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WELCOME TO OUR
COMMUNITY HEALTH
NEEDS ASSESSMENT
PROVIDING OUR COMMUNITY WITH A PERSONALIZED
APPROACH TO HIGH QUALITY HEALTH CARE
THANK YOU FOR BEING A PART OF
OUR COMMUNITY.
Ohio Valley Hospital (OVH), now a subsidiary of Heritage
Valley Health System, is proud to present its 2019 Community
Health Needs Assessment (CHNA) Report. This report
summarizes a comprehensive review and analysis of health
status indicators, public health, socioeconomic, demographic
and other qualitative and quantitative data from the primary
service area of OVH. This report also includes secondary/
disease incidence and prevalence data from Allegheny
County, the primary service area of the hospital. The data was
reviewed and analyzed to determine the top priority needs
and issues facing the region overall.
The primary purpose of this assessment was to identify the
health needs and issues of the community defined as the
primary service area of OVH. In addition, the CHNA provides
useful information for public health and health care providers,
policy makers, social service agencies, community groups
and organizations, religious institutions, businesses, and
consumers who are interested in improving the health status
of the community and region. The results enable the hospital,
as well as other community providers, to more strategically
identify community health priorities, develop interventions,
and commit resources to improve the health status of the
region.
Improving the health of the community is the foundation of
the mission of OVH, and an important focus for everyone in
the service region, individually and collectively. In addition
to the education, patient care, and program interventions
provided through the hospital, we hope that the information
in this CHNA will encourage additional activities and
collaborative efforts to improve the health status of the
community that OVH serves.
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OUR MESSAGE TO THE COMMUNITY MEMBERS OF THE
OHIO VALLEY HOSPITAL SERVICE AREA:
Ohio Valley Hospital (OVH) is committed to meeting the health needs of our region and growing with our
communities to provide access to high quality care, close to home. To achieve this goal, we must understand the
community’s evolving unmet health needs. To that end, OVH completed the 2019 Community Health Needs
Assessment (CHNA), which identifies the region’s health priorities. Along with our Implementation Strategy, it
highlights the path OVH will embark on over the next three years.
The mission of OVH is to provide programs and services that improve the quality of life for people in our
community. This mission guides our planning and decision-making and as a result, OVH is pleased to present its
2019 Community Health Needs Assessment (CHNA).
The results of this CHNA will help us to more strategically identify community health priorities, develop
interventions and commit resources to improve the health status of the region. This report is also offered
as a resource to individuals and groups interested in using the information to inform better health care and
community agency decision making.
Hospitals are required to conduct a CHNA every three years to retain their nonprofit status. OVH was founded
in the 1890s. Over the course of the last 120-plus years, we have worked consistently to provide programs
and services that improve the quality of life for people in our community. This mission guides our planning and
decision-making. That is why in 2018, Ohio Valley Hospital joined together with Heritage Valley Health System.
Ohio Valley Hospital chose to become a subsidiary of Heritage Valley Health System in an effort to enable the
former to enhance its medical staff, expand clinical services, and fund future capital projects. Going forward
over the next three years, we will also look at areas where we can strengthen our CHNA for the 2022 plan.
For our 2019 CHNA, our hospital and community partners will work together to develop strategies to address
each of the following regional health priorities:
•
Chronic Disease
		
o Diabetes
		
o Cardiovascular Disease
		
o Respiratory Disease
•
Mental Health
		
o Substance Use Disorder
•
Access to Quality Health Care
•
Overweight/Obesity
The most important aspect of the CHNA process is community partnership and engagement. Resident feedback
pertaining to the health status of the community is integral to planning and executing interventions, programs,
and activities. Each of our community partners bring significant and unique expertise. We look forward to our
continued work together to ensure that vulnerable individuals receive the care and services they need. We are
much stronger together than we would be individually, and the community benefits from our collaboration.
Sincerely,
Michael Miller
President and CEO
Ohio Valley Hospital, Part of Heritage Valley Health System
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OHIO VALLEY
HOSPITAL
Throughout our more than 120 year history, OVH’s mission has been to deliver quality,
personalized health care services to our patients and families in a caring manner, and
to provide educational programs for future health care professionals.
OVH is a 124-bed, not-for-profit hospital, with more than 250 physicians in 26
medical specialties and a full range of advanced diagnostic tools and treatments. First
established in the 1890s as a place to treat railroad workers, OVH now features a wide
range of medical and surgical services. Today, it is OVH’s mission to provide programs
and services that improve the quality of life for community members across its service
area. The staff strives to provide caring, cost-effective and friendly health care, and
views safety and quality as top priorities.
In the spring of 2019, after receiving final regulatory approval, OVH and Heritage
Valley Health System officially joined together. The two not-for-profit healthcare
institutions share the common mission of bringing high-quality, cost effective
healthcare to their now-combined communities. By unifying the organizations, the
enlarged health system can expand their footprint to further meet the healthcare
needs of the region.
OVH is now a subsidiary of Heritage Valley Health System. The alignment will enable
OVH to enhance its medical staff, expand clinical services and fund future capital
projects. OVH, like many independent community hospitals, has been challenged over
past years by increasing operating costs and decreasing reimbursement. This affiliation
with Heritage Valley Health System will allow OVH to continue. “Our priority has
always been, and will continue to be, to provide and increase quality healthcare for our
community members,” said Mark Brennan, Chair of the Board of OVH. “Affiliating with
Heritage Valley Health System will allow us to do just that.”
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THANK YOU
We offer special thanks to the representatives of the CHNA Steering Committee and to the
64 citizens and stakeholder participants of interviews and community surveys who generously
gave their time and input to provide insight and guidance to the process. Steering Committee
members are listed in Table 1 below.
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EXECUTIVE SUMMARY

EXECUTIVE
SUMMARY

A Community Health Needs Assessment (CHNA) helps to gauge the health status of a community and
guide development and implementation of strategies to create a healthier community. The CHNA process
also promotes collaboration among local agencies and provides data to evaluate outcomes and impact
of efforts to improve the population’s health. The CHNA process supports the commitment of a diverse
group of community agencies and organizations working together to achieve a healthy community.
Facilitated by Strategy Solutions, Inc., a planning and research firm with its mission to create healthy
communities, this CHNA follows best practices as outlined by the Association for Community Health
Improvement, a division of the American Hospital Association, and ensures compliance with Internal
Revenue Service (IRS) guidelines (IRS Notice 2011-52) for charitable 501(c)(3) tax-exempt hospitals that
was published in December 2014. The process has taken into account input from those who represent the
broad interests of the communities served by Ohio Valley Hospital (OVH), including those with knowledge
of public health, the medically underserved, and populations with chronic disease.
The 2019 OVH CHNA was conducted to identify primary health issues, current health status, and health
needs to provide critical information to those in a position to make a positive impact on the health of
the region’s residents. The results enable community members to more strategically establish priorities,
develop interventions, and direct resources to improve the health of people living in the community. This
CHNA includes a detailed examination of the following areas as seen in Figure 1 below.
Figure 1
CHNA Report Chapters
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To support this assessment, data from numerous qualitative and quantitative sources were used to validate
the findings, using a method called triangulation outlined in Figure 2.

Figure 2
Data Triangulation
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On March 25, 2019, the OVH Steering Committee met to review the secondary data collected through
the needs assessment process and discussed needs and issues present in the hospital’s service territory.
The team from SSI, including Kathy Roach, Community Health Improvement Project Manager, and Robin
McAleer, Project Coordinator and Research Analyst, presented the data to the OVH Steering Committee
and discussed the needs of the local area, what the hospital and other providers are currently offering the
community, and discussed other potential needs that were not reflected in the data collected, including
other stakeholders to receive input from. After additional key informant surveys, intercept surveys and
stakeholder interviews were conducted through the month of April, a total of 42 possible needs and issues
were identified, based on disparities in the data (differences in sub-populations, comparison to state, national
or Healthy People 2020 goals, negative trends, or growing incidence). Four criteria, including accountable
role, magnitude of the problem, impact on other health outcomes, and capacity (systems and resources to
implement evidence based solutions), were identified that the group would use to evaluate identified needs
and issues.
For the two weeks ending May 10th, Steering Committee members from the hospital and community
completed the prioritization exercise using the Survey Monkey Internet survey tool to rate each of the
needs and issues on a one to ten scale by each of the selected criteria. Six Steering Committee members
participated in the prioritization exercise.
The consulting team analyzed the data from the prioritization exercise and rank ordered the results by
overall composite score (reflecting the scores of all criteria) for the OVH region. See Table 11 – Prioritization
Results on page 49 for a detailed listing of the prioritization of identified needs. As a result of the Steering
Committee’s prioritization exercise, the following areas will be a focus of OVH for intervention and action
planning over the next three years:

Source: 2019 Strategy Solutions, Inc.

Secondary data on disease incidence and mortality, as well as behavioral risk factors were gathered from the
Pennsylvania Department of Health and the Centers for Disease Control, as well as Healthy People
2020, County Health Rankings, US Census, American Community Survey, and the 2017 PA Youth Survey.
Aggregate utilization data was included from OVH patient records (no private patient information was ever
transmitted to Strategy Solutions, Inc.). The indicators reported on for OVH’s 2019 CHNA can be found in
Appendix A of this report.
Demographic data was collected from Claritas-Pop-Facts Premier, 2019, Environics Analytics. Primary data
collected specifically for this study were based on the primary service area of the hospital. OVH collected a
total of 19 key informant surveys and 40 intercept surveys, as well as conducted five stakeholder interviews.

