inform the medical center's community benefit activities.

Definition of health

For the purposes of this assessment, health is not limited to traditional measures of physical health. It
includes spiritual health, as well as social and economic factors relating to quality of life such as income,
education, employment status, transportation, and housing.

University of Minnesota Medical Center believes that health and well-being starts where we live, learn,
work, play, and pray. This philosophy is consistent with the duel definitions of health and social
determinants of health, taken from the World Health Organization, which were enhanced and ultimately
adopted by the medical center's Community Health Steering Committee, which are:

e Health is a state of complete physical, mental, spiritual, and social well-being and not merely the
absence of disease or infirmity.

e Social determinants of health are the conditions in which people are born, grow, live, work, and
age. These circumstances are shaped by the distribution of money, power, and resources at
global, national, and local levels.
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About Fairview Health Services

Fairview Health Services (fairview.org) is a Minneapolis-based nonprofit health system driven to heal,
discover, and educate for longer, healthier lives. Founded in 1906, Fairview provides exceptional care to
patients and communities as one of the most comprehensive and geographically accessible systems in
Minnesota, serving the greater Twin Cities metro area and north-central Minnesota. Through a close
relationship with the University of Minnesota, Fairview offers access to breakthrough medical research
and specialty expertise as part of a continuum of care that reaches all ages and health needs.

Our mission
Fairview is driven to heal, discover, and educate for longer, healthier lives.

Our vision
Fairview is driving a healthier future.

Our values
Dignity
Integrity
Service
Compassion
Innovation

Fairview at a glance

33,000+ employees

5,000+ system providers

11 hospitals and medical centers
2,177 staffed beds

56+ primary care clinics

55+ specialty clinics

70+ senior housing locations

40+ retail and specialty pharmacies

Fairview has the following hospitals and medical centers:
o Bethesda Hospital (St. Paul)

e Fairview Lakes Medical Center (Wyoming)

e Fairview Northland Medical Center (Princeton)
e Fairview Range Medical Center (Hibbing)

e Fairview Ridges Hospital (Burnsville)

e Fairview Southdale Hospital (Edina)

e Grand Itasca Clinic & Hospital (Grand Rapids)
e St. John’s Hospital (Maplewood)

e St. Joseph’s Hospital (St. Paul)

e University of Minnesota Medical Center and University of Minnesota Masonic Children’s Hospital
(Minneapolis)

e Woodwinds Health Campus (Woodbury)
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In addition to hospitals, clinics, and medical centers, Fairview provides services across our continuum
including adult day programs, home care and hospice, home infusion, foundations, community health and
well-being programs, medical transportation, sports and orthopedic care, and much more.

For the purposes of the CHNA, Fairview’s communities are defined as the population of the combined zip
codes for Fairview’s hospitals and medical center’s primary service areas. These are comprised of 161
zip codes, nine Minnesota counties (Chisago, Dakota, Hennepin, Itasca, Mille Lacs, Ramsey, Sherburne,
St. Louis, and Washington) and an area of Wisconsin. All told, Fairview’s communities represent a
population of 2,645,690 people and covers 6,969 square miles. These zip codes are home to
approximately 84 percent of Fairview’s patients.

This definition of community was selected to:
e Provide continuity of definition with previous CHNAs.

e Provide balance between the micro view of community (e.g. zip code, neighborhood) and a macro
view (e.g. county, state) in data collection and health need identification.

e Align with business development definitions of community (e.g. the combined zip codes that
comprise the primary service areas).

e Ensure alignment of priorities and existing relationships with county public health departments that
intersect with the defined community.

2018 Fairview Health Services community
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Each of Fairview’s hospitals and medical centers are committed to improving the health and well-being of
the communities we serve. We fulfill our responsibility through a variety of efforts including:

e A CHNA and Implementation Strategy that places community first and targets the most critical
health needs in our communities.

e A sustainable funding structure that supports innovative and collaborative health projects that have
measurably improved health outcomes and earned national recognition.

e Policies and billing practices that support appropriate financial assistance for those in need.

While Fairview’s community health programs address the needs of the whole community, our efforts are
focused on seniors, people experiencing poverty, persons of color, and indigenous people.

Fairview is governed by a Board of Directors that come from a variety of professional backgrounds —
including medicine, business, theology, government, and academia. Their expertise supports our
commitment to improving the health of the communities we serve. The Fairview Board of Directors
approves the CHNA and Implementation Strategies for nine Fairview hospitals and medical centers. See
appendix A for roster. The local Board of Directors at the Fairview affiliate hospitals, Grand Itasca Clinic &
Hospital and Fairview Range Medical Center, approve their local hospital assessments and strategies.

The M Health Patient Care and Experience Committee oversees the processes related to patient care,
clinical integration and outcomes, and quality of care as part of the integrated services provided at
University of Minnesota Medical Center, which includes University of Minnesota’s Children’s Hospital.
The committee reviewed and recommended adoption of the 2018 medical center's Community Health
Needs Assessment. See appendix B for roster.

The Community Advisory Council is comprised of Fairview’s President and Chief Executive Officer,
staff from Ebenezer — Fairview’s senior services division — and local community leaders from business,
education, public health, philanthropy, faith communities, and nonprofit organizations. See appendix C for
roster. These leaders select issues to study, to gain in-depth understanding, and collaborate in problem
solving initiatives. This results in sustainable, effective community-based solutions to systemic health
issues.

Fairview employs a team of community benefit staff dedicated to researching and assessing community
health needs, as well as implementing strategies to improve them. Each fall, this team reports key
strategies and outcomes to the Community Advisory Council and local community health steering
committees. See appendix D for staff members.

Community health steering committees and/or advisory councils are the primary resources that
Fairview uses to engage the community in better understanding local health needs and to develop plans
for action. Each local committee has members who serve on the system Community Advisory Council.
Fairview’s community benefit team facilitates the committees all medical centers and hospitals.

Each committee is comprised of local community leaders from business, education, public health, faith
communities, nonprofit organizations, and Fairview hospital leadership, staff, and physicians. See
appendix E for roster. These members advise on the CHNA and Implementation Strategy processes
providing in-depth understanding of needs, assets, and barriers, and collaborate in problem-solving
initiatives. This results in sustainable, effective community-based solutions to systemic health issues.

Fairview providers and staff are integrated into a wide variety of these initiatives as appropriate.
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About University of Minnesota Medical Center

University of Minnesota Medical Center and University of Minnesota Masonic Children’s Hospital are the
adult and pediatric teaching hospitals of the University of Minnesota. The medical center and its dozens
of adult and pediatric specialty clinics are located on both the East and West banks of the University of
Minnesota campus. University of Minnesota Medical Center is committed to providing exceptional,
innovative health care, pairing groundbreaking technology, and treatments with patient-centered care.

Our partnership with the University of Minnesota Medical School and University of Minnesota Physicians
provides the platform to specialize in breakthrough treatments, surgical techniques, lifesaving therapies,
and to train tomorrow's physicians. Clinical trials advance our clinical services, bringing the newest
research and ideas to patient care. We also provide an important training environment for residents,
fellows, and many other health care learners.

Key services
e Maternity

e Heart Care

e General Surgery

e Cancer Care

e Solid Organ Transplants

e Blood Marrow Transplants

e Pediatric Specialties

University of Minnesota Medical Center defines its community as a sub-set of Fairview’s defined
communities. The community includes 40 zip codes where approximately 80 percent of its patients live,
the city where the hospital resides, Minneapolis, MN, and the county where the hospital resides,
Hennepin County. The total population of this geographic community is 884,743 people, it covers 211
square miles, and there is a median household income of $92,720. See appendix F for list of cities and
Zip codes.

For the remainder of this report when “community” is referred to it is defined according to the above
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The proportion of the medical center community residents age 65 and older is projected to increase by
1.9 percent, from 12.8 percent to 14.7 percent over the next five years. The population of residents ages
18-44 is projected to decrease. While the population of residents ages 0-17 is projected to increase by
0.4 percent.

University of Minnesota Medical Center community — Age

Year 2018 2023

Total Population 884,743 921,635
Ages 0 —17 197,317 22.3% 209,215 22.7%
Ages 18 — 44 373,045 42.2% 371,166 40.3%
Ages 45 - 64 200,902 22.7% 205,407 22.3%
Ages 65 and older 113,479 12.8% 135,847 14.7%

Source: Claritas 2018

In 2018, 63.4 percent of the medical center community identified as white, with black/African American
residents making up the second largest group at 15.8 percent. Residents of color make up 36.6 percent
of the overall population. Over the next five years, the number of residents of color is projected to
increase to 38.6 percent of the overall population.

University of Minnesota Medical Center community — Race

Year 2018 2023

Total Population 884,743 921,635
White 560,798 63.4% 565,655 61.4%
Black / African American 139,968 15.8% 149,796 16.3%
American Indian / Alaskan Native 10,987 1.2% 10,876 1.2%
Asian 99,429 11.2% 116,025 12.6%
Native Hawaiian / Pacific Islander 353 0.0% 323 0.0%
Some Other Race Alone 36,632 4.1% 39,071 4.2%
Two or More Races 36,576 4.1% 39,889 4.3%

Source: Claritas 2018

Ethnicities, including Hispanic/Latino, can be any race and are included in the race categories above.

Community Health Needs Assessment

Fairview uses two key resources to frame its CHNAs and Implementation Strategies: The Catholic Health
Association framework and the University of Wisconsin Population Health Institute model.

The Catholic Health Association framework describes the processes used to identify, prioritize, act on,
and evaluate the health needs and assets of our communities in collaboration with community partners.
The Fairview process is based on this model, and is as follows.
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Our Process

The CHNA process was designed to gather current demographic and health data from a variety of
sources in order to understand the needs of the medical center community. The report contains a
description of the process used for the assessment, a description of the types of information collected,
and a summary of the results. The 2018 CHNA process took place between March 2018 and October
2018 led by the Fairview community benefit team.