•
Chronic Disease
		
o Diabetes
		
o Cardiovascular Disease
		
o Respiratory Disease
•
Mental Health
		
o Substance Abuse Disorder
•
Access to Quality Health Care
•
Overweight/Obesity
Review and Approval
The OVH Board of Directors approved the hospital’s CHNA on June 18, 2019. The Heritage Valley Health
System Board of Directors approved the OVH 2019 CHNA on June 27, 2019.
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METHODOLOGY

METHODOLOGY
To guide this assessment, OVH’s leadership team formed a Steering Committee that consisted of hospital
and community leaders who represented the broad interests of their local region. These included
representatives who understood the needs and issues related to various underrepresented groups including
medically underserved populations, low-income persons, minority groups, those with chronic disease needs,
individuals with expertise in public health, and internal program managers. The OVH Steering Committee
met on September 26, 2018 and March 25, 2019 to provide guidance on the various components of the
CHNA.
Consistent with IRS guidelines at the time of data collection, OVH defined its primary service area as the
following eight zip codes in Allegheny County, shown in Table 2:
Table 2
OVH’s Primary Service Area by Zip Code

Figure 3 is a summary of the methodology used to create the 2019 OVH CHNA report.
Figure 3
OVH 2019 CHNA Methodology Summary

Source: 2019 Strategy Solutions, Inc.
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In an effort to examine the health related needs of the residents of the county-wide service area and to
meet current IRS guidelines and requirements, the methodology employed both qualitative and quantitative
data collection and analysis methods. The staff, Steering Committee members and consulting team made
significant efforts to ensure that the entire primary service area, all socio-demographic groups and all
potential needs, issues and underrepresented populations were considered in the assessment to the extent
possible given the resource constraints of the project. This was accomplished by identifying key stakeholders
that represented various subgroups in the community. In addition, the process included public health input,
through extensive use of PA Health Department and Centers for Disease Control data.
The secondary quantitative data collection process included demographic and socio-economic data obtained
from Claritas-Pop-Facts Premier, 2019, Environics Analytics; disease incidence and prevalence data obtained
from the Pennsylvania Departments of Health and Vital Statistics; Behavioral Risk Factor Surveillance Survey
(BRFSS) data collected by the Centers for Disease Control and Prevention; American Community Survey and
the Healthy People 2020 goals from HealthyPeople.gov. In addition, various health and health related data
from the following sources were also utilized for the assessment: the Pennsylvania Department of Education,
and the County Health Rankings (www.countyhealthrankings.org). Selected data was also included from
the Allegheny County 2017 PA Youth Survey and the National Survey Results on Drug Abuse – 19752013. Selected Emergency Department and inpatient utilization data from the hospital was also included.
Economic data was obtained through the U.S. Census Bureau. Data presented are the most recent published
by the source at the time of the data collection.
Key Informant Survey Collection Tool
The purpose of conducting a Key Informant Survey is obtain vital information about the community from an
“expert” in a particular area or discipline. It is used to gather information for a needs assessment and utilize
the findings for effective prevention planning. The Survey tool can be used to assess if the needs in your
community have changed over time and to identify the top needs and priorities from a diverse point of view.
The audience for the Key Informant Survey collection tool included professionals within various disciplines
related to the Social Determinants of Health and underrepresented populations. It also targeted individuals
who didn’t make the Stakeholder Interview list from whom the Steering Committee wanted to receive
feedback. The Key Informant Survey was developed and distributed as an on-line survey through
SurveyMonkey, as well as in paper format. The survey was launched on March 25, 2019 and closed on May
6, 2019. A total of 19 individuals completed the Key Informant Survey.

15

Intercept Survey Collection Tool
An Intercept Survey is a research method used to gather on-site feedback from an identified population in a
location where they are a “captive audience.” The audience for the Intercept Survey collection tool included
individuals who were members of underserved populations. Intercept Surveys were conducted as in-person
interviews by consultants at community events, OVH’s Pulmonary Rehabilitation Department, and a Focus
on Renewal luncheon. A total of 40 intercept surveys were conducted, as shown in Table 3.
Table 3
Intercept Surveys Conducted

Stakeholder Interviews
The purpose of conducting Stakeholder Interviews is to gather information to explore complex issues,
allow follow up questions to clarify for understanding, and to provide immediate results. It also enables the
research team to pilot test ideas and reach underrepresented populations. The audience for the Stakeholder
Interview collection tool included those community members who represent the underserved population
through programs and services offered. A total of 5 Stakeholder Interviews were conducted by the consulting
team via telephone between January 18, 2019 and April 2, 2019. Interview questions included the following
topics: top community health needs, environmental factors driving the needs, efforts currently underway to
address needs and advice for the Steering Committee. Table 4 is a listing of the stakeholders interviewed.
See Appendix D for the stakeholder interview guide used for this assessment.
Table 4
Stakeholder Interviews Conducted

Previous OVH CHNA Report
No written comments were received from the community by OVH regarding the previous 2016 CHNA
report.

DEMOGRAPHICS
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DEMOGRAPHICS
For purposes of this assessment, the OVH service area geography is defined as eight zip codes
within Allegheny County, Pennsylvania. These eight zip codes were used to pull demographic data
from Claritas-Pop-Facts Premier, 2018, Environics Analytics and the U.S. Census Bureau – American
Community Survey in order to report on the areas of: population, sex, race, age, marital status,
educational status, household income, employment and poverty status, and travel time to work.
Below are the demographic conclusions from this data.
The population in the hospital’s service area was projected to increase from 131,111 in 2019
to 132,115 in 2024, an increase of 0.8%. There were slightly more females (51.1%) than males
(48.9%). The population was predominantly Caucasian (83.8%). The median age was 41.5 and was
projected to increase slightly to 42.6 by 2024. Just over one-third (35.2%) of residents had never
been married, while 43.7% were married, 3.7% were separated, 10.6% were divorced and 6.8%
were widowed. Those who did not complete high school were 6.4%, while 30.1% were a high
school graduate, 25.4% had a bachelor’s degree and 11.9% had an advanced degree. The average
household income was $86,668, with 8.5% of families living in poverty. Most (94.9%) of the labor
force was employed. Summary of the demographics are shown in Figure 4 below.
Figure 4
OVH’s Service Area Demographics Summary

Source: Claritas-Pop-Facts Premier, 2019, Environics Analytics
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PRIMARY
SERVICE AREA

PRIMARY SERVICE AREA
As previously mentioned, OVH’s primary service area covers eight zip codes within Allegheny
County. The primary service area map depicting the zip codes serviced by the hospital is shown in
Figure 5 below.
Figure 5
OVH Primary Service Area

COMMUNITY AND
HOSPITAL RESOURCES
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COMMUNITY AND HOSPITAL RESOURCES
Resources that are available in OVH’s service area to respond to the significant health needs of the
community can be found in the United Way’s PA 2-1-1 Southwest. The PA 2-1-1 Southwest is part
of the national 2-1-1 Call Centers initiative that seeks to provide an easy-to-remember telephone
number and web resource for finding health and human services– for everyday needs and in crisis
situations. Residents can search the United Way’s vast database of services and providers to find
the help they need. The Southwest Region includes Allegheny, Armstrong, Beaver, Butler, Cambria,
Fayette, Greene, Indiana, Lawrence, Mercer, Somerset, Washington and Westmoreland Counties.
Figure 6 below shows the number of resources available in the hospital’s service area per United Way
2-1-1 categories. For a complete listing of available services, please visit http://pa211sw.org/. The
community resources are listed in Appendix E of this report. The hospital’s resources are reported in
Table 5 and are also listed in Appendix E.
Figure 6
PA 2-1-1 Southwest Service Category Breakdown for OVH Service Area

Source: United Way’s PA 2-1-1 Southwest
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Table 5
Hospital Resources

Source: Ohio Valley Hospital
Source: Ohio Valley Hospital
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EVALUATION