Local Community iy EEnE M Health Patient Care
Health Steering P y and Quality Fairview Board of
Committees Y Committee Directors adopts

validate priority reco;zgfﬁ?]seepdrlsorlty recommend CHNA CHNA reports
health needs report

Primary and
secondary data
collection and

analysis

December 2018

March — August 2018 September 2018 November 2018 December 2018

Fairview Community Advancement used the University of Wisconsin Population Health Institute model
below to understand the factors that influence health outcomes and to classify health needs and
opportunities. According to this model, only about 20 percent of health is determined by clinical care. The
CHNA helps to identify the other 80 percent of health influencers that occur outside of clinics and
hospitals. These factors combined are called social determinants of health.

Social determinants of health are the conditions in which people are born, grow, work, live, and age, plus
the wider set of forces and systems shaping the conditions of daily life."

Inequitable social determinants of health often lead to health disparities — the unfair or avoidable
differences in health status seen between groups of people. Social determinants, such as socioeconomic
status, geography, and housing, affect opportunities for health and influence health behaviors and
underlying conditions contributing to health.

Programs and Health Health
Policies Factors Outcomes

Physical Social and q e
. - Health behaviors Clinical care
environment economic factors 30% 20%

10% 40%

Source: University of Wisconsin Population Health Institute
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Wilder Research, a division of the Amherst H. Wilder Foundation in St. Paul, Minnesota, is one of the
nation’s largest nonprofit research and evaluation groups dedicated to the field of human services. Wilder
Research conducts research for more than 100 nonprofit and government organizations whose sphere of
influence ranges from the neighborhood to the national or international level.

The community benefit staff used a variety of data sources to gain a comprehensive understanding of the
health needs of people throughout the community.

Primary data

To ensure the CHNA had broad community representation, key populations — seniors, people
experiencing poverty, persons of color, and indigenous people — were invited to participate in a series of
community conversations, key stakeholder interviews, and facilitated discussions. Bilingual facilitators
and note-takers participated in community conversations held in languages other than English including
Somali and Hmong. The note-takers provided real-time translation and captured the notes in English.

Questions were designed to help the team understand community identified top health needs, barriers to
care, barriers to maintaining and improving health, and community assets. All standardized primary data
was collected between May and August of 2018.

In addition to standardized primary data collected as part of the CHNA, other community voice data was
collected and analyzed between 2016 and 2018, including community listening sessions in North
Minneapolis about mental health and surveys with youth in Minneapolis’ Cedar Riverside neighborhood.
See appendix G for a list of supplemental primary data.

Secondary data

Secondary data were gathered from several online resources housing a variety of indicators that have
been collected, analyzed, and displayed by governmental and other agencies through surveys and
surveillance systems. Additional data was gathered through purchased data sources including Claritas
and Wilder Research.

Wilder Research compiled and synthesized publicly available data and research studies to create issue
briefs on the leading causes of death/premature death and the social determinants of health for Hennepin
County. They reviewed multiple time-point indicators related to the following social determinants of health:
socioeconomic status, education, employment, housing and transportation. The final issue briefs highlight
disparities by race, ethnicity, age, gender, and other factors.

The following criteria were used to identify the quantitative data sources:

Publicly available

e Availability of data by zip code, county, state, and U.S. levels
e Existence of benchmarks (e.g. Healthy People 2020)

e Ability to trend (e.g. updated on a regular basis)

e Informs understanding of health disparities

Claritas is a widely used national demographic estimate tool. Estimates and projections are provided at a
zip code level including, but not limited to population based on age, sex, ethnicity, and income. Estimates
are data prepared for the current year, and projections are prepared for dates five years in the future
based on U.S. Census, American Community Survey, and other data sources. This demographic data is
used across various industries to understand population trend implications on business strategies and
initiatives.
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Community Commons provides a single location for a number of data sources available at the state,
county, national, and often zip code level. It is managed by the Institute for People, Place and Possibility
and the Center for Applied Research and Environmental Systems. Major funders and partners include the
Centers for Disease Control and Prevention, Robert Wood Johnson Foundation, and the American Heart
Association.

The American Community Survey is an ongoing survey by the U.S. Census Bureau designed to
provide information about how communities are changing. It annually gathers information previously
contained only in the long form of the decennial U.S. Census such as ancestry, educational attainment,
income, language proficiency, and housing characteristics.

Community Need Index scores developed by Catholic Healthcare West and Truven Health Analytics
combine publically available and proprietary data to create an objective measure of socio-economic
barriers to health care access and their effect on inappropriate hospital re-admissions for ambulatory
sensitive conditions.

Data methods and analysis

Primary data

Fairview’s community benefit team developed standardized tools, processes, instructions, and facilitator,
interviewer, and note-taker training. The team also gathered, cleaned, analyzed, and presented all
primary data. Community conversations lasted 90 minutes. Some conversations were held in other
languages (i.e. Somali and Hmong) which were conducted by facilitators and note-takers fluent in both
English and the other language. All community input was translated by the note-taker and captured in
English. Key stakeholder interviews were conducted over the phone and lasted 30 minutes or less.

Secondary data

Fairview’s community benefit team provided oversight, standardized tools, processes, and instructions for
data gathering, cleaning, analysis, and presentation of most secondary data. Wilder Research performed
this role with data related to the social determinants of health and leading causes of death for Hennepin
County.

Data limitations
While the team made every effort to gather appropriate volume and variety of data to support the CHNA,
they identified several information gaps and limitations.

Primary data
Several limitations are inherent in the primary data collection. These include:

e Information gathered from key stakeholder interviews often represents the perspectives and biases
of the organization, agencies, and groups with which the stakeholders are associated.

e Because few people can sense all the needs and concerns of their community, the perspectives of
those who are less visible may be overlooked.

e Several key populations were not well represented in primary data collection. These include
children and adolescents, men, young adults, and members of the LGBTQ community.

To minimize the above limitations, the team reviewed and analyzed all primary data within the context of
the overall CHNA findings and secondary data sources.

University of Minnesota Medical Center | 15



Secondary data
Two key limitations are inherent in the collected secondary data:

e The reporting of race and ethnicity data is often suppressed due to larger margins of error and/or
small population sizes. Information for populations such as East African, Hmong, American Indian,
and black are largely unavailable, or suppressed, especially at the local level.

e The majority of captured data is deficient-based thereby making the focus of the summary deficient
within the community.

To minimize secondary data limitations, the team was intentional about speaking with seniors, persons
experiencing poverty, people of color, and indigenous people.

Understanding the health needs of our community

Minneapolis is a major city in Minnesota that forms the "Twin Cities" with the neighboring state capital of
St. Paul. Bisected by the Mississippi River, it's known for its parks and lakes. Minneapolis is also home to
many cultural landmarks like the Walker Art Center, a contemporary art museum, and the adjacent
Minneapolis Sculpture Garden, famed for Claes Oldenburg's "Spoonbridge and Cherry" sculpture.
Minneapolis is the 16th-largest metropolitan area in the United States.? Hennepin County is the most
populous county in Minnesota and the 35th-most populous county in the United States; with more than
one in five Minnesotans living in Hennepin County. The county is named in honor of the 17th-century
explorer Father Louis Hennepin.3

Hennepin County demographics

Hennepin County has become increasingly diverse, with population growth coming as a result of
increases in residents of color. While more than half of residents are white, the population of residents of
color has increased by 10 percent since 2000, with the biggest growth in black residents.

The proportion of Hennepin County residents age 65 and older has increased, however Hennepin County
still has a slightly smaller percentage of older adults than the state overall.” Currently, 14 percent of
Hennepin County residents are age 65 and older, compared to 11 percent in 2000.

Social determinants of health and health disparities

The World Health Organization defines social determinants of health as the conditions in which people
are born,Sgrow, work, live, and age, plus the wider set of forces and systems shaping the conditions of
daily life.

The Centers for Disease Control and Prevention on their Healthy People 2020 webpage explain that the
social determinants of health have a greater influence on health outcomes than clinical care and that they
are also largely responsible for health inequities — the unfair or unavoidable differences in health status
seen between groups of people. Social determinants such as socioeconomic status, geography or
housing, can limit or increase opportunities for health, which influences health behaviors and underlying
social determinants.®

Community Need Index scores

A Community Need Index score is a tool used to identify the severity of health disparities by zip code.
Research has shown that zip codes with high Community Need Index scores show a strong correlation to
inappropriate 30-day hospital readmissions.’ Community Need Index scores are based upon five
prominent socio-economic barriers to healthcare access and range by zip code from a score of one
(lowest need) to five (highest need).
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Socio-economic barriers considered in the Community Need Index score are:

Income barriers (percent of elderly, children and single mothers in poverty)

Cultural/language barriers (percent of Caucasian and non-Caucasian and percent of adults over
the age of 25 with limited English proficiency)

Educational barriers (percent without high school diploma)
Insurance barriers (percent uninsured and percent unemployed)
Housing barriers (percent renting houses)

Community Need Index scoring

Highest Quintile 42-5.0
2" Highest Quintile 34-41
Mid Quintile 26-33
2" Lowest Quintile 1.8-25
Lowest Quintile 1.0-1.7

In 2016, 27.5 percent, or 11 of 40, zip codes in the medical center's community were in the highest
Community Need Index quintile with a score of 4.2 —5.0. In addition 15 percent, or 6, of those zip codes
scoring a 5.0 — the highest possible score. Other 32.5 percent, or 13, zip codes were in the second
highest quintile of 3.4 — 4.1. See appendix H for a list of trended Community Need Index scores for years
2012 — 2016. Between 2012 and 2016 64 percent (23) of the zip codes with scores in both years
experienced an increase in their Community Need Index score, 19 percent (4) remained the same and 17
percent (6) saw a decrease in their score.

While Community Need Index scores do not provide information on specific health needs in the
community, they do provide context and information about specific zip codes in which greater health
disparities may be expected and where implementation strategies could be targeted.