EVALUATION OF THE 2016 OVH CHNA
IMPLEMENTATION STRATEGIES
OVH conducted an evaluation of the implementation strategies undertaken since the completion
of the 2016 CHNA. Although the status for most county level indicators did not move substantially,
it is clear that OVH is working to improve the health of the community. It is important to note that
strategies identified for Year 3 were put on hold due to the recent affiliation with Heritage Valley
Health System and will be revisited during the 2019 Implementation Plan. Figures 8 and 9 below
highlight the major accomplishments that the hospital made in each of the two goals that were
outlined in their implementation strategy action plan.
Figure 8
3-Year Evaluation of 2016 CHNA Summary – Goal 1
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Figure 9
3-Year Evaluation of 2016 CHNA Summary – Goal 2
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In reviewing the status of the priority area, OVH reported the following:
Priority Area: Chronic Disease, Senior Population
Goal: Improve Health Status Through Chronic Disease and Care Management
Across the Continuum, Especially as it Relates to Diabetes, Cardiovascular
Disease and Mental Health
In evaluating this priority area, OVH reported that the following objectives of this
priority area had been met:
Objective A: Continue Offering Diabetes Programs to the Community
Host Annual Diabetes Day: OVH hosted its annual Diabetes Day each March
(2017, 2018 and 2019), with a total of over 320 participants attending this event
over the two-year reporting period. The hospital also expanded its vendors
that participated in Diabetes Day, from four in 2017 to 20 in 2018, including
the Blood Bank that offered iron and anemia screenings. Besides the A1c,
bone density and blood pressure screenings, the hospital also offered in 2018
cholesterol, bone density, BMI and food health screenings. OVH’s School of
Nursing students participated in Diabetes Day, providing Diabetes education
to attendees. In 2019, students also prepared presentations and worked in
the community room. Other activities that occurred during this annual event
included speakers, a panel discussion, cooking demonstrations and food lectures.
OVH’s Seniority members were encouraged to attend Diabetes Day by making it
their monthly meeting, especially since most of the vendors present for this event
were geared to the senior population. Table 6 shows the breakdown by year of
attendees for Diabetes Day.
Table 6
OVH Diabetes Day Three-Year Summary
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Conduct Living Well with Diabetes classes: OVH continued to offer a physician referral program called
Living Well with Diabetes. This is a ten-hour program which consists of an individual, private consultation,
followed by eight, one-hour group class time, designed to provide information and skills to assist with the
management of their Diabetes. Topics discussed during this program include: nutrition, exercise, stress,
medication, blood glucose monitoring, prevention/detection/and treatment of high and low blood sugar, and
long-term complications of high/low blood sugar. For Year 1, there were 11 participants, with 7 completing
the program (63.6% completion rate). There have been no referrals to the program from the ED; however,
in the 4th quarter, there were 18 inpatient CDE referrals and 4 outpatient DSME referrals. During Year 1, a
referral program was being created for an automatic referral program for the inpatient side. Until this referral
program is automated, referrals will be tracked manually. During Year 2, there were 15 participants (over
a 30% increase over Year 1) with 100% of participants completing the program. In the spring of Year 2, ER
referrals to the Living Well with Diabetes began. Also in Year 2, OVH’s Dr. Newton began creating orders for
the hospital’s Outpatient Dietitian/Diabetes Educator to visit and speak with those patients diagnosed with
Diabetes in the ER and promote the Living Well with Diabetes program.
Diabetes Support Group: 83 participants for Year 1 and 69 participants for Year 2. There have been 7
speakers over the two-year period and the topics covered included: vacation travel, foot care, “Ask the
Pharmacist,” things that can raise blood sugar, counting carbs, breaking the sugar habit, and mindful eating. 6
participants attended a grocery store tour in Year 1.
Pre-Diabetes Classes in partnership with the Western Area YMCA: 21 participants in Year 1. During the 4th
quarter of Year 1, a tracking mechanism was put into place to record weight loss. For the five participants
in quarter four, the average weight loss was 6.8%. For Year 2, this partnership changed due to a flood that
permanently damaged and closed the Western Area YMCA. The hospital offered space on campus for the
Pre-Diabetes Classes to occur and eight participants took advantage of this program. In Year 2, OVH began
writing recipes for the monthly YMCA newsletter.
Continue to promote wound care health for those persons with Diabetes: For Year 1, a total of 1,419
patients were seen for wound care (894 at Kennedy Center and 525 at Mt. Nebo locations). Out of those
1,419 patients, 458 of them were Diabetic (32.3% of patients seen). There were no referrals to the Nutrition
Program during Year 1. For the first six months of Year 2, a total of 350 patients were seen for wound care
(194 at Kennedy Center and 156 at Mt. Nebo locations). Out of those 350 patients, 187 were Diabetic
(53.5% of patients seen). Wound Care education was provided to 55 home health nurses during Year 2, as
well as continuing education for all floor nurses on the protocol for wound care to patients. This continuing
education occurred once per week on the awareness of pressure ulcers in order to reduce these ulcers
among Diabetic patients.
Promote Diabetes Management through communication with Marketing Department of upcoming events;
add events to monthly OVH Calendar: Diabetes Support Group has doubled in size over the past year (from
12 to 24). During Year 1, Diabetes Program activities have been added not only to the OVH Website but
also to the hospital’s Facebook page. The event details are also added onto OVH’s Intranet for employee
notification and involvement. For Year 2, the Diabetes Support Group has maintained its size and the
Diabetes Day events were added to the hospital’s website event calendar.
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Collaborate with Focus On Renewal on nutrition education: Over the course of Year 1, 41 families
participated in this program with a combined 66 hours of educational classes on food safety, food prep
on a budget, and family interaction. OVH also sponsored dinner nights at the Family Table and hosted a
Family Table Funfest. For Year 2, the Family Table program had 35 participants receiving healthy cooking
demonstrations and food discovery experiences. This program was discontinued for Year 3. A new program
targeting youth called the Steel Chef began. In partnership with Focus On Renewal, the Steel Chef is a
cooking competition where OVH’s Nutrition Services Department paired up with a group of high school
students to compete in a cooking competition. OVH’s Head Chef and team were crowned competition
winners in Year 2.
Collaborate with the ER on redoing the Diabetes information that is handed out in the ER at discharge:
During Year 1, the Diabetes information flyer handed out in the ER was recreated. Other Diabetes collateral
material was also updated during 2016-2017. The ED is still working with Marketing on a packet of
information to handout at discharge.
Incorporate Diabetes Education and OVH offerings into the School of Nursing curriculum: September –
December 2016, the School of Nursing students created Diabetes posters for use at OVH’s Diabetes Day
in March. The Diabetes Educator also spoke to the nursing students during their clinical care rotations
to educate the students on OVH’s Diabetes program and protocols established at the hospital. School of
Nursing students became more involved with the actual day of Diabetes Day in Years 2 and 3.
Objective B: Promote chronic disease management services to increase utilization
Continue to offer Nutrition Programs to the public and through various support groups: Attended Sto-Rox
nutrition committee meetings. Also offered 39 insulin-injection trainings throughout Years 1 and 2. Continue
to offer Diabetes Programs – it was determined through the course of Year 1 that this action step is a
duplicative effort to Objective A. Therefore, beginning in Year 2, this action step was eliminated.
Continue to offer Cardiac Rehab Program:
• For Year 1, offered five Cardiac Rehab classes a day and, due to its popularity, continued the
afternoon program. For Year 2, these classes were only offered four times a day as it was determined
that during the winter months, the attendance slowed. Once the weather improved, the classes were
again offered five times a day.
• For the first 6 months of Year 1, there were 38 participants, 26 of program participants had met their
goals. There was a net weight of 59.3 lbs. lost and there was a 44% quit rate among smokers entering
Cardiac Rehab. For Year 2, there were 31 new participants to the Cardiac Rehab Program. Weight
loss and participation quit rate tracking beginning in Year 2 was handled by a third-party – UPMC –
so data is no longer available.
• For the last 6 months of Year 1, there were 51 participants in Phase 2, and 73 participants in Phase 3,
with an average attendance rate between the two phases of 89%.
• Education classes included food demonstrations and nutrition lectures.
• Surveys were conducted at the beginning and end of the program to track depression.
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Continue to promote and offer Pulmonary Rehab Program:
• The number of visits to Pulmonary Rehab was 2,090 (817 visits for regular Pulmonary Rehab – billed
to insurance, and 1,273 visits for the maintenance program – patient pays out-of-pocket monthly
fee of $44.00). For Year 2, the number of referrals to the program was 35. The number of visits to
PHC was 1,247 (539 visits for regular Pulmonary Rehab – billed to insurance – and 708 for the
maintenance program – patient pays out-of-pocket monthly fee of $44.00).
• The number of no-shows: For Year 1, out of 1,528 scheduled visits, 523 were no-shows (34.2% noshow rate). For Year 2, out of 824 scheduled visits, 232 were no-shows (28.0% no-show rate, down
from Year 1).
• For Year 1, the number of patients who completed 100% of the program was 25. For Year 2, the
number of participants who completed 100% of the program was 19.
• In Year 1, 18 patients were discharged from the program due to various reasons (noncompliance,
CTB, insurance issues or just stopped coming). In Year 2, only two patients were discharged from the
program.
• For Year 1, the number of subsidized patients through BreathePA was 1 patient (4 patients did not
want to complete the BreathePA paperwork) and 1 patient received funding through the hospital’s
charity care program. For Year 2, five patients were offered participation in the BreathePA program
but the patients were uncomfortable filling out the paperwork so no subsidies for this program
occurred in Year 2.
Continue participation at health fairs and other public events promoting OVH services:
OVH participated in 10 health fairs and public events for Year 1, with approximately 600 people attending
the various events that were tracked (three events were not tracked for attendees). For Year 2, OVH
participated in 18 community health fairs and public events for Year 2, with over 2,000 people attending the
various events. The Marketing Department has been continuing to offer support to various departments for
coordinating these health fairs and public events by ensuring that the events are equipped with marketing
materials, tablecloths, and promotional items for giveaways. The Marketing Department also attends
community health fairs and events when necessary to promote OVH services.
Objective C: Promote an increase in Mental Health services
Continue to promote and offer Geropsych (for those over 55) and Outpatient Psych (for those over 25)
services to increase utilization: During Year 1, researching a protocol to establish a follow-up visit one week
after discharge back to facility to ensure care is present and increase communication between hospital/
primary care physician and the facility. Currently, still researching the protocol – but promoting services
and advertising on-line and through health fairs, including creating a virtual Dementia Tour. Also looking at
starting to have the patient sign consent for their PCP to receive a discharge summary so that the PCP is in
the “loop” regarding their treatment, along with improving communication between the patient, their PCP
and OVH. The end result is to reduce readmission rates as care will continue with PCP. During Year 2, the
marketing has shifted from targeting those over 40 for outpatient psych to those over 25. Also, Laurel Care,
a drug and alcohol counseling center opening in 2018 and patients are being referred to and from this center
and the PCP offices.
Continue to conduct speaking engagements or psychiatrist-lead lectures; health fairs and sponsored
programs, i.e. annual NAMI Walk; participate in mental health week with flyers created: conducted 13
outreach events during Year 1 with 168 participants on the 7 events tracked. Forms and education protocols
have been instituted during Year 1 to ensure better tracking of participants moving forward. For Year 2,
nine outreach events took place with 151 participants. Participants were not tracked for the table OVH had
outside of the hospital’s cafeteria during Mental Health Awareness Week in September 2018.
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Collaborate with community providers regarding mental health needs: During Year 1, OVH participated in
the JRA Mental Health Providers Partnership by hosting a collaborative meeting. This meeting focused on
mental health issues within the senior population of the community. Also participated in Allegheny County’s
Point-in-Time Homeless Count in January of 2017. In Year 2, OVH participated in an Opioid Summit with
community members representing not only the hospital, but also law enforcement, government, mental health
and substance use providers. Also in Year 2, the hospital, along with Willowbrook, hosted monthly StoRox
Mental Health Providers Partnership meetings with over 30 people in attendance on a monthly basis. OVH
conducted Mental Health First Aid training in Year 2 with 26 people being trained. Representation at this
training consisted of children and families, Focus On Renewal, North Hills Community Outreach, Chartiers
Mental Health and Brightside Academy.
Research reinstating Geropsych screenings for depression and anxiety at seniority events for outpatient
people: During Year 2, research was conducted on how best to reinstate Geropsych screenings for depression
and anxiety. It was determined that this screening will be tied into population health and the screenings will
first be first conducted at Willowbrook and then to community members. This project was due to begin in Year
3; with our recent affiliation we have decided to table this for further research and review in 2019.
Objective D: Institute PHQ-2 in One OVH Primary Care Facility
Institute PHQ-2 in one OVH Primary: Finalized in Year 2, depression screening (PHQ-2 and PHQ-9) is being
conducted in all of OVH’s PCP offices as it is a quality measure for MIPS. Both screening tools have been built
into a patient’s EMR.
Objective E: Continue to offer health and wellness activities
Offer annual Community 5K: The 36th annual OVH and Kennedy Township Community 5K took place on May
13, 2017. In 2017, there were 260 participants, which was an increase of 39%, or an additional 70 runners/
walkers, from 2016 (187). For 2018, 230 runners/walkers participated in the 5K, which was a decrease of
13.0%, or 30 participants, from 2017. For 2019 and the 38th annual 5K, 260 runners/walkers participated in
the 5K, which was an increase of 30 runners and inline with 2017 participation.
Continue offering nutrition and healthy eating classes: as mentioned in Objective A above, OVH participated
in the Steel Chef program that Focus on Renewal hosted. The Steel Chef is a program whereby high school
students receive cooking lessons and culminates in a cooking competition. This program affords students the
opportunity to visit a professional kitchen and learn how to: read recipes, what healthy and nutritional foods
are, and how to prepare and cook meals. The night of the competition, teams were given mystery ingredients
and had to prepare meals for a sold out crowd. For Year 2, 12 high school students participated and OVH’s
team was crowned Top Steel Chef.
Investigate partnerships with FOR and the Western Area YMCA regarding nutrition and exercise programs:
OVH and YMCA have partnered to offer nutrition and exercises programs at The Willows where the
community is always invited and welcome. As previously mentioned, OVH no longer sponsors the Family Table
as of Year 3; however the Steel Chef program has taken its place. For Year 2, OVH also offered a yoga class at
Focus on Renewal.
Continue funding of Western Area YMCA after school nutrition program – a new Director for the YMCA
occurred during Year 1 and tracking of measurements did not happen, although the after school program did
continue that OVH sponsors. For Year 1 and Year 2, OVH sponsored the after school nutrition program at the
YMCA with 175 students participating in Year 1 and 165 students participating in Year 2. OVH continued to
sponsor the program in Year 3, which is not completed so number of participating students is not currently
available.
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Objective F: Institute Smoking Cessation Program
Make OVH a smoke-free campus: OVH successfully transitioned the campus to a smoke-free campus on
October 1, 2017. We also had an employee smoke-free date of April 1st and offered employee smoking
cessation programs to assist with this culture change.
Objective G: Continue to work on keeping the readmission rates for chronic disease low from year to year
Offer education on chronic disease management – this objective was not started in Year 1 due to staff
change. It was determined that for Year 2, the hospital would hire a Transitional Care Coordinator to assist
with any chronic disease management education. Tracking for DRG 30-day readmission rates began at the
beginning of Year 2. For same DRG 30-day readmissions, OVH saw a decline from 5.4% to 2.3% in Year 2.
The hospital also saw a decline in all DRG 30-day readmissions from 10.0% to 9.7%.
Objective H: Continue to offer the chronic disease education classes
Pulmonary Rehab education classes continue to be a success at OVH with 1,376 participants. Cardiac Rehab
education classes continued to be offered five times a day out of convenience for its patients and had a total
of 188 participate in this very extensive process. The Seniority group monthly meetings continued to be held
at OVH with over 300 seniors participating in these educational classes. Topics that were presented to this
group included: health literacy, Medicare knowledge, osteoporosis, fall prevention, stroke awareness, heart
health, allergies, hearing loss, eye health, depression, healthy eating, hospice and palliative care.
Objective I: Continue to offer population health care at Home Partnership: Dissolved during Year 1 so this
objective was removed for Years 2 and 3.
Decrease complaints – this action step is ongoing. Protocols are in place on how to handle complaints and
grievances received by a patient using the “4444 Call4Care” service (30 minute response time is the goal).
Complaints and grievances are also received via voicemail, email, and on-line submission; when received
after normal business hours they may take longer than the 30 minute contact window. The complaints
and grievances are hard to track, as also receive calls through these methods that are not complaints or
grievances. Continual updates to these protocols are ongoing. In Year 2 a new process from Studor was
put into place for making discharge follow-up phone calls. Patients with a discharge status of home are
contacted as a follow-up to their stay in their house. For the first six months, over 1,400 discharge calls were
made. Also in Year 2, a new Patient Advocate was hired with their main focus being on rounding patients
daily.
Create materials for employee orientation on OVH services and how to communicate with patients: during
the Year 1 evaluation process, it became clear that this action step was duplicative to Goal 2, Objective E Add an education piece to employee orientation focusing on services offered by the hospital to better equip
employees to understand and refer to OVH services. Therefore for Year 2, this action step will be removed.
Increase knowledge of OVH services through postcard mailing to residents outside OVH area: a marketing
campaign began in Year 1 and even included working with Imaging to remind women of their annual
mammography through a postcard reminder system.
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Conduct Teddy Bear Clinic at clinics in area: this offering was not worked on during Year 1 due to staffing
and resource issues. We will continue to monitor staff and resources and implement the program should we
have the required resources to do so.
Outreach of OVH services at health fairs, seniors centers and living facilities: during the Year 1 evaluation
process, it became clear that this action step was duplicative to Goal 1, Objective B – Promote chronic
disease management services to increase utilization. Therefore, this objective was removed for Year 2.
Create protocols on quality metrics on: sepsis, VTE, falls, restraints: Through this evaluation process, it
was discovered that protocols have been in place for VTEs, falls and restraints and that re-education of
these protocols (nursing and physician driven) took place in Year 1. For Year 2, a Meditech protocol was put
into place to identify Sepsis early. Because of this protocol, OVH is seeing a better compliance regarding
Sepsis, although the protocol was re-evaluated during Year 2 to create a better EMR system. Year 2 also
saw a continuing of staff education around fall prevention, proper use of restraints as well as the use of
alternative restraints for patients. A Fall Prevention Task Force at the hospital was created in Year 2 and OVH
saw a decrease in falls, especially falls with trauma, due to the task force and additional staff education and
training.
Create employee training on: reducing falls, back injuries, proper restraints, VTE, Sepsis: The Star Center
came to OVH in July 2016 to conduct trainings. They educated both nurses and nursing associates on Sepsis,
falls and restraints. During the first half of 2017, OVH’s Clinical Educator conducted competency skills labs
on Sepsis, falls and restraints for nurses and nursing associates. VTE and Patient Transfer Safety is covered
in clinical orientation and each new hire receives this education. VTE is also covered in the annual Clinical
Standards Workshop, along with annual education on Safe Patient Transfers. For Year 2, OVH saw a 32.6%
reduction in falls, a 59.4% reduction in VTEs and a 22.0% reduction in Sepsis cases.
Objective J: Continue OVH’s health care at Home Partnership: Dissolved during Year 1 so this objective was
removed for Years 2 and 3.
Goal 2 : Access – Increase Education and Awareness of Services Provided by OVH to its Primary Service
Area, as well as Improved Access to OVH Services
Objective A: Increase awareness of access to OVH medical campus through OVH’s transportation vans:
while not yet accomplished we believe that our recent affiliation with Heritage Valley Health System will
allow us to extend our coverage area and aid in helping our expanding community in 2019.
Objective B: Research what outside materials for health are given/offered to patients upon discharge from
the ED
Create education folders with OVH information and information of shared resources: due to staff change
in responsibilities, this objective did not begin in Year 1. Research on best practices for educational folders
began in Year 2. This project was due to continue in Year 3; with our recent affiliation we have decided to
table this for further research and review in 2019.
Increase access to patient information guide of all services available in the primary service area: during the
evaluation process, it was determined that the patient information guide that the hospital has been using for
years and is constantly updating is available for access by inpatients. It is also available in all brochure racks
throughout the hospital, and available by mail if a community member requests it. Due to the staff changes
in the ER, this objective delayed. This project was due to begin in Year 3; with our recent affiliation we have
decided to table this for further research and review in 2019.
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Objective C: Continue to participate in community health fairs by and creating testing cards for participants
to keep track of their readings from test to test
Work with IT to create a tracking program in OVH’s computer system: This project was due to begin in Year
3; with our recent affiliation we have decided to table this for further research and review in 2019.
Offer flu shots, bone density tests and blood pressure screenings: Besides offering these tests during
Diabetes Day (as reported in Goal 1, Objective A), bone density screenings were conducted on 60 people in
Year 1. The hospital utilized the students from OVH’s School of Nursing to assist with education at health
fairs. Topics covered included arthritis, stroke prevention, diabetes management, high blood pressure,
controlling cholesterol, healthy eating, dealing with stress, dealing with depression, pain management, and
physical activity.
Objective D: Investigate becoming a certified medical home: This project was due to begin in Year 3; with our
recent affiliation we have decided to table this for further research and review in 2019.
Objective E: Add an education piece to employee orientation focusing on services offered by the hospital to
better equip employees to understand and refer to OVH services: In Year 1, the hospital successfully added a
more extensive tour of the hospital and detailed explanation of services offered by OVH to all new employees
during orientation so that staff can be better equipped to assist patients and talk about all of the available
services. This education is now a permanent fixture in the new employee orientation.
Objective F: Continue working with the Rotary through the Willows and OVH to promote health care
initiatives
For Years 1 and 2, OVH continued to attend Rotary meetings and share information about OVH and the
Willows, as well as volunteer at community events hosted by the Rotary clubs in the area.
Objective G: Continue to offer health care information and speakers to residents of Willows
The progress report included:
• Due to a staff change in Year 1, this objective did not begin until Year 2.OVH staff provide education
and screenings to residents of the Willows on a variety of topics related to older adults, including
healthy eating, falls prevention, and depression.
Objective H: Expand primary care to promote nutrition, smoking cessation, and psychological screenings
The progress report included:
• Due to staff change, expanding primary care to promote nutrition, smoking cessation and psychological
screenings began in Year 2 with BMI screenings being conducted at every patient visit. For those
patients presenting with a high BMI, the provider now provides patient education on how to lower
their BMI through nutrition changes. The PCP offices also began offering smoking screenings for all
patients who use or had used any type of tobacco product. For current smoker patients, they are also
given recommendations on how to quit smoking by the provider.