2016 Community Need Index scores for the
University of Minnesota Medical Center community
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Fairview contracted with Wilder Research to research the social determinants of health for Hennepin
County. The determinants reviewed were — socioeconomic status, education, employment, housing, and
transportation. This summary includes data at multiple time points and highlights disparities by race,
ethnicity, age, gender, and other factors when available.

Socioeconomic status, a person’s standing related to income, employment, and education, can impact
health in many ways.? Residents with lower incomes may find it more difficult to purchase healthy food,
pay for gym memberships, or cover the costs of health care visits or medication. In addition, financial
instability or living in poverty can increase stress, impacting physical and mental health, as well as overall
quality of life.

Although median household income in Hennepln County is higher than the state average, there are
disparities by race, ethnicity, and gender.® Overall, incomes for Hennepin County residents decreased
between 2000 and 2016. The current median household income in Hennepin County is $67,989. Median
incomes range from as high as $77,569 for Asian residents to at or well below $40,000 for single-female
households with children, American Indian, and black residents.

Hennepin County - Median income by race/ethnicity

$120,000
$100,000
$80,000
$60,000
$40,000
WAl adnl

> American Two or

Of color | Hispanic = Black Asian Indian 22;2 White

02000 $72,071 | $47,774 @ $51,643 | $40,205 @ $66,042 | $38,716 & $45,199 | $77,364

m2016 $67,989 @ $49,504 @ $46,444 | $28,622 $77,569 | $32,572 @ $50,596 | $76,525

Source: 2000 Decennial Census, 2012-2016 5-yr American Community Survey
Data compiled by Wilder Research

Hennepin county residents under age 25 and residents age 65 and older have much lower incomes
($29,980 and $44,754), while those age 25-44 and age 45-64 have incomes well above the county
average ($74,078 and $83,769).

Hennepin County - Median income by gender

$120,000
$100,000
$80,000
$60,000
$40,000
$20,000
¥ Female. single
parent

02000 $72,071 $60,383 $46,334

m2016 $67,989 $54,305 $40,094

Source: 2000 Decennial Census, 2012-2016 5-yr American Community Survey
Data compiled by Wilder Research

All Male, single parent
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Poverty
There is a strong association between income and health. Across multiple indicators, people with lower
incomes tend to have poorer health outcomes. Lower-income communities may lack the resources and

amenities that support health.

Poverty guidelines are issued each year in the Office of the Federal Register by the Department of Health
and Human Services. The guidelines are a simplification of the poverty thresholds for use for
administrative purposes — for instance, determining financial eligibility for certain federal programs.

2016

100% of the Federal Poverty Guidelines for the
48 Contiguous States and the District of Columbia

Persons in family/household Poverty guideline
1 $11,880
2 $16,020
3 $20,160
4 $24,300
Source: Office of the Federal Register; https://www.federalregister.gov/d/2016-

01450/p-14
The number of Hennepin County residents living in poverty increased between 2000 and 2016, with
significant disparities in rates by race and ethnicity. By 2016, 1 of 10 Hennepin County residents were
living at or below 100 percent the Federal Poverty Level ($24,300 for a family of four). White residents
and those age 65 and older had the lowest poverty rates with only seven percent living at or below 100
percent of the Federal Poverty Level. Poverty rates were double or triple the county average for some
residents including children (0-17), American Indian, black, Hispanic residents, and the broader group of
residents of color. The biggest changes in poverty rates were seen for Asian residents (seven percent
decrease) and black residents (seven percent increase).

Hennepin County — Population living at or below 100% Federal Poverty
Level by race / ethnicity
Year 2000 2016
Total Population 1,116,200 1,252,024
American Indian 29% 26%
Asian 18% 11%
Black 27% 34%
Hispanic 20% 21%
Two or more races 19% 18%
White 5% 7%
Of color 23% 24%

Source: 2000 Decennial Census, 2012-2016 5-yr American Community Survey, Small Area Income and Poverty
Estimates (SAIPE) Program 2000 and 2016; Data are suppressed, indicated by an asterisks (*), when it is
unreliable due to small populations and high margins of error. Note: All race/ethnicity, nativity, and age group
poverty data are based upon the <100% Federal Poverty threshold. Data compiled by Wilder Research.

Hennepin County — Population living at or below 100% of the Federal
Poverty Level by age
Year 2000 2016
Total Population 1,116,200 1,252,024
Children 0 — 17 13% 20%
Adults 65 and older 6% 7%

Source: 2000 Decennial Census, 2012-2016 5-yr American Community Survey, Small Area Income and Poverty
Estimates (SAIPE) Program 2000 and 2016. U.S. Census Bureau 2017 Population Estimates
Data compiled by Wilder Research.
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Housing affordability and transportation

Housing affordability impacts an individual’s or family’s economic stability. When a household is cost-
burdened — paying more than 30 percent of their income on housing — there is less income to pay for
basic needs, including health care costs. The number of cost-burdened households increased between
2000 and 2016, with renters being more likely to be cost-burdened than homeowners. The percentage of
renter cost-burdened households was more than double the percentage of owner cost-burdened
households. Renters also saw the biggest increase in cost-burdened housing (eight percent).

Hennepin County — Housing affordability

Year 2000 2016
Cost burdened households 25% 30%
Owner cost-burdened households 18% 21%
Renter cost-burdened households 38% 46%

Source: 2000 Decennial Census, 2016 1-yr American Community Survey;

Note: Cost-burdened households pay 30 percent or more of their gross income on housing

Data compiled by Wilder Research.
Access to reliable transportation, regardless of the mode, helps ensure residents can travel to work,
purchase healthy foods, access health care services and other supports, and socialize with others, which
all are necessary for health and a high quality of life. One of 10 Hennepin County households is without a
vehicle, while nearly 2 of 10 use alternate transportation.

Hennepin County — Transportation

Year 2000 2016
Household with no vehicle 11% 10%
Used alternate transportation to get to work* 16% 18%

Source: 2016 1-yr American Community Survey. Transportation - 2000 Decennial Census.
Data compiled by Wilder Research.
*This includes any worker over 16 years old in a household who did not commute by car/carpool.

Employment

Employment is an individual’s pathway to income and assets. Employment supports basic needs, and
often provides access to affordable health insurance. Overall employment rates for Hennepin County
residents decreased between 2000 and 2016, with rates for most groups below the state rate of 78
percent.10 White residents have the highest rates of employment, followed by Hispanic, Asian, and
residents of two or more races, all of which have employment rates over 70 percent. American Indian
residents have the lowest employment rates. Asian and Hispanic residents had the biggest changes in
employment, each having a six percent increase. Employment rates for key working age populations (25-
34 and 35-44) remained well above the state employment rate. Residents age 16-24 and 45-64 had
slightly lower employment rates that declined between 2000 and 2016.

Hennepin County — Employment by race / ethnicity

Year 2000 2016
Total Population 1,116,200 1,252,024
American Indian 59% 56%
Asian 67% 73%
Black 64% 63%
Hispanic 69% 75%
Two or more races 68% 70%
White 83% 81%
Of color 65% 69%

Source: 2000 Decennial Census, 2012-2016 5-yr American Community Survey; Data are suppressed, indicated
by an asterisks (*), when it is unreliable due to small populations and high margins of error.
Data compiled by Wilder Research.
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Hennepin County — Employment by age

Year 2000 2016

Total Population 1,116,200 1,252,024

Ages 16 — 64 65% 69%
Ages 16 — 24 68% 60%
Ages 25— 34 84% 85%
Ages 35— 44 84% 84%
Ages 45 — 64 81% 7%
Ages 65 and older 16% 20%

Source: 2000 Decennial Census, 2012-2016 5-yr American Community Survey
Data compiled by Wilder Research.

Education

Addressing disparities in educational attainment is important because individuals who earn a bachelor’s
degree or higher are more likely to secure full-time employment and higher earnings. A college education
is a pathway to acquiring income, benefits, and assets, all of which are strongly associated with better
health. The proportion of residents with a bachelor’s degree or higher in Hennepin County maintained or
increased for all groups, with the overall Hennepin County rate higher than the state of Minnesota (35
percent).™* Residents most likely to have a bachelor’s degree or higher are white and Asian residents (53
percent and 50 percent), both of which saw an increase of 11 percent. Fewer than 20 percent of
American Indian and Hispanic residents have a bachelor’s degree or higher. Traditional college age
residents (age 18-24) have lower rates of educational attainment, while those in the mid-twenties to mid-
sixties have at or above the county rate.

Hennepin County — Educational attainment of a bachelor’s degree or
higher by race / ethnicity
Year 2000 2016
Total Population 1,116,200 1,252,024
American Indian 10% 17%
Asian 39% 50%
Black 34% 36%
Hispanic 18% 19%
Two or more races 32% 34%
White 42% 53%
Of color 27% 27%

Source: 2000 Decennial Census, 2012-2016 5-yr American Community Survey; Data are suppressed, indicated
by an asterisks (*), when it is unreliable due to small populations and high margins of error.
Data compiled by Wilder Research.

Hennepin County — Educational attainment of a bachelor’s degree or
higher by age
Year 2000 2016
Total Population 1,116,200 1,252,024
Ages 18 — 24 15% 21%
Ages 25 - 34 46% 54%
Ages 35-44 42% 52%
Ages 45 - 64 40% 46%
Ages 65 and older 22% 38%

Source: 2000 Decennial Census, 2012-2016 5-yr American Community Survey
Data compiled by Wilder Research.
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Leading causes of premature death, death, and contributing factors

Fairview contracted with Wilder Research to research the leading causes of death, premature death, and
their contributing factors. The table below shows the top five leading causes of death (all ages) and
premature death (before age 75) for Hennepin County and Minnesota.

For all Minnesota counties, cancer is the leading cause of death, with breast cancer incidence and
mortality the highest, followed by lung and colorectal cancers. Heart disease, while the leading cause of
deaths in many states, is second in Minnesota and Hennepin County.

2016 Leading causes of death and premature death
in Hennepin County and Minnesota

Rank Hennepin County Minnesota
Leading causes of Leading causes of Leading causes of Leading causes of
death premature death death premature death
1 Cancer Cancer Cancer Cancer
2 Heart disease Heart disease Heart disease Heart disease
3 Unintentional injury Unintentional injury Unintentional injury Unintentional injury
Chronic lower Chronic lower Chronic lower -
4 . . . . . . Suicide
respiratory disease respiratory disease respiratory disease
5 | Stroke Suicide Alzheimer's disease | CTronic lower
respiratory disease

Source: Minnesota Department of Health, Center for Vital Statistics, retrieved September 2018

Hennepin County has higher rates of unintentional injury deaths than the state and exceeds the national
Healthy People 2020 goals for the leading causes noted in red below.

Hennepin County — Leading causes of death, 2012 — 2016

Mortality rate per 100,000 — Age-adjusted

eneen | mesora | Healty Pecple
Cancer 148.0 153.1 161.4
Heart disease 99.0 117.3 n/a
Unintentional injury 42.4 40.9 36.4
Chronic lower respiratory disease 33.9 36.1 n/a
Stroke 31.8 33.0 34.8

Source: Centers for Disease Control and Prevention, National Vital Statistics System. Accessed via CDC WONDER. 2012-16.

Although the leading causes of premature death are complex and there is no known single cause, certain
risk factors can increase a person’s chance of developing a disease or condition. Among the key risk
factors for each leading cause, several are common across all and many are related to social
determinants of health.
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Below are examples of contributing factors of the leading causes of premature death in Hennepin County:

e Cancer: Poverty, limited access to care for screening, obesity, tobacco use, poor diet, physical
inactivity, environmental exposure.

e Heart disease: Diabetes, obesity, poor diet, physical inactivity, smoking.
e Unintentional injuries: Falls, motor vehicle accidents, poisoning.

e Chronic lower respiratory disease: Lack of access to prevention and care, tobacco use,
environmental exposure/air quality.

Many of the leading causes of premature death can be prevented by changes in health behavior.
Residents who follow a healthy diet, maintain a healthy weight, exercise regularly, and avoid tobacco
products are at a lower risk of many chronic health conditions.

Other trends

Drug overdose deaths continue to increase in Minnesota. In 2016, death certificates indicated that 675
deaths were a result of drug overdose, compared to 538 in 2015. Drug overdose deaths include
accidental poisoning by drugs, intentional self-poisoning by drugs, assault by drug poisoning, or drug
poisoning of undetermined intent.*?

Statewide opioid-involved deaths increased 18 percent from 2015 to 2016. Deaths from overdose
involving methadone and prescribed opioids, such as codeine, oxycodone, or hydrocodone remained
stable; however, there was an increase in deaths involving heroin and other synthetic opioids. See below
of Hennepin County specific numbers.

Hennepin County - Number of overdose deaths
mmm Opioid-involved == All Drugs
250

200
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Source: Minnesota Department of Health, Injury and Violence Prevention Section. Wright, N. & Roesler, J. (2017)
Data compiled by Wilder Research

Health disparities and priority populations

Health disparities adversely affect groups of people who have systematically experienced greater
obstacles to health based on their racial or ethnic group; religion; socioeconomic status; gender; age;
mental health; cognitive, sensory, or physical disability; sexual orientation or gender identity; geographic
location; or other characteristics historically linked to discrimination or exclusion.™

Each of the leading causes of death is related to unique health disparities, but also shares several
general similarities. For example, health disparities adversely affect people of color and indigenous
people for cancer, heart disease, unintentional injury and chronic lower respiratory disease. Health
disparities exist between those with the highest income levels and the lowest, as well as between the
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insured and uninsured. Those in the lowest income level without insurance have the greatest health
needs and are most challenged in gaining access to high-quality affordable healthcare.

As a result of the demographic findings during the CHNA process in addition to needs of the broader
community there was an intentional focus on members of the following priority populations:

e Seniors
e People experiencing poverty
e Persons of color and indigenous people

These priority populations were also the primary focus when collecting primary data for the purposes of
this CHNA. See the following section for additional details about the primary data collection process.

Community voice

Primary data collection occurred between May and August of 2018 and included facilitated discussions,
community conversations, and key stakeholder interviews. These gave content experts, community
members, local business, nonprofits, and government leaders voice around the health needs, barriers,
resources, and assets in their community. See appendix | for a complete list of primary data collected by
sector, method of collection and organizations.

Facilitated discussion

The University of Minnesota Medical Center Community Health Steering Committee played a critical role
in directing the focus of the hospital’s primary data collection. The steering committee members are a
diverse cross section of area community leaders and key internal staff.

Organizations Represented

Coalitions/Collaborators City of Minneapolis Public Health

Education East Africa Health Project

Law Enforcement Minneapolis Police Department

Healthcare St. Catherine’s University

Local Public Health University of Minnesota Masonic Children’s Hospital
Social Services University of Minnesota Medical Center

The steering committee held discussions to identify health needs in the community, determine gaps in the
primary data collection, and provide feedback and guidance on need prioritization and local emerging
health needs. See appendix J for questions asked during the facilitated discussion questions.

Community Conversations

Community conversations increased understanding of health needs, barriers, and assets amongst
specific community populations. The community health steering committee helped to determine who
should be included in these conversations.

Four community conversations were conducted in the University of Minnesota Medical Center community
in English, Somali, and Hmong. See appendix K for questions asked during the community
conversations.
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Key stakeholder interviews
Community input was supplemented by key stakeholder interviews with local officials, leaders of non-
profit organizations, public health leaders, content experts and others who understand the needs of the
community, as well as the unique needs of seniors, people experiencing poverty, persons of color, and
indigenous people in the community. See appendix L for questions asked during key stakeholder
interviews.

In order to better understand the health needs of the community beyond the secondary data, the Fairview
community benefit team gathered input from individuals representing the broad as well as unique
interests of the community. These individuals included local public health departments, those who are
medically underserved, people experiencing poverty, persons of color, indigenous people, and
professionals whose organizations serve or represent the interests of these populations. The various
methods used are described on pages 14 — 16. The results were compiled, analyzed, and synthesized.

Guided by direction from the medical center's Community Health Steering Committee to build and expand
upon the previous CHNA priority needs, findings from the primary data were first analyzed by previous
Fairview and HealthEast system CHNA priority needs. See table below to see details provided by the
community:

Primary data findings analyzed by previous CHNA priority needs

Access to care and resources Mental health and well-being

Disparities in access across
society/groups

Transportation
Healthy housing

Culturally appropriate
education and resources

Build trust with providers
Lack of diverse providers

Lack of awareness and
access to resources and
services

Lack of affordable care

Lack of understanding about
roles in healthcare (including

own role)

e Stress °
o Grief/caregiver support

e Societal pressures impacting
youth o

e Anger management
e Stigma/lslamophobia

e Stress and safety related to
immigration status

e Untreated traumas
e Substance use

e Lack of culturally relevant
addiction treatment

Link between mental illness
and homelessness

e Lack of life skills/coping
strategies

e Need for culturally relevant
education

Healthy lifestyles

Chronic disease education,
prevention and management

Healthy eating and diet

Affordable and safe space for
physical activity

Access to healthy food

Access to culturally specific
food — time, knowledge and
space to grow food

Root causes of leading
causes of death including:
physical inactivity, obesity,
poor nutrition, smoking,
substance use and

Everything included in the table above was mentioned more than once and was listed as voiced by the
community. Throughout the key stakeholder interviews, the top needs identified fell within the access to
care and resources category, specially needs that address the social determinants of health. The top
needs identified during the community conversations varied group by group. However, needs that fell
within the mental health category were consistently mentioned by all groups.
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Next, the primary data was further analyzed to determine if any new or emerging needs were identified by
the community. See the table below for a summary of the types of needs and barriers expressed by the
community.

Primary data findings

Access to specialists
° in the
system
= Awareness of how fo access care
« Awareness of how fo access mental health
services
« Care provided in a community setting
« Caring and non-judgmental medical staff
« Childcare
« Coordination of care — infernally and
externally
* Cultural advocates
« Culturally informed care
« Diverse providers
» Extended clinic hours
« Family friendly care
« Fear of accessing care if undocumented
= Feel listened to by provider
« Follow-up care after care or hospital
discharge
« Language barriers and need for interpreters
« Limited time spent with provider
+ Long wait times to appointments
« Patient advocate/navigator
« Mistrust in the healthcare system
« Transportation
o Challenging to take bus
o Cost
o Knowledge/navigation
o Long wait for Metro mobility rides
o No vehicle
o Reliable transportation
o Rides from friends/family

o Weather
= Treated with respect
« Trust and relationship with providers

Access fo affordable resources
Access to healthy and affordable food
+ Access fo places to exercise
« Access fo resources
+ Affordable community activities
« Awareness of resources and services
of i i
Caregiver support
Childcare
Resources for aging in place

Mental Health .

* Anger management
« Awareness of how to access mental health
sernvices

« Connection to others

* Depression

« Discrimination
o Documentation status
o Immigrants and refugees
o Islamophobia

+ Historical trauma

* Mental health

* Racism

« Social connection

+ Stigma

« Siress

+ Stress management

+ Suicide prevention

+ Support groups

« Trauma

* Youth viclence and bullying

+ Violence and anger

Access to healthy and affordable food
* Alzheimer's disease and dementia
= Autism
* Cardiovascular disease
= Chronic disease
« Chronic pain
+ Community gardens
* Diabetes
= Education on when to access healthcare
+ Healthy eating
Health education
Health literacy
+ Hearing loss
i and

= Nufrition education
= Obesity

- Pain management
= Physical acfivity opportunities
- Prevention education

+ Proximity to a grocery store

+ Sexual health education

« Spiritual health
« Dental insurance
« Dental care

* Addiction

= Alcohol

« Chemical dependency
« Opioid addiction

+ Substance use

« Youth drug use

= Access to healthy and affordable food
« Employment opportunities

* Homelessness

* Housing

o Affordable
o Available
o Healthy

o Safe

o Stable

« Job security

« Poverty

« Safe neighborhoods
« Transportation

o Cost
o No vehicle
o Reliable transportation

Cost of Care

* Cost of care

« Cost of insurance

« High co-pays

« High cost of mental health services

« High cost of prescriptions

* High deductibles

« Inability to get insurance if undocumented
« Inability to take time off work for illness or

Substance Use .