HOSPITAL
UTILIZATION RATES
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HOSPITAL UTILIZATION RATES
As seen in Table 6, from 2017 through 2019, hospital ER discharges for ambulatory care sensitive
conditions at OVH increased for: Gastroenteritis, Diabetes with Ketoacidosis, and Diabetes with Other
Conditions.
For the same time period, hospital Emergency Department and/or Inpatient Discharges for Mental
Health, as seen in Table 7, increased for: Transient Organic Psychotic, Schizophrenia, Paranoia
Psychosis, Personality Disorders, Sexual Deviations, Psychogenic Disorders, Stress Related,
Adjustment Related, and Conduct/Social Disturbances.
Table 8 shows that from 2017 to 2019, conditions that resulted in a hospitalization by DRG
(Diagnostic Related Group) for OVH increased slightly for: Hypertension and Breast Cancer.
For the same time period, conditions that resulted in a hospitalization by Service Line by DRG for OVH
increased for: Infectious and Parasitic and Mental Dissociative Disorders.
Table 6
Emergency Department Discharges for Ambulatory Care Sensitive Conditions

Source: Ohio Valley Hospital, 2019
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Table 8
Hospital DRG Conditions

Table 7
Hospital Emergency Department and/or Inpatient Discharges for Mental Health

Source: Ohio Valley Hospital, 2019

Table 9
Hospital Service Lines by DRG Conditions

Source: Ohio Valley Hospital, 2019

Source: Ohio Valley Hospital, 2019
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ACCESS TO QUALITY HEALTH
Access to comprehensive, quality health care is important for the achievement of health equity and for
increasing the quality of life for everyone in the community.

WHERE THERE ARE OPPORTUNITIES
Mammography Screenings
The percentage of females receiving a mammography screening in
Allegheny County has decreased from 2011 (56.7%) to 2018 (53.9%)
which is below the state (64.8%) and Healthy People 2020 Goal (81.1%).

WHERE WE ARE MAKING A DIFFERENCE
Fair or Poor Health
The percentage of residents in Allegheny County who report their health
as fair or poor has remained consistent in the county and in 2015-2017
(15.0%) was significantly lower when compared to the state (17.0%) and
was also lower than the nation (16.7%).

“The hospital does a good
job providing transportation
and access to healthy foods,
as well as dietitians/diet
coaches when medical needs
require a change in diet and
lifestyle for healthy living.”
~Key Informant Survey
Respondent

Health Insurance
The percentage of adults ages 18-64 who do not have health insurance
has been decreasing in Allegheny County since 2011-2013 (12.0%)
to 2015-2017 (7.0%) which is lower than the state (9.0%) and nation
(11.9%) although still above the Healthy People 2020 Goal (0.0%).
No Personal Care Provider
While the percentage of Allegheny County residents who do not have a personal health care provider
has remained fairly steady over the past several years in 2015-2017 (15.0%) was comparable to the
state (14.0%) and Healthy People 2020 Goal (16.1%) but below the nation (21.8%).

Routine Check-Up
The percentage of adults in Allegheny County who have had a routine check-up within the past two
years has increased from 2011-2013 (84.0%) to 2015-2017 (87.0%) which is comparable to the state
(85.0%) and above the nation (83.6%).
Needed to See a Doctor but Could Not Due to Cost
While the percentage of adults who needed to see a doctor but could not due to cost has remained
fairly consistent in Allegheny County in 2015-2017 (9.0%) was comparable to the state (11.0%), below
the nation (12.1%) and falls short of the Healthy People 2020 Goal (4.2%).
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BARRIERS TO HEALTHCARE
WHAT THE COMMUNITY IS SAYING
Figure 7 below shows that over 50% of Key Informant Survey respondents rated the health of their
community as Fair or Poor (53.0%). Figure 8 shows that less than one third of Intercept Survey
Respondents (30.0%) rated the health of their community as Fair or Poor.
Figure 7
What Key Informants Are Saying: Health
of the Community

Figure 8
What Intercept Survey Respondents Are
Saying: Health of the Community

According to Healthy People 2020, barriers or social determinants of health are conditions in the
environments in which people are born, live, learn, work, play, worship, and age that affect a wide range of
health, functioning, and quality-of-life outcomes and risks. Conditions (e.g., social, economic, and physical)
in these various environments and settings (e.g., school, church, workplace, and neighborhood) have
been referred to as “place.” In addition to the more material attributes of “place,” the patterns of social
engagement and sense of security and well-being are also affected by where people live. Resources that
enhance quality of life can have a significant influence on population health outcomes. Examples of these
resources include safe and affordable housing, access to education, public safety, availability of healthy
foods, local emergency/health services, and environments free of life-threatening toxins. Understanding
the relationship between how population groups experience “place” and the impact of “place” on health is
fundamental to the barriers of health—including both social and physical determinants.
Figure 9 shows that 100% of Key Informant Survey respondents said that Access to Insurance was the top
barrier to care. Survey respondents ranked Affordability of Health Care (87.5%) and the Inability to Pay out
of Pocket Expenses (87.5%) as the next top barriers to care, with Language/Cultural (80.0%) as the fourth
top barrier to care. Figure 10 illustrates how Intercept Survey Respondents ranked Barriers to Care. Less
than a third of Intercept Survey Respondents said Cost of Care (30.0%) was the top barrier to care and
Transportation (20.0%) as the second top barrier to care.
Figure 9
What Key Informants Are Saying – Barriers to Care

Source: 2019 OVH Key Informant Survey, Strategy
Solutions, Inc.

Figure 10
What Intercept Survey Respondents Are Saying –
Barriers to Care

Source: 2019 OVH Key Informant Survey, Strategy
Solutions, Inc.

Most (72.7%) of the Key Informant Survey respondents agree that residents have access to a primary care
provider when needed. Many also agree residents have access to diabetic services (60.0%) and specialists
(63.6%) when needed. Less than half of the respondents (45.5%) agree that residents have access to a
dentist when needed.
Key Informant Survey respondents the following as the top underserved populations in the community:
•
Low Income/Poor (75.0%)
•
Uninsured/Underinsured (75.0%)
•
Homeless (75.0%)
•
Disabled (62.5%)
One stakeholder indicated that there is nothing available in the community for people who suffer from
allergies or asthma. A few stakeholders commented that there is limited support for the aging population
including a lack of transportation and home services as well as aging services in general.

Source: 2019 OVH Key Informant Survey, Strategy Solutions, Inc.

Source: 2019 OVH Key Informant Survey, Strategy Solutions, Inc.

Very few Key Informant Survey respondents agree that there is a sufficient number of providers accepting
Medicaid/Medical Assistance in the area (30.0%), that transportation is available to medical appointments
(36.4%), or that there is a sufficient number of bi-lingual providers (9.1%).
Intercept survey respondents were personally experiencing difficulty getting health care related to the
cost of co-pays, lack of accommodating hours, transportation and challenges with insurance.
One of the stakeholders indicated that 31.0% of the population has issues with transportation to the
point it is affecting their daily living.

CHRONIC DISEASE
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CHRONIC DISEASE
Conditions that are long-lasting, relapse, in remission and have continued persistence are categorized
as chronic diseases.

WHERE THERE ARE OPPORTUNITIES

Diabetes
The Diabetes mortality rate per 100,000 has been steadily increasing in
Allegheny County since 2014 (16.8) and in 2016 (20.1) is comparable to the
state (20.2) and nation (21.0).

“Through outreach into the
community, the hospital
provides education and access
to dietary, health and wellness
programs and resources.”
~Key Informant Survey

Obesity
The percentage of adults who are obese has been increasing in Allegheny
County from 2011-2013 (26.0%) to 2015-2017 (29.0%) which is comparable
to the state (31.0%), nation (30.1%) and Healthy People 2020 Goal (30.5%).
Breast Cancer
The Breast Cancer incidence rate per 100,000 has increased in Allegheny County since 2011 (132.2) and
in 2015 (145.9) was significantly higher when compared to the state (131.2). The most recent incidence
rate for the state is 2014 (123.9) at which time the rate in Allegheny County (139.9) was higher.
The Breast Cancer mortality rate per 100,000 in Allegheny County has fluctuated over the past several
years and in 2016 (24.1) was higher when compared to the state (21.4) and Healthy People 2020 Goal
(20.7%). Data for the nation is available for 2014 (20.5) at which time the county (19.2) was comparable.
Bronchus and Lung Cancer
Although the Bronchus and Lung Cancer incidence rate per 100,000 has decreased in Allegheny County
since 2011 (75.5) in 2015 (67.8) the rate was significantly higher when compared to the state (63.2).
Data is available for the nation in 2014 (50.8) at which time the county rate (71.9) was higher.
Colorectal Cancer
The Colorectal Cancer mortality rate per 100,000 in Allegheny County has remained fairly steady and in
2016 (14.8) was comparable to the state (14.7) and Healthy People 2020 Goal (14.5). There is continued
opportunity as the rate compared to the state in 2014 (11.9) was higher in the county (16.1).
Liver and Intrahepatic Bile Duct Cancer
In 2015, the Liver and Intrahepatic Bile Duct Cancer incidence rate per 100,000 in Allegheny County
(11.1) was significantly higher when compared to the state (11.1) and had been increased from 7.9 the
prior year.
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Prostate Cancer
The Prostate Cancer mortality rate per 100,000 in Allegheny County has fluctuated in recent years but
did increase from 15.6 in 2015 to 20.7 in 2016, which is comparable to the state (19.2) and Healthy
People 2020 Goal (21.8). Compared to the nation in 2014 (19.1) the rate was comparable (19.5).
Heart Health
Although the Heart Disease morality rate per 100,000 has been decreasing in Allegheny County in 2016
(183.0) the rate is still significantly higher when compared to the state (175.8). In 2015 (188.7) the rate
was higher when compared to the nation (218.0).
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Prostate Cancer
The Prostate Cancer incidence rate per 100,000 has been decreasing in Allegheny County since 2011
(119.9) and in 2015 (91.1) was significantly lower when compared to the state (104.4). The rate was also
lower in 2014 (90.9) when compared to the nation (95.5).
Thyroid Cancer
The Thyroid Cancer incidence rate per 100,000 had been significantly higher when compared to the state
from 2011-2014, but between 2014 (23.8) and 2015 (19.8) the rate decreased and was comparable to the
state (19.3).