* Low-cost services for people who are

appoinfments
Insurance doesn't cover everything

undocumented

« Sliding scale fees

There were several findings from the primary data that were unique to the medical center’'s community,

including:

e A need for culturally relevant education, conversations, and available places to talk

e Lack of access to education, resources, care, food, and jobs

e Lack of life skills and coping strategies

e A desire for care in the community because “hospital isn’t working”

e A high degree of experienced racism, isolation, trauma, anger, hopelessness, and fear

Prioritization of health needs

In order to determine the top health needs in the community indicators from secondary data; data from
Wilder Research on the leading causes of death and premature death, and the social determinants of
health; and primary data that met two pieces of criteria: (1) a need and/or barrier that was said more than
one time, and (2) a need and/or barrier that was repeated in at least two of the groups (e.g. both a
stakeholder interview and a community conversation) were used. See graphic below for a description of

this process.
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Prioritization process and need identification

117 indicators + leading causes of death + leading
causes of premature death + social determinants of
health + facilitated discussions + community
conversations + key stakeholder interviews + 2015 CHNA

Community input screened for more than
one mention and categorized

Categorized community input
reviewed against
complementary
secondary data
- 30 health needs

Weighted
criteria applied
- 3 Recommended
Health
Needs

The medical center's Community Health Steering Committee reviewed and validated findings from the
primary and secondary data, and recommended three health needs be adopted for the medical center.
The three health needs are consistent across all 11 Fairview hospitals and medical centers and are
intentionally broad to allow for local variation during the implementation planning process.

The following weighted criteria were used to prioritize health needs. A maximum of 20 points were
possible. Highest weight was given to the two criterion deemed most important by the steering committee
— continuing work in the 2015 CHNA priority areas and ensuring future priorities aligned with what the
community identified as top needs.

Weight Criteria

6 points 2015 CHNA priority need

5 points Community priority

3 points Medical Center expertise / resources / feasibility
3 points Disparities exist

2 points Magnitude / scale of need

1 point Need is present in all 11 Fairview communities
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The prioritization criteria was applied to the top 30 health needs identified in the medical center
community. The top 10 health needs include:

1. Mental health

2.
3.
4,
5.
6.
7.
8.
9.

10. Tied for tenth (1) Stroke (2) Chronic lower respiratory disease (3) Alzheimer’s disease

Chronic disease
Stress

Stigma — mental health
Suicide

Heart disease

Cancer

Psychological trauma

Substance use

Our 2018 priority health needs

Through a voting process, the University of Minnesota Medical Center Community Health Steering
Committee validated the following priority health needs:

¢ Mental health and well-being
e Healthy lifestyles
e Access to care and resources

These three priorities are consistent across all 11 Fairview hospitals and medical centers and are
intentionally broad to allow for local variation during the implementation planning process.

Needs identified but not addressed

Although the following health needs were not selected as priority needs, the University of Minnesota
Medical Center, will continue to support work aligned with addressing these needs as appropriate
particularly when doing so would address the social determinants of health and/or the leading causes of
premature death.

Community Need | Reasons Not Addressed

. This issue is beyond what University of Minnesota Medical Center resources
Child care oo
can support at this time.

This issue will be addressed as part of patient care but falls outside the

Chronic lower respiratory disease scope of the community-based CHNA Implementation Strategy.

This issue will be addressed as part of patient care but falls outside the

Clinic hours scope of the community-based CHNA Implementation Strategy.

This issue will be addressed as part of patient care but falls outside the

Cost associated with care scope of the community-based CHNA Implementation Strategy.

This issue will be addressed as part of patient care but falls outside the

Health literacy scope of the community-based CHNA Implementation Strategy.

This issue is beyond what University of Minnesota Medical Center resources

Safe neighborhoods can support at this time.

This issue will be addressed as part of patient care but falls outside the

Stroke scope of the community-based CHNA Implementation Strategy.

This issue is beyond what University of Minnesota Medical Center resources

Transportation can support at this time.
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Available resources to address priority health needs

As the University of Minnesota Medical Center develops its CHNA Implementation Strategy, it will look to
both internal and external resources to address the significant health needs identified through the CHNA
process described in this report.

External resources include community initiatives in partnership with numerous community stakeholders
including, but not limited to, Hennepin County Public Health, Stairstep Foundation, and Redeemer
Lutheran Church. These initiatives, programs and relationships are the foundation from which the
Implementation Strategy will be built.

Conclusion and next steps

Adoption by the Fairview Board of Directors

The Fairview Board of Directors adopted the University of Minnesota Medical Center's 2018 CHNA report
on December 6, 2018. This report is available on Fairview Health Services website, www.fairview.org, on
December 31, 2018.

Implementation Strategy

In late 2018, the University of Minnesota Medical Center will conduct the final steps in the assessment
process by developing a written CHNA Implementation Strategy to address the identified priority health
needs — mental health and well-being, healthy lifestyles, and access to care and resources. Local
steering committees, the system Community Advisory Council, and the M Health Patient Care and Quality
Committee will review the Implementation Strategies in early 2019.

The Fairview Board of Directors will be asked to adopt the medical centers 2019-2021 CHNA
Implementation Strategy in April 2019. The document will be publicly available on www.fairview.org, by
May 15, 2019 and executed during fiscal years 2019-2021.
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Evaluation of impact, 2016-2018 CHNA Implementation Strategy

Priority area #1: Chronic disease prevention and management with a focus on healthy living

Programs

Outcomes

Program 1: Living Well

The Living Well: Chronic
Disease Self-
Management Program is
an evidence-based
program developed by
Stanford University's
Patient Education
Research Center. Itis a
workshop given 2.5
hours once a week, for
six weeks. University of
Minnesota Medical
Center partnered with
Health Commons: Cedar
Riverside, Centro,
Redeemer Lutheran
Church, Wayman AME,
and Juniper to offer the
Living Well workshop in
community settings
throughout Minneapolis.

The anticipated impacts for the Living Well program are to:
1. Increase participant knowledge of techniques to deal with problems
such as frustration, fatigue, pain and isolation

2. Increase participant knowledge of appropriate exercise for maintaining
and improving strength, flexibility, and endurance

3. Increase participant knowledge of appropriate use of medications

4. Increase participant ability to communicate effectively with family,
friends and health professionals

5. Increase participants’ decision-making ability
6. Increase participants’ ability to evaluate new treatments

The anticipated impacts were measured with participant surveys that were
administered at the beginning of the first class (pre), at the end of the last
class (post) and six months after the end of the workshop (6 month follow-
up).

2016: 1 workshop; 16 participants

e 36% of participants reported the workshop helped them manage pain,
cope with feelings such as anger, sadness, frustration, and fear, and
manage their stress and fatigue.

e 64% of participants reported the workshop helped them do more
walking or other physical activities.

e There was a 15% increase in the number of who stated they forget to
take their medicine (pre to post).

e There was a 29% increase in number of participants who state they
always or very often ask questions about the things they want to know
and things they don't understand about their treatment when they visit
their doctor (pre to post).

o 79% of participants reported the workshop helped them set and
achieve goals and make action plans.

e Participant ability to make informed treatment decisions was not
assessed in 2016.

2017: 5 workshops; 72 participants

e 81% of participants reported the workshop helped them manage pain,
cope with feelings such as anger, sadness, frustration, and fear, and
manage their stress and fatigue.

e 86% of participants reported the workshop helped them do more
walking or other physical activities.

e There was a 35% decrease in the number of who stated they forget to
take their medicine (pre to post).

e There was a 44% increase in number of participants who state they
always or very often ask questions about the things they want to know
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and things they don't understand about their treatment when they visit
their doctor (pre to post).

e 89% of participants reported the workshop helped them set and
achieve goals and make action plans.

e 73% of participants reported the workshop helped them to make
informed treatment decisions.

2018: 1 workshop; 14 participants

e 83% of participants reported the workshop helped them manage pain,
cope with feelings such as anger, sadness, frustration, and fear, and
manage their stress and fatigue.

e 75% of participants reported the workshop helped them do more
walking or other physical activities.

e There was a 14% increase in the number of who stated they forget to
take their medicine (pre to post).

e There was a 17% increase in number of participants who state they
always or very often ask questions about the things they want to know
and things they don't understand about their treatment when they visit
their doctor (pre to post).

e 92% of participants reported the workshop helped them set and
achieve goals and make action plans.

o 92% of participants reported the workshop helped them to make
informed treatment decisions.

Program 2: ReThink
Your Drink

The ReThink Your Drink
campaign is an initiative
that educates
community residents,
University of Minnesota
Medical Center patients,
patients’ families and
employees on the health
risks associated with
drinking sugar-
sweetened beverages.
Activities conducted
under the ReThink Your
Drink campaign include
raising awareness at
community events and
implementing policy
change at the system
level.

The anticipated impacts for the Rethink Your Drink campaign are to:
1. Increase awareness of the risks associated with drinking sugar-
sweetened beverages amongst community residents, Fairview patients
and employees

2. Review existing vending contracts to bring them in alignment with
Partnership for Healthier America’s goal of less than 20 percent of
vending beverages are sugar-sweetened

The anticipated impacts were measured through participation in an
employee wellness campaign, vendor contract changes, participation at
community events, and by participant surveys that were administered before
and after presentations.

2016
e 248 employees participated in the Sugar Savvy Challenge.

e 90% of vending options were sugar-sweetened beverage free at the
end of 2016.

2017

e 530 water bottles were distributed at community events. Participants
were also provided with information about the amount of sugar in
sugar-sweetened beverages and the risks associated with drinking
them.

e 100% of vending options were sugar-sweetened beverage free as of
April 3, 2017.
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2018
e 4 presentations; 43 participants

e 6% increase in the number of participants who were able to identify
the risks associated with drinking sugar-sweetened beverages (pre to
post).