The Heart Failure mortality rate per 100,000 has increased in Allegheny County from 2011 (17.7) to 2016
(22.8) and is comparable to the state (23.9). The rate in 2015 (23.1) was just below the nation (25.4).

Cerebrovascular Disease

While the Coronary Heart Disease mortality rate per 100,000 has been decreasing since 2011 (139.2) in
2016 (120.7) is still significantly higher when compared to the state (107.6) and above the Healthy People
2020 Goal (103.4). The rate in 2015 (125.1) was comparable to the nation (126.2).

The Cerebrovascular Disease mortality rate per 100,000 in Allegheny County has decreased from 2011
(38.2) to 2016 (36.0) and is comparable to the state (36.8) and just above the Healthy People 2020 Goal
(34.8). The rate in 2015 (34.2) was significantly lower than the state and below the nation (47.8).

Lyme Disease
The Lyme Disease incidence rate per 100,000 has fluctuated and although the rate increased from 22.6 in
2015 to 32.9 in 2016, is still significantly lower when compared to the state (89.5).

WHERE WE ARE MAKING A DIFFERENCE
Bronchus and Lung Cancer

WHAT THE COMMUNITY IS SAYING
When responding to questions regarding what their clients are struggling with in relation to chronic disease,
Figure 11 shows that Key Informant Survey respondents mentioned that Diabetes (44.4%) and Obesity
(44.4%) were top diseases their clients are struggling with, along with Cancer (22.2%) and Heart Disease
(22.2%).
Figure 11
What Key Informants are Saying – Chronic Disease

Colorectal Cancer

Two of the Key Informant Survey respondents
talked about barriers for individuals living
with a chronic condition. They identified the
following:
• Burden of a diagnosis
• Cost of medication and medical needs
• Social support

In Allegheny County the Colorectal Cancer incidence rate per 100,000 has decreased from 42.6 in 2011
to 37.6 in 2015, which was significantly lower when compared to the state (41.9) as well as below the
Healthy People 2020 Goal (39.9). When looking at 2014 where data is available for the nation (33.7) the
rate for the county (40.1) was higher.

They identified the following as challenges
those living with diabetes experience:
• Burden of cost of medication –
especially insulin

Ovarian Cancer

Two of the stakeholders identified Diabetes
as a top community health need. They talked
about limited access to healthy food options
and the lack of support for activities that
promote healthy lifestyle habits.

The Bronchus and Lung Cancer mortality rate per 100,000 has decreased in Allegheny County since 2011
(52.4) to 2016 (39.8) and was comparable to the state (40.9). The rate in 2016 was below the Healthy
People 2020 Goal (45.5). Data for the nation is available for 2014 (34.7) at which time the county (45.8)
was higher.

While the Ovarian Cancer incidence rate per 100,000 has remained comparable in Allegheny County over
the past several years in 2015 (9.3) was just below the state (11.6).

Source: 2019 OVH Key Informant Survey, Strategy Solutions, Inc.
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PHYSICAL ACTIVITY AND NUTRITION
Regular physical activity reduces the risk for many diseases, helps control
weight, and strengthens muscles, bones, and joints. Proper nutrition and
maintaining a healthy weight are critical to good health.

WHERE THERE ARE OPPORTUNITIES
Free or Reduced Lunch
The percentage of children receiving free or reduced lunch has been
increasing in Allegheny County since 2013 (31.6%) to 2018 (42.1%),
although remains below the state (48.2%).

“We can all make
more of an effort to be
healthy and to live a
healthy lifestyle.”
~Intercept Survey Participant

WHERE WE ARE MAKING A DIFFERENCE
Leisure Time Activity
The percentage of adults with no leisure time/physical activity in the past month has decreased
slightly in Allegheny County since 2013-2015 (24.0%) to 2015-2017 (22.0%) and is currently lower
than the state (25.0%) and Healthy People 2020 Goal (32.6%) than the state (25.0%) and Healthy
People 2020 Goal (32.6%).

WHAT THE COMMUNITY IS SAYING
Figure 12 shows that 85.7% of Key Informant Survey respondents mentioned they or someone
they know have been affected by the lack of access to high quality, affordable health foods and
that 44.4% of Key Informant clients struggle with food security. One-fourth of Intercept Survey
respondents identified food, diet or nutrition as a top need or problem in the community.
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Figure 12
What Key Informants and Intercept Survey Respondents are Saying – Physical Activity and Nutrition

Source: 2019 OVH Key Informant Survey, Strategy Solutions, Inc.

Two stakeholders identified food security as a top community problem. As an agency that provides
services, one noted that they feed 252 families a month and offer seniors boxed lunched. This
stakeholder noted that they serve 350 people lunch a year who would not otherwise have lunch. Another
commented that 41.0% of the population reports food insecurity. They noted that there are high rates
of poverty. This stakeholder also commented that people might be aware of food pantries but might not
have transportation to get there. Lastly, they commented that people are not always open about admitting
they have a problem with food which makes it difficult to offer assistance.
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TOBACCO USE

TOBACCO USE
Tobacco Use is an important public health indicator as it relates to a number of chronic disease issues
and conditions.

WHERE THERE ARE OPPORTUNITIES
Adults
The percentage of adults who report having quit smoking at least one day in the past year has been
decreasing from 53.0% in 2011-2013 to 46.0% in 2015-2017, which is lower than the state (51.0%) and
Healthy People 2020 Goal (80.0%).
Youth
The percentage of students who report vaping or using c-cigarettes has increased for students in grades
10 and 12, with county rates higher than both the state and nation for both. Those vaping nicotine and
marijuana has increased.

WHERE WE ARE MAKING A DIFFERENCE

Adults
The percentage of adults who report never being a smoker in Allegheny County has been increasing since
2011-2013 (52.0%) to 2015-2017 (56.0%) and is currently comparable to the state (55.0%) and nation
(57.2%).
The percentage of adults who report being a current smoker has been decreasing since 2011-2013
(22.0%) and in 2015-2017 (19.0%) is comparable to the state (18.0%) and nation (17.0%) but above the
Healthy People 2020 Goal (12.0%).
The percentage of adults who report being an everyday smoker has also been decreasing in the county
from 17% in 2011-2013 to 13.0% in 2015-2017, which is comparable to the state (13.0%) and nation
(12.3%).
Youth
The percentage of students in grades 10 and 12 who report lifetime cigarette use has been decreasing
and for those in grade 10 (15.1%) is comparable to the state (16.2%) and nation (15.9%), while those in
grade 12 (23.0%) are lower than the state (29.0%) and nation (26.6%). The 30-day cigarette use has also
decreased for students in grades 10 and 12 with the 12th grade percentage (8.3%) lower than the state
(12.2%).
The percentage of students in grades 10 (6.7%) and 12 (12.6%) who report lifetime use of smokeless
tobacco has also been declining and both are lower than the state (8.9% and 15.9% respectively). The
30-day smokeless tobacco use has also decreased for grades 10 and 12 with the 12th grade percentage
(3.5%) lower than the state (7.5%).
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WHAT THE COMMUNITY IS SAYING
Figure 13 illustrates what Key Informant Survey respondents are commenting on regarding tobacco. Four in
ten respondents (44.4%) identified the rise in vapes and e-cigarettes as something their clients are struggling
with. Less than a quarter of PA Youth Survey respondents mentioned that students in grades 6-12 report
vaping or using e-cigarettes (22.0%) or smoking cigarettes (14.2%). Roughly two out of ten PA Department of
Health BRFSS respondents mentioned they are current smokers (19.0%).
Figure 13
What the Community is Saying – Tobacco

Source: 2019 OVH Key Informant Survey, Strategy Solutions, Inc., 2015-2017 PA Youth Survey, 2016 PA
Department of Health, BRFSS

Two stakeholders identified smoking as a top community problem. One commented that during a 1½ hour
meeting there is a need for a smoke break, and no one has signed up for the smoking cessation program.
Another noted that 29.0% report tobacco use daily added that they refer a lot of people to the PA quit
line. Another identified vaping and juuls and a community problem commenting on the impact of nicotine
addiction on the next generation of children. This stakeholder also noted that when working in schools, 80.0%
of students have tried some form of e-cigarette and 50.0% use regularly.

MENTAL HEALTH
& SUBSTANCE USE
DISORDER
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MENTAL HEALTH AND SUBSTANCE USE DISORDER
Mental Health refers to a broad array of activities directly or indirectly related to the mental well-being
component included in the World Health Organization’s definition of health: “A state of complete
physical, mental and social well-being, and not merely the absence of disease.” Mental health is related
to the promotion of well-being, the prevention of mental disorders, and the treatment and rehabilitation
of people affected by mental disorders.
According to the World Health Organization, substance abuse refers to the harmful or hazardous use
of psychoactive substances, including alcohol and illicit drugs. Psychoactive substance use can lead to
dependence syndrome - a cluster of behavioral, cognitive, and physiological phenomena that develop
after repeated substance use and that typically include a strong desire to take the drug, difficulties in
controlling its use, persisting in its use despite harmful consequences, a higher priority given to drug use
than to other activities and obligations, increased tolerance, and sometimes a physical withdrawal state.

WHERE THERE ARE OPPORTUNITIES
Mental Health
The percentage of adults who report their mental health was not good one
or more days in the past month has increased in Allegheny County from
2011-2013 (36.0%) to 2015-2017 (39.0%) and is comparable to the state
(38.0%).
The Suicide mortality rate per 100,000 has increased from 10.8 in 2011 to
14.0 in 2016, which is comparable to the state (14.6) but above the Healthy
People 2020 Goal (10.2).