Program 3: Health
Commons: The Living
Room

Health Commons at the
Living Room is a health
and wellness drop-in
center located in north
Minneapolis. The
program began in 2014
and provides services to
community members
based on respect,
relationship building,
hospitality, and
collaboration connecting
health and hope for all
participants to live
healthier lives. All
services are provided
free of charge and
include: health
consultations, health
education, social
services, basic
necessities, community
referrals and resources,
nutrition classes, Zumba
and yoga classes, and
massage and healing
touch services.

The anticipated impacts for the Health Commons: The Living Room are to:
1. Increase participant knowledge of healthy eating

2. Improve participant behavior related to healthy eating
2016
e 2 nutrition classes with 16 participants.
2017
e 1 nutrition class with 10 participants

e Participants stated the class increased their knowledge of healthy
eating.

e Participants stated the class improved their behavior related to healthy
eating.

2018
e 1 nutrition class with 8 participants

¢ Participants stated the class increased their knowledge of healthy
eating.

e Participants stated the class improved their behavior related to healthy
eating.

Program 4: Health
Commons: Cedar
Riverside

Health Commons at
Cedar Riverside is a
health and wellness
drop-in center located in
the Cedar Riverside
neighborhood in
Minneapolis. The goal of
Health Commons is to
break down barriers
experienced by
residents and build a

The anticipated impacts for the Health Commons: Cedar Riverside are to:
1. Increase participant knowledge of healthy eating

2. Improve participant behavior related to healthy eating

In 2016 and 2017, the anticipated impacts were measured with participant
surveys that were administered before the beginning (pre) and at the end
(post) of the nutrition class. In 2018, the anticipated impacts were measured
with a participant focus group at the end of the nutrition class.

2016
e 4 nutrition classes with 36 participants.

e There was a 20% increase in the percent of participants who stated
that half of their plates should be fruits and vegetables (pre to post).

e 100% of participants reported they are comfortable creating healthy
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sense of community to
help reach an optimum
state of health. The
program began in 2011
and provides a safe
community gathering
place. All services are
provided free of charge
and include: nursing
care, health education,
social services, nutrition
classes, massage,
healing touch, basic
necessities, and
community referrals and
resources.

2017

2018

eating meal plans at the end of the class (pre to post).

1 nutrition class with 8 participants.

Participants had no change in knowledge of healthy eating (pre to
post).

There was a 27% increase in the percent of participants who
increased the servings of fruit they consumed on a daily basis (pre to
post).

1 nutrition classes with 10 participants

Participants stated the class increased their knowledge of healthy
eating.

Participants stated the class improved their behavior related to healthy
eating.

Priority area #2: Mental health and well-being

Programs

Qutcomes

Program 1: Mental
Health First Aid

Mental Health First Aid is
an internationally
recognized evidence-
based program that was
created and is managed
by the National Council
for Behavioral Health. It is
an eight-hour class that
introduces participants to
risk factors and warning
signs of mental ilinesses,
builds understanding of
their impact, and
overviews common
supports. There is also a
Youth Mental Health First
Aid that focuses on adults
working with adolescents.

The anticipated impacts for the Mental Health First Aid programs are to:

1.

3.
4.

Increase knowledge of the signs, symptoms and risk factors of mental
illnesses

. Increase knowledge of the impact of mental and substance use

disorders in participants
Increase awareness of local resources and where to turn for help
Build capacity to assess a situation and help an individual in distress.

The anticipated impacts were measured with participant surveys that were
collected at the beginning of the class (pre), at the end of the class (post)
and six months after class (6 month follow-up).

2016:

7 adult classes with 146 participants; 2 youth classes with 37

participants

2017:

29% (adult) and 37% (youth) increase in the number of participants
between pre and post who recognize the signs that someone may be
dealing with a mental health problem or crisis.

15% (adult) and 23% (youth) increase in the number of participants
between pre and post who are aware of their own views and feelings
about mental health problems and disorders.

36% (adult) and 28% (youth) increase in the number of participants
between pre and post who could assist a person who may be dealing
with a mental health problem or crisis to seek professional help.

36% (adult) and 29% (youth) increase in the number of participants
between pre and post who could reach out to someone who may be
dealing with a mental health problem or crisis.

10 adult classes with 181 participants; 4 youth classes with 78

participants

71% (adult) and 63% (youth) increase in the number of participants
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between pre and post who recognize the signs that someone may be
dealing with a mental health problem or crisis.

28% (adult) and 13% (youth) increase in the number of participants
between pre and post who are aware of their own views and feelings
about mental health problems and disorders.

56% (adult) and 65% (youth) increase in the number of participants
between pre and post who could assist a person who may be dealing
with a mental health problem or crisis to seek professional help.

61% (adult) and 67% (youth) increase in the number of participants
between pre and post who could reach out to someone who may be
dealing with a mental health problem or crisis.

2018: 4 adult classes with 66 participants; 3 youth class with 52 participants

23% (adult) and 52% (youth) increase in the number of participants
between pre and post who recognize the signs that someone may be
dealing with a mental health problem or crisis.

16% (adult) and 3% (youth) increase in the number of participants
between pre and post who are aware of their own views and feelings
about mental health problems and disorders.

83% (adult) and 7% (youth) increase in the number of participants
between pre and post who could assist a person who may be dealing
with a mental health problem or crisis to seek professional help.

67% (adult) and 41% (youth) increase in the number of participants
between pre and post who could reach out to someone who may be
dealing with a mental health problem or crisis.

Program 2: Imam
Training

The Imam Training
Project engages Imams
(Islamic faith leaders)
from four mosques in
south Minneapolis in
monthly workshops. The
workshops consist of
dialogue about mental
health, information on
how to identify mental
health issues in their
communities, and
information on referral
resources for those in
need.

The anticipated impacts for the Imam Training Project are to:

1.

3.

Increase participant knowledge of mental health symptoms and
treatment options

. Increase participant skills and capacity to promote better access to
care
Change participant behavior, perceptions and beliefs of mental illness

The anticipated impacts were measured by focus groups that took place with
participants at the end of each calendar year.

2016
[ ]

2017

9 Imams attended monthly trainings on mental health topics.

Imams stated the training increased their knowledge of mental health
symptoms and treatment options.

Imams stated the training increased their skills and capacity to
promote better access to care.

Imams stated the training changed their behavior, perceptions, and
beliefs of mental illness.

19 Imams attended monthly training on mental health topics.

Imams stated the training increased their knowledge of mental health
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2018

symptoms and treatment options.

Imams stated the training increased their skills and capacity to
promote better access to care.

Imams stated the training changed their behavior, perceptions, and
beliefs of mental illness.

7 Imams attended monthly trainings on mental health topics.

Imams stated the training increased their knowledge of mental health
symptoms and treatment options.

Imams stated the training increased their skills and capacity to
promote better access to care.

Imams stated the training changed their behavior, perceptions, and
beliefs of mental illness.
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University of Minnesota Medical Center — Community Health
Implementation Strategy

The following is the University of Minnesota Medical Center Community Health Implementation Strategy
to address the needs of the communities it serves for the years 2019-2021. This plan was developed with
significant contributions from Fairview Health Services and University of Minnesota Medical Center staff
and providers, the medical center Community Health Steering Committee members, and other community
members and leaders.

The medical center steering committee reviewed and gave input to the Implementation Strategy,
validated the development process, and recommended adoption of the Implementation Strategy and
Community Health Improvement Plan by the Board of Directors. See appendix E for a list of steering
committee members.

Collaboration with community is the cornerstone of our work and Implementation Strategy process. While
there are some elements of the strategy that are solely implemented by University of Minnesota Medical
Center, most will be executed in partnership with public health, businesses, nonprofits, faith
organizations, educational institutions, health organizations, other community partners, and individuals to
form sustainable solutions that go to the heart of local health assets, barriers, and needs.

Community Health Improvement Plan 2019 — 2021

This plan will guide Fairview in bridging community and clinical care to improve health, address the root
cause and contributing factors of health conditions, address priority populations, and catalyze Fairview’s
anchor mission.

All programs and initiatives will focus on the identified priority needs of mental health and well-being,
healthy lifestyles, and access to care and services, and will take into consideration our identified priority
populations that include seniors, persons experiencing poverty, people of color and indigenous people.

Offer evidence-based Behavioral Health staff Interfaith Health Increase in participants’
Mental Health First Aid : Collaborative Member ability to recognize and
Community Engagement :
training (adult and youth)  gtaff ty Engag Congregations correct misconceptions
StairStep Foundation about mental health and

Community Health and

. mental illness
Innovation staff

Interfaith Community
Health staff
Spiritual Health staff

Youth Grief Services staff

Offer evidence-based Community Health and Decrease in participants’
Stress Reduction Suite Innovation Staff perceived stress

e Flourish Ways to Wellness
e Resiliency and

Stress

Management

Training Series
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Offer services at Health
Commons — Cedar
Riverside

Offer services at Health
Commons — The Living
Room

Offer Trauma Informed
Congregations program

Offer Youth Grief Services

sessions and camps

Community Engagement
staff

Community Engagement
staff

Interfaith Community
Health staff

Interfaith Community
Health staff

Augsburg College
Department of Nursing

East African Health
Project

People’s Center Health
Services

Cora McCorvey Health &
Wellness Center

Redeemer Center for Life

River of Life Lutheran
Church/Lutheran Social
Services

Hennepin Health

Stairstep Foundation

Eluna (formerly The Moyer
Foundation)

New York Life

Increase in participants’
self-reported social
connectedness

Increase in participants’
self-reported social
connectedness

Increase in Clergy/Leader
understanding of the
impact of trauma on
trauma survivors

Increase in youth
participants’ knowledge of
healthy coping strategies
in response to grief

Hospital resources Anticipated impacts

Collaborate in policy,
systems and
environmental (PSE)
change around
responding to trauma in

settings such as schools

and faith communities

Community Benefit &
Measurement staff

Community Engagement
staff

Community Health and
Innovation staff

Fairview Foundation

Interfaith Community
Health staff

Champions, partners and specific Primary Service Area
(PSA) changes identified with implementation underway
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Offer evidence-based
Falls Prevention Suite

e Matter of Balance

e TaiJi Quan

Offer evidence-based
Living Well Suite of
programs

e Chronic Disease
Self-Management

e Chronic Pain
Self-Management

e Diabetes
Self-Management

Offer services at Health
Commons — Cedar
Riverside

Offer services at Health
Commons — The Living
Room

Offer Veggie Rx

Community Engagement
staff

Community Health and
Innovation staff

Interfaith Community
Health staff

Ways to Wellness

Community Engagement
staff

Community Health and
Innovation staff

Community Engagement
staff

Community Engagement
staff

Community Engagement
staff

Community Health &
Innovation staff

Integrated Primary Care
Clinic

Phalen Village Clinic
Rice Street Clinic

Roselawn Clinic

Arrowhead Agency on
Aging

Central Minnesota Council
on Aging

Juniper

Local organizations
serving seniors

Metropolitan Agency on
Aging

Arrowhead Agency on
Aging

Central Minnesota Council
on Aging

Juniper

Metropolitan Agency on
Aging

Augsburg College
Department of Nursing

East African Health
Project

People’s Center Health
Services

Cora McCorvey Health &
Wellness Center

Redeemer Center for Life

River of Life Lutheran
Church/Lutheran Social
Services

Hmong American Farmers
Association (HAFA)

Twin Cities Mobile Market
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Decrease participants’ fear
of falling

Increase participants’
confidence to manage a
chronic condition

Increase in participants’
perception of positive
lifestyle changes

Increase in participants’
perception of positive
lifestyle changes

Increase vegetable
consumption in food
insecure patients



Hospital resources Anticipated impacts

Collaborate in policy,
systems, and
environmental (PSE)
change around healthy
food transformation

addressing issues such as

food insecurity, food
access and changes to
cafeteria menus

Community Benefit &
Measurement staff

Community Engagement
staff

Community Health and
Innovation staff

Fairview Foundation

Interfaith Community
Health staff

Champions, partners and specific PSA change identified
with implementation underway

Conduct MINI Clinics

Offer evidence-based
Falls Prevention Suite

e Matter of Balance

e TaiJi Quan

Offer evidence-based
Living Well Suite of
programs

e Chronic Disease
Self-Management

e Chronic Pain
Self-Management

e Diabetes
Self-Management

Interfaith Community
Health staff

Community Engagement
staff

Community Health and
Innovation staff

Interfaith Community
Health staff

Ways to Wellness

Community Engagement
staff

Community Health and
Innovation staff

Homeland Health
Specialists

Portico HealthNet

St. Catherine’s University
St. Mary’s Health Clinics
Stairstep Foundation

Additional site partners
(more than 35)

Arrowhead Agency on
Aging

Central Minnesota Council
on Aging

Juniper

Local organizations
serving seniors

Metropolitan Agency on
Aging

Arrowhead Agency on
Aging

Central Minnesota Council
on Aging

Juniper

Metropolitan Agency on
Aging
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Increase in the number of
MINI clinics with culturally
and/or linguistically
appropriate materials
around accessing care
and resources

Increase in participants’
comfort talking to their
health care provider about
medications and other
possible risks of falling

Increase in participants
who agree that the
program helps them work
with their health care
providers



Offer evidence-based
Mental Health First Aid
training (adult and youth)

Offer services at Health
Commons — Cedar
Riverside

Offer services at Health
Commons — The Living
Room

Offer Veggie Rx

Behavioral Health staff

Community Engagement
staff

Community Health and
Innovation staff

Interfaith Community
Health staff

Spiritual Health staff

Youth Grief Services staff

Community Engagement
staff

Community Engagement
staff

Community Engagement
staff

Community Health &
Innovation staff

Integrated Primary Care
Clinic

Phalen Village Clinic
Rice Street Clinic

Roselawn Clinic

Interfaith Health
Collaborative Member
Congregations

StairStep Foundation

Augsburg College
Department of Nursing

East African Health
Project

People’s Center Health
Services

Cora McCorvey Health &
Wellness Center

Redeemer Center for Life

River of Life Lutheran
Church/Lutheran Social
Services

Hmong American Farmers
Association (HAFA)

Twin Cities Mobile Market

Increase participants’
confidence in assisting
someone to connect with
professional resources

Increase participants'
access to community
resources

Increase participants’
access to community
resources

Increase participants'
knowledge about where to
buy locally grown produce

In addition to the tactics mentioned above, the University of Minnesota Medical Center supports
community efforts addressing needs identified during the CHNA process and/or by a public agency or
community group that may extend beyond the three priority areas to create a positive environment
through collaboration with external partners such as faith community nurses, the community mental
health project, and the central corridor anchor partnership. University of Minnesota Medical Center also
supports community efforts through sponsorships and donations.
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Adoption by Board of Directors and next steps

The Fairview Board of Directors adopted the 2019-2021 Implementation Strategy on April 18, 2019. This
report is available to the general public on the Fairview website, www.fairview.org on May 15, 2019.

Finally, program staff will conduct programming 2019 through 2021, measuring outcomes for each
program. Over the three years, staff will conduct continuous improvement through weekly, monthly, and
annual impact measurement and will continually seek new community partners and audiences for the
programming. An evaluation of impact report will be given to the steering committee and the Board of

Directors annually at the end of the year. At that time, changes or improvements to the plan will be made
and approved.
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Appendix A

Fairview Board of Directors

Ann Hengel (Chair), Retired Executive Vice President and Chief Risk Officer, Bremer Financial
Corporation

Rich Ostlund (First Vice Chair), Partner, Anthony Ostlund Baer & Louwagie P.A.

Ann Lowry, MD (Second Vice Chair), Colon Rectal Surgery Associates, LTD

Karen Grabow (Secretary), Retired Senior Vice President, Human Resources, Land O'Lakes
Brian Burnett, PhD, Senior Vice President, Finance and Operations, University of Minnesota
Julie S. Causey, Chairman Emeritus, Western Bank

Michael Connly, Chief Information Officer, Optum

John Heinmiller, Independent Investor and Consultant

James Hereford, President and Chief Executive Officer, Fairview

Carol Ley, MD, Retired Vice President and Corporate Medical Director, 3M

Tim Marx, President and Chief Executive Officer, Catholic Charities

Kevin Roberg, Founder and Principal, Kelsey Capital Management

Kenneth Roering, Professor Emeritus, University of Minnesota

Rich Thompson, MD, Suburban Radiologic Consultants, Ltd.

Jakub Tolar, MD, Dean of the Medical School, University of Minnesota

Sophia Vinogradov, Professor and Department Head, Department of Psychiatry, University of
Minnesota

Brad Wallin, Business owner

Betsy L. Wergin, Former Minnesota Public Utilities Commissioner
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Appendix B

M Health Patient Care & Quality Committee

Barbara Gold
Brad Benson
Brian Sick

Deb Cathcart
Dee Thibodeau
Diane Cross
John Doherty
Kevin Gustafson
Levi Downs
Mary Johnson
Michelle Hodge
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Appendix C

Community Advisory Council

Alfred Babington-Johnson, Founder and Chief Executive Officer, Stairstep Foundation
Scott Berry, Attorney, Berry Law Offices

Maggie Collins, Ebenezer Foundation

Ellen Grimsby, Owner, Premier Foods Brokerage

James Hereford, President and Chief Executive Officer, Fairview

David Holm, Director of Spiritual Services, Senior Care Communities

Peggy Johnson, Community Relations Director, Dakota Electric Association
Mary Kosak, Retired Program Officer, Blandin Foundation

Ruby Lee, President, Comunidades Latinas Unidas En Servicio (CLUES)

Linda Madsen, Retired Superintendent, Forest Lake Area Schools

Paul Mooty, Attorney

Mai Moua, Chief Operating Officer, Hmong American Partnership

Mark Oleen, Branch Manager, Bremer Bank

Dave Oswald, Realtor, Coldwell Banker

Joanne Ploetz, Administrative, Recreational Supply Corporation

Paul Pribbenow, President, Augsburg College

Dave Purdy, Founder and Chief Executive Officer, Wealth Management Midwest
Michael Raich, Provost, Hibbing Community College

Kathy Sterk, Educational Consultant

John Swanholm, Vice President of Community Advancement & President Fairview Foundation
Diane Tran, Senior Director Community Engagement, Fairview

Bob Vogel, Banker, New Market Bank

Sondra Weinzierl, Faith Community Nurse, Peace Lutheran and Messiah United Methodist
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Appendix D

Fairview Community Benefit Staff

Jennifer Morman, Manager Community Benefit

Joan Pennington, Senior Director Community Benefit and Measurement
Mee Cheng, Data Analyst Associate

Megan Chacon, Community Impact Manager

Mohammed Selim, Community Benefit Analyst

Tiffany Hoffman, Community Benefit Analyst

Appendix E

University of Minnesota Medical Center Community Health Steering Committee

Alyssa Schoen, University of Minnesota Medical Center

Ann Shelp, University of Minnesota Masonic Children’s Hospital

Bruce McCarthy, People’s Center Clinics and Services

Carla Nielson, Minneapolis Police Department First Precinct

Caroline Dunn O’Brien, Epidemiologist Consultant

Idolly Olivia, University of Minnesota Medical Center

Kiara Ellis, Masonic Cancer Center, University of Minnesota

Liliana Tobon-Gomez, Hennepin County Human Services and Public Health Department
Osman Harare, East Africa Health Project

Sarah Stewart, City of Minneapolis Public Health Department

Susan Palchick, Hennepin County Human Services and Public Health Department

Suzanne Burke-Lehman, St. Kate’s Department of Nursing
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Appendix F