“I see this issue daily with
the families I serve. There are
issues that I see that I can’t
help with. I would love to
have our own mental health
component where we have
someone on staff that would
help with these issues.”
~Community Stakeholder

Adult Substance Use
The percentage of adults in Allegheny County who binge drink (5 drinks for males, 4 drinks for
females) has been significantly higher when compared to the state for years 2011-2017 and has been
increasing. In 2015-2017 (23.0%) the percentage who report binge drinking was significantly higher than
the state (18.0%) as well as higher when compared to the nation (16.9%) and comparable to the Healthy
People 2020 Goal (24.2%). Those adults age 18-44 were also significantly more likely to report binge
drinking (33.0%) when compared to the state (27.0%).
The Drug-Induced mortality rate per 100,000 in Allegheny County has increased from 20.5 in 2011 to
51.7 in 2016, which is significantly higher when compared to the state (38.5) and is above the Healthy
People 2020 Goal (11.3).
The percentage of adults who report excessive drinking has fluctuated and has increased in recent
years (20.7% in 2017 to 24.3% in 2018). The percentage in 2018 is higher when compared to the state
(20.5%).
Youth Substance Use
The percentage of students in 6th grade who report lifetime use of alcohol has increased from 14.1% in
2013 to 19.9% in 2017, which is higher when compared to the state (16.8%).
The percentage of students in 8th grade who report lifetime use of marijuana has increased since 2013
(10.5%) and in 2017 (14.1%) is higher when compared to the state (8.4%). Student usage for grades 10
and 12 are also higher when compared to the state.
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WHERE WE ARE MAKING A DIFFERENCE
Mental Health
The Mental and Behavioral Disorders Mortality rate per 100,000 in Allegheny County has remained steady
over the years and in 2016 (41.3) was comparable to the state (42.7). In 2015 (43.3) the rate was lower
when compared to the nation (48.0).

WHAT THE COMMUNITY IS SAYING

Figure 14 illustrates that eight out of ten Key Informant Survey respondents (80.0%) disagree that
there is a sufficient number of mental and behavioral health providers in the area. Almost two-thirds of
respondents (62.0%) think there is a need for mental health services in the community, and 57.1% of
Key Informant Survey respondents mention they have clients who are struggling with mental health.

Adult Substance Use
The percentage of adults age 18-44 in Allegheny County at risk for heavy drinking (2 drinks for men and
1 drink for women daily) has been decreasing from 12.0% in 2011-2013 to 9.0% in 2015-2017 which is
comparable to the state (7.0%).
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Figure 14
What Key Informant Survey Respondents are Saying –
Mental Health

Those age 18-44 in the county who reported chronic drinking (2 or more drinks daily for the past 30 days)
has also decreased from 9.0% in 2011-2013 to 6.0% in 2015-2017, which is comparable to the state
(6.0%).
The percentage of Alcohol Impaired Driving Deaths in the county has been decreasing since 2016 (31.1%)
to 2018 (27.1%), which is lower when compared to the state (30.1%).
Youth Substance Abuse
The percentage of students in grades 10 and 12 who report lifetime alcohol use has been decreasing
since 2013 (65.3%, 79.3%) to 2017 (56.4%, 71.0%), although in 2017 the percentages are higher than the
nation. The percentage of students in 12th grade who drove after drinking decreased in half from 10.7%
in 2013 to 5.1% in 2017.
Students who use prescription narcotics in Allegheny County in grades 10 and 12 has decreased from
2013 (10.4%, 16.5%) to 2017 (5.6%, 7.4%).

Source: 2019 OVH Key Informant Survey, Strategy Solutions, Inc.,
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Key Informant Survey respondents identified the following as barriers or things that individuals with
mental illness struggle with:
•
•
•
•
•
•
•
•

Proper care
Financial aid
Lack of resources or priority of our culture
Not enough providers
Resources that manage both mental and physical health needs
Difficulty managing and understanding available resources
Ability to obtain an appointment in a timely fashion as many providers have wait lists
Lack of professional level of care

Three of the stakeholders identified mental health as a top problem in the community. One shared
an example of someone who knows they need services but when they are in the midst of a crisis
they don’t even want to get services because they had a negative experience in the past. Another
noted that these individuals often have a poor support system and socioeconomic issues. The
other stakeholder noted that mental health issues are pervasive in the community running the full
continuum of mild depression to harsh maniac depression, bipolar or schizophrenia.
Key Informant Survey respondents identified the following as barriers or things individuals with
substance use/abuse issues struggle with:
•
•
•
•
•
•
•

Faith
Feeling judged by the system/Stigma of seeking help
Lack of professional level care
Not enough resources available for treatment
Safe environment to remain clean and sober
Limited access to resources to aid in recovery
Addressing mental and/or physical health needs that are underlying due to substance use

Four of the stakeholders identified substance use as a problem in the community. One talked about
statistics in the area and what you hear in the media regarding overdoses. Another noted that these
individuals often have a poor support system and socioeconomic issues. One stakeholder talked
about an opioid use summit and the common knowledge that EMS makes several house calls for an
overdose reaction. The final stakeholder added that according to local law enforcement there is a
downward trend with regards to overdoses. It was noted that the type of heroin in the area is not as
harsh or polluted and the impact NARCAN is having on saving individuals in distress.
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HEALTHY
ENVIRONMENT

HEALTHY ENVIRONMENT
Environmental quality is a general term which refers to varied characteristics that relate to the natural
environment such as air and water quality, pollution and noise, weather as well as the potential effects
such characteristics have on physical and mental health. In addition, environmental quality also
refers to the socio-economic characteristics of a given community or area, including economic status,
education, crime and geographic information.

WHERE THERE ARE OPPORTUNITIES
When looking at the secondary data, no opportunities were identified for Healthy Environment.

WHERE WE ARE MAKING A DIFFERENCE
High School Graduation
High school graduation rates have been increasing in Allegheny County since 2014 (86.3%) to 2018
(88.9%) which is higher than the state (85.4%). When comparing the county to the nation in 2016
the graduation rate in the county (89.6%) was higher than the nation (84.0%).
Children Living in Poverty
The percentage of children living in poverty has remained steady in Allegheny County and in 2018
(15.2%) was lower when compared to the state (18.4%). When compared to the nation (41.0%) in
2016 the percentage of children living in poverty in the county (18.5%) was lower.
Disconnected Youth
The percentage of disconnected youth in the county has remained steady and in 2018 (10.3%) was
lower when compared to the state (12.8%).
Asthma
The percentage of adults ever told they have asthma in Allegheny County has fluctuated and in
2015-2017 (12.0%) is lower than the state (15.0%) and comparable to the nation (14.0%).
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WHAT THE COMMUNITY IS SAYING
Key Informant Survey respondents identified the following as barriers or things those living in poverty
struggle with:
•
Nutrition
•
Education
•
Limited options for healthy whole foods as Access does not cover fresh fruits and vegetables
•
Limited access to address needs through available resources
•
Funding to pay for healthcare
•
Transportation
•
General lack of access to healthcare and healthy lifestyle options
They identified the following facing those who are homeless:
•
Nutrition
•
Education
•
Cost
•
Transportation
•
Feeling judged
•
Lack of insurance
•
Access to food and shelter
•
Substance use and abuse
•
Difficulty navigating services due to lack of resources
•
Criminal history limiting ability to obtain employment and housing
Intercept survey respondents talked about the following needs:
•
Senior housing
•
Education
•
Decent living conditions
•
Better paying jobs/not enough jobs
•
Violence/Shootings
One stakeholder talked about generational poverty and the need for trauma informed care. Those
struggling with poverty have the stress of not knowing if they are going to be evicted or where their next
meal is coming from. Another talked about the bed bug problem that occurs twice a year and the related
health concerns. Another talked about social isolation noting a lot of people do not have any support
system.

HEALTHY WOMEN,
MOTHERS, BABIES
AND CHILDREN
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HEALTHY WOMEN, MOTHERS, BABIES & CHILDREN
The well-being of children determines the health of the next generation and can help predict future
public health challenges for families, communities, and the health care system. The healthy mothers,
babies and children topic area addresses a wide range of conditions, health behaviors, and health
systems indicators that affect the health, wellness, and quality of life for the entire community.

WHERE THERE ARE OPPORTUNITIES

Assistance
The percentage of mothers receiving Medicaid Assistance has increased from 2011 (25.8%) to 2016
(28.5%, although remains significantly lower when compared to the state (32.9%).
Breastfeeding
Although the percentage of mothers breastfeeding has increased from 70.1% in 2011 to 79.9% in 2016 it
was significantly lower when compared to the state (81.1% in 2016) during that time.
Teen Pregnancy
Live birth outcomes for teens age 15-17 decreased from 2011 (56.9%) to 2016 (52.7%) and was
significantly lower compared to the state (67.4% in 2016) during that timeframe. Although increasing live
birth outcomes for those age 18-19 were also significantly lower when compared to the state for 2011
through 2016.
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WHERE WE ARE MAKING A DIFFERENCE
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Figure 15
What Key Informant Survey Respondents are Saying – Healthy Women, Mothers, Babies and Children

Prenatal Care
The percentage of women receiving prenatal care during the first trimester has remained steady in
Allegheny County and has been significantly higher when compared to the state from 2011 to 2016. In
2016 (87.6%) the percentage was significantly higher when compared to the state (73.8%) and exceeds
the Healthy People 2020 Goal (77.9%).
Smoking
The percentage of mothers who report not smoking during pregnancy has increased from 2011 (85.1%) to
2016 (90.0%). The percentage in Allegheny County has been significantly higher when compared to the
state for years 2012 through 2016 (88.5%) but falls below the Healthy People 2020 Goal (98.6%).
The percentage of nonsmoking mothers three months prior to pregnancy in Allegheny County has
been increasing since 2011 (82.5%) to 2016 (87.5%) and has been significantly higher each year when
compared to the state (84.3% in 2016).

as a barrier or

Assistance
The percentage of mothers reporting WIC assistance in Allegheny County has decreased form 30.8% in
2011 to 25.0% in 2016 and has been significantly lower when compared to the state (35.0% in 2016) for
that time period.

Source: 2019 OVH Key Informant Survey, Strategy Solutions, Inc.

Teen Pregnancy
The teen pregnancy rate per 1,000 for those ages 15-17 has decreased from 19.1 in 2011 to 9.1 in 2016
which was significantly lower when compared to the state (10.6) and is below the Healthy People 2020
Goal (36.2). The teen pregnancy rate for those age 18-19 has decreased since 2011 (51.4) and 2016
(34.4) and was significantly lower when compared to the state for that timeframe. In 2016 the rate was
also lower when compared to the nation (38.1) and the Healthy People 2020 Goal (104.6).
Childhood Obesity
The percentage of students in grades K-6 considered overweight has decreased from 17.4% in 2011 to
14.4% in 2016, which was comparable to the state (15.2%). Those students grades K-6 considered obese
was lower in Allegheny County (13.7% when compared to the state (16.7%), as were students in grades
7-12 (16.3% county vs. 19.1% state).

WHAT THE COMMUNITY IS SAYING
As shown in Figure 15, two-thirds of Key Informant Survey respondents identified maternal and child
health as barriers or things their clients struggle with (66.7%) and identified lack of childcare (66.7%)
as a barrier or things their clients struggle with. Over half of respondents (55.6%) identified poor birth
outcomes as barriers or things their clients struggle with.

Key Informant Survey respondents identified the following as barriers or things children struggle with:
•
Parental leadership
•
Poor parenting examples
•
Lack of parks
•
Access to education on health and wellness and programs encouraging it
•
Access to healthcare
They identified the following for pregnant women:
•
Lack of ability to receive proper care and information
Over one third (37.5%) of Key Informant Survey respondents identified children as an underserved
population.
One stakeholder talked about the number of children with allergies noting that parents often do not know
what symptoms to look for. Another stakeholder talked about childhood obesity noting that students are
not active outside of school, spending free time on video games. They noted that the foods students are
consuming do not have much nutritional value. There has been an increase in the number of children who
are overweight.
This topic area was not addressed by Intercept Survey respondents.
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INFECTIOUS DISEASE

Pathogenic microorganisms, such as bacteria, viruses, parasites or fungi, cause infectious diseases; these
diseases can be spread, directly or indirectly, from one person to another. These diseases can be grouped in
three categories: diseases which cause high levels of mortality; diseases which place on populations heavy
burdens of disability; and diseases which owing to the rapid and unexpected nature of their spread can have
serious global repercussions (World Health Organization).

INFECTIOUS
DISEASE

WHERE THERE ARE OPPORTUNITIES
The Chlamydia rate per 100,000 in Allegheny County has been increasing since 2011 (489.0) to 2016 (491.3) during
which time the rate has been significantly higher when compared to the state (445.4 in 2016). The rate in 2016 was just
below the nation (497.3).
The Gonorrhea rate per 100,000 in the county has increased from 157.4 in 2011 to 164.7 in 2016. The rate has been
significantly higher when compared to the state (114.3 in 2016) and in 2016 higher when compared to the nation

WHERE WE ARE MAKING A DIFFERENCE
In Allegheny County the Influenza and Pneumonia rate per 100,000 decreased from 2011 (19.6) to 2016 (13.6) and
is comparable to the state (13.7) and nation (13.5). The percentage of adults age 65 and older has been increasing
since 2011-2013 (79.0%) to 2015-2017 (82.0%) during which time it was significantly higher when compared to
(145.8).
the state. The percentage in the county in 2016 was higher than the state (74.0%) and nation (73.4) but below the
Healthy People 2020 Goal (90.0%).
The percentage of adults age 18-64 ever tested for HIV has increased in the county from 37.0% in 2011-2013 to
41.0% in 2015-2017 and is comparable to the state (41.0%).

WHAT THE COMMUNITY IS SAYING
As shown in Figure 16, four out of ten Key Informant Survey respondents identified STIs and HIV as something their
clients are struggling with. As reported on the 2015-2017 PA Department of Health BRFSS, 82.0% of adults age 65 and
over in Allegheny County have received a pneumonia vaccine and 41.0% of adults age 18-64 have ever been tested for
HIV.

Figure 16 What the Community is Saying – Infectious Disease

This topic was not addressed by stakeholders or Intercept Survey respondents.
Source: 2019 OVH Key Informant Survey, Strategy Solutions, Inc., 2015-2017 PA Department of Health, BRFSS
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INJURY
The topic of injury relates to any intentional or unintentional injuries that can be suffered by individuals.

WHERE THERE ARE OPPORTUNITIES

INJURY

In Allegheny County the Fall Mortality rate per 100,000 has been significantly higher when compared
to the state for years 2011 through 2016 (11.2 county, 8.8 state) and is above the Healthy People 2020
Goal (7.2). The rate (12.2) was higher when compared to the nation (10.4) in 2015.
The Firearm Mortality rate per 100,000 has fluctuated in the county and in 2016 (13.0) is comparable to
the state (11.9) but above the Healthy People 2020 Goal (9.3). Compared to the nation (11.3) in 2015
the county rate was higher (14.0).

WHERE WE ARE MAKING A DIFFERENCE
The Auto Accident Mortality rate per 100,000 in Allegheny County has remained steady and was
significantly lower when compared to the state for years 2011 through 2016 (6.2 county, 9.4 state).
When compared to the nation (11.7) in 2015 the county rate was lower (5.9). The county also exceeds the
Healthy People 2020 Goal (12.4). and Healthy People 2020 Goal (32.6%).

WHAT THE COMMUNITY IS SAYING
Figure 17 shows that less than one-fourth of the Key Informant Survey respondents (22.2%) indicated
that their clients struggle with injury prevention or falls. As reported by the PA Department of Health in
2016, the fall mortality rate in Allegheny County was 11.2, significantly higher than the state rate of 8.8.
The Suicide Mortality rate was 14.0, comparable to the state (14.6).
Figure 17 What the Community is Saying – Injury

This topic was not addressed by stakeholders or Intercept Survey respondents.
Source: 2019 OVH Key Informant Survey, Strategy Solutions, Inc., 2015-2017 PA Department of Health, BRFSS
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PRIORITIZATION
On March 25, 2019, the OVH Steering Committee met to review the secondary data collected
through the needs assessment process and discussed needs and issues present in the hospital’s
service territory. The team from SSI, including Kathy Roach, Community Health Improvement Project
Manager, presented the data to the OVH Steering Committee and discussed the needs of the local
area, what the hospital and other providers are currently offering the community, and discussed other
potential needs that were not reflected in the data collected, including other stakeholders to receive
input from. After additional key informant surveys, intercept surveys and stakeholder interviews were
conducted through the month of April, a total of 42 possible needs and issues were identified, based
on disparities in the data (differences in sub-populations, comparison to state, national or Healthy
People 2020 goals, negative trends, or growing incidence). Four criteria, including accountable role,
magnitude of the problem, impact on other health outcomes, and capacity (systems and resources to
implement evidence based solutions), were identified that the group would use to evaluate identified
needs and issues. Table 10 identified the selection criteria.
Table 10
Prioritization Criteria
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Accountable Organization: The purpose of the first criterion is to get your input regarding whether the
“hospital/health system” is the accountable entity to address the selected issue or if the accountable entity
should be “another community partner or other entity.” If you think that the hospital/health system should
take a leadership role on this issue, you want to choose (10) or one of the buttons on the right side of the
scale. If you think that a community partner or other entity should take a leadership role on this issue,
choose (1) or one of the buttons on the left side of the scale. If you think that this is not an issue that should
be addressed through this initiative, please choose (5) or one of the buttons toward the middle of the scale.
Magnitude of the Problem: The purpose of this second criterion is to get your input regarding the
“magnitude of the problem.” If this is something that affects a large number of people or puts the
community at risk for an epidemic, please vote this high (10) or one of the buttons toward the right side of
the page. If this is something that affects a low number of people, please vote this low (1).
Impact on Other Health Outcomes: The purpose of this third criterion is to get your input regarding the
“impact” on health outcomes or other conditions. If this is something that has a large impact on health
outcomes or other conditions, please vote this high (10) or one of the buttons toward the right side of the
page. If this is something that has little impact on health outcomes or other conditions, please vote this low
(1).
Capacity: (systems and resources) to Implement Evidence Based Solutions: The purpose of this fourth
criterion is to get your input regarding the “capacity” of the health system/community to address this
issue and implement evidence based solutions. Evidence based solutions are programs that are “proven”
to achieve a positive outcome when implemented. If there is solid capacity in place to address this issue,
please vote this high (10) or one of the buttons toward the right side of the page. If this is something that
has little current capacity to address the issue or implement solutions, please vote this low (1).
For the two weeks ending May 10th, Steering Committee members from the hospital and community
completed the prioritization exercise using the Survey Monkey Internet survey tool to rate each of the
needs and issues on a one to ten scale by each of the selected criteria. Six Steering Committee members
participated in the prioritization exercise.
The consulting team analyzed the data from the prioritization exercise and rank ordered the results by
overall composite score (reflecting the scores of all criteria) for the OVH region, as well as for the hospital’s
Steering Committee.
Starting from a similar strong commitment to the community and having adjacent service areas, the newly
affiliated organizations will each work on community health priorities with partner organizations in a
complementary and synergistic way, by building on the strengths and resources of each community. The
areas of focus over the next three years include Access to Quality Health Services, Chronic Disease, and
Mental Health.
Table 11
Prioritization Results
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Much of the above significant needs will be addressed in OVH’s Implementation Strategy, which will be
published under a separate cover and accessible to the public. The four (4) areas with a few sub areas that
OVH will be focusing on over the next three years through the Implementation Strategy Action Plan are:
• Chronic Disease
		
o Diabetes
		
o Cardiovascular Disease
		
o Respiratory Disease
• Mental Health
		
o Substance Abuse Disorder
• Access to Quality Health Care
• Overweight/Obesity

REVIEW AND APPROVAL
The 2019 CHNA was presented and approved by the OVH Board of Directors on June 18, 2019 and the
Heritage Valley Health System Board of Directors on June 27, 2019. The OVH 2019 CHNA is posted on the
OVH website (www.ohiovalleyhospital.org). Printed copies are available by contacting: Megan Hinds, Director
of Marketing and Communications by calling 412-777-6365 or emailing meaton@ohiovalleyhospital.org.

Source: 2019 OVH Prioritization Results, Strategy Solutions, Inc.
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