University of Minnesota Medical Center cities and zip codes

University of Minnesota Medical Center

Located in the city of Minneapolis
Located in Hennepin County

Zip City County Zip City County
55101 St. Paul-Downtown Ramsey 55404 Mpls-Franklin Hennepin
55102 | St. Paul Ramsey 55405 Mpls-Cedar/Hwy 55 | Hennepin
55103 St. Paul Ramsey 55406 Mpls-East Lake Hennepin
55104 Midway Ramsey 55407 Mpls-Phillips Hennepin
55105 Mac-Groveland Ramsey 55408 Mpls-LynLake Hennepin
55106 St. Paul-East Ramsey 55411 Mpls-Near North Hennepin
55108 Falcon Heights Ramsey 55412 Mpls-Camden Hennepin
55111 Fort Snelling Hennepin 55413 Mpls-Central NE Hennepin
55112 New Brighton Ramsey 55414 Mpls-SE Hennepin
55113 | Roseville Ramsey 55415 Mpls-Downtown Hennepin
55114 Hwy 280-Como Ramsey 55418 Mpls-Broadway NE | Hennepin
55116 Highland Ramsey 55421 Columbia Heights Anoka
55117 | Little Canada Ramsey 55422 Robbinsdale Hennepin
55126 | Shoreview Ramsey 55427 Golden Valley Hennepin
55127 | Vadnais Heights Ramsey 55430 Brooklyn Center Hennepin
55130 St. Paul Ramsey 55441 Plymouth Hennepin
55155 St. Paul Ramsey 55447 Plymouth Hennepin
55401 Mpls-Warehouse Hennepin 55450 Minneapolis Hennepin
55402 Mpls-Downtown Hennepin 55454 Mpls-Riverside Hennepin
55403 Mpls-Loring Hennepin 55455 Mpls-University Hennepin
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Appendix G

Supplemental Primary Data

Organization

Group Represented

Consultation

Date Consulted

(2018)
1 University of Minnesota Medical Center Somali teenagers General health Survey April 10, 2017
2 University of Minnesota Medical Center General population izl lnes i 1 e i Listening session June 6, 2017

Minneapolis

3 People’s Center Health Services

Somali adults

Health and wellness

Focus group

August 2, 2017

4 People’s Center Health Services

Somali youth

Health and wellness

Focus group

August 7, 2017

5 People’s Center Health Services

Somali seniors

Health and wellness

Focus group

August 10, 2017

. . . . ' . Community January 27,
6 University of Minnesota Medical Center Somali adults and seniors General health SVEEEET 2018

. . . i A . Community
7 University of Minnesota Medical Center Somali adults and seniors General health conversation May 11, 2018

8 University of Minnesota Medical Center

General population

Mental health in North
Minneapolis

Listening session

June 19, 2018

9 University of Minnesota Medical Center

Somali adults and seniors

General health

Community
conversation

July 28, 2018
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Appendix H

55101 St. Paul-Downtown 4.0 3.6 3.0 3.2 3.2
55102 St. Paul 3.6 3.8 3.6 3.6 3.6
55103 St. Paul 4.8 5.0 5.0 5.0 5.0
55104 Midway 3.8 4.0 3.8 3.6 4.0
55105 Mac-Groveland 2.2 2.6 2.4 24 24
55106 St. Paul-East 4.4 4.6 4.4 4.6 4.6
55108 Falcon Heights 3.0 3.2 2.8 2.8 2.8
55111 Fort Snelling * 4.4 4.6 4.6 4.6
55112 New Brighton 2.2 2.6 2.6 2.6 2.8
55113 Roseville 2.6 2.6 2.6 2.6 2.8
55114 Hwy 280-Como 3.6 3.0 3.0 3.0 3.2
55116 Highland 2.8 3.0 2.6 2.8 3.0
55117 Little Canada 3.8 4.2 4.2 4.4 4.6
55126 Shoreview 14 14 1.6 1.6 1.8
55127 Vadnais Heights 1.4 1.4 1.4 14 1.4
55130 St. Paul * 5.0 5.0 5.0 5.0
55155 St. Paul * * * * *

55401 Mpls-Warehouse 3.0 2.8 3.2 3.2 3.4
55402 Mpls-Downtown 3.8 3.2 4.0 3.6 4.0
55403 Mpls-Loring 3.6 3.6 3.8 3.8 3.8
55404 Mpls-Franklin 4.8 5.0 5.0 5.0 5.0
55405 Mpls-Cedar/Hwy 55 3.8 3.8 3.8 3.8 3.8
55406 Mpls-East Lake 3.0 3.2 3.2 3.0 3.0
55407 Mpls-Phillips 4.0 4.4 4.4 4.4 4.2
55408 Mpls-LynLake 3.8 4.2 4.2 4.2 4.0
55411 Mpls-Near North 5.0 5.0 5.0 5.0 5.0
55412 Mpls-Camden 3.6 4.4 4.2 4.2 4.2
55413 Mpls-Central NE 4.2 3.8 4.0 4.0 4.0
55414 Mpls-SE 3.8 3.8 3.6 4.0 4.0
55415 Mpls-Downtown 4.4 4.0 4.2 4.0 4.0
55418 Mpls-Broadway NE 3.4 3.4 3.4 3.4 3.0
55421 Columbia Heights 3.2 3.4 3.4 4.0 4.0
55422 Robbinsdale 1.8 2.8 2.8 2.6 2.6
55427 Golden Valley 2.0 2.6 2.8 2.6 2.6
55430 Brooklyn Center 3.4 3.8 4.0 3.8 4.0
55441 Plymouth 2.2 2.8 2.6 3.0 2.8
55447 Plymouth 1.8 1.8 2.0 1.8 1.8
55450 Minneapolis * 4.2 4.2 5.0 5.0
55454 Mpls-Riverside 5.0 5.0 5.0 5.0 5.0
55455 Mpls-University 34 34 4.0 4.0 4.0

*Community Need Index score not available due to low population
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Appendix I: List of primary data sources

Date Consulted

# Organization Role Sector Expertise (2018)
University of Minnesota Health ] . .
1 Clinics and Surgery Center Psychologist Healthcare Patient and family July 5
2 gnlversny 7SN e Chaplain Healthcare Spiritual health July 5
enter
3 University of Minnesota Health Pharmacist Healthcare Patient and family July 6
Clinics and Surgery Center
University of Minnesota Medical - . .
4 Center — Masonic Cancer Center Billing Healthcare Patient and family July 9
University of Minnesota Health ) . .
5 Clinics and Surgery Center Care Coordinator Healthcare Patient and family July 13
University of Minnesota Health Ao . . .
6 Clinics and Surgery Center Clinic Supervisor Healthcare Patient and family July 19
7 Hennepin County Public Health Principal Health Promotion Specialist | Local Public Health Local health needs July 20
. . . . . Seniors, Hmong
8 Volunteers of America Service Director Social Services community July 20
. Community Outreach & Support ’ . . .
9 NorthPoint Health & Wellness Services Manager Social Services Patient and family July 23
University of Minnesota Medical . Secondary
10 School Research Program Manager Education o July 24
11 Wilder Foundation Director of Health Initiatives Social Services Health July 24
12 | Redeemer Lutheran Church Member & Public Health Nurse Faith Spiritual health July 26
13 | Wilder Research Psychoth_eraplst, Llce_nsed Family Coalitions / Mental Health July 27
and Marriage Therapist Collaborators
14 | MDH, Center for Health Equity Director Government Health equity July 30
15 Center for Economic Inclusion Develqpment & Communications Coalitions / Economic inclusion July 31
Coordinator Collaborators
16 | Broadway Family Medicine Clinic Patient Advocate Healthcare Patient and family August 2
17 (L;glr\]ltzrrsny of Minnesota Medical Practice Nurse Lead Healthcare Patient and family August 2
18 | NorthPoint Health & Wellness Senior Social Worker Social Services Patient and family August 2
Health & Wellness Department Coalitions / ) .
19 Centro Administrator Collaborators Latino community August 7
20 | Redeemer Lutheran Church Youth Programming Faith Youth August 14
21 Somali Health Solutions Consultant Specific Population Somali Community August 15

Host Organization

Group Represented

Consultation Method

Date Consulted
(2018)

University of Minnesota Medical Community Health Steering " . .
1 Center Committee Facilitated discussion May 30
2 Volunteers of America Seniors Community conversation July 25
3 Augsburg University Young Adults: Ages 18 - 30 Community conversation August 1
4 Stairstep Foundation Health Coordinators Community conversation August 14
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Appendix J

Facilitated discussion questions

What are the most important issues impacting the health and well-being of residents in your
community?

What key health trends or emerging health concerns are impacting your community?

In your experience who (populations, communities, groups or individuals) should be brought into
the conversations?

How should we prioritize community conversations and interviews?

Appendix K

Community conversation questions

What does “being healthy” mean to you and your family?
What are the top health needs in your community?
Whom do you turn to or where do you go when you need help with being healthy?

What difficulties, barriers, or roadblocks do you experience when you are working to manage your
physical or mental health?

What difficulties, barriers, or roadblocks do you experience when seeking or receiving health
services? By health services, we mean any care related to your health such as medical care,
counseling, physical therapy, etc.

What do you think is needed in the community to help you, your family and your community to be
healthy?

What do you see as the role of the clinic or hospital to help you, your family, and your community to
be healthy?

Let’s revisit the top health needs we identified at the beginning of our conversation. Should
anything new be added to this list?
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Appendix L

Key stakeholder interview questions

In thinking about the people and communities you serve, what are the top health needs?

Which health needs do you believe are the most important to address among the people that you
serve — the needs that are not being met very well right now?

Are there any specific groups that have greater health needs, or special health needs?

Where do the people you serve turn to or where do they go when they need help with being
healthy?

What difficulties or barriers do the people you serve experience when they are working to manage
their physical or mental health?

What difficulties or barriers do they experience when seeking or receiving health services? By
health services, we mean any care related to health such as medical care, counseling, physical
therapy, etc.

What do you think is needed in the community to help the people you serve to be healthy?

What are the strengths or assets in the community?
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