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What is a Community Health Improvement Plan (CHIP)?  
 
A Community Health Improvement Plan (CHIP) is the long –term systematic effort to address public health problems based on a community-
wide health assessmenti.  CHIPs are a strategic plan that set priorities and measurable objectives to address the needs of a community. This is a 
collaborative process between the health department and key, diverse stakeholders in the community to coordinate efforts, establish priorities, 
and combine resources to guide health promotion strategies.  

 
How will we use the CHIP?  
 
This document will guide efforts for the next 4 years as we strive to improve population-level health issues. As the needs of a community are 
fluid, the CHIP will continually be reviewed and updated to incorporate new opportunities and reflect changes for additional challenges. Access 
to this document will be provided on the County Health Department website as well as on our Healthy Orange website at 
www.healthyorange.com.  
 

How did we choose our priorities?  
 
The New York State Department of Health in partnership with the Health Planning Council and over 140 organizations across the State, created 
the Prevention Agenda Health Improvement Plan for 2013-2017. This five-year plan is designed to demonstrate how communities across the 
State can work together to improve the health and quality of life for all New Yorkers. The Prevention Agenda establishes goals for each priority 
area and defines indicators to measure progress toward achieving these goals, including reductions in health disparities among racial, ethnic, 
and socioeconomic groups and persons with disabilitiesii. The five prevention agenda priority areas include: 
 

o Prevent chronic diseases 
o Promote healthy and safe environments 
o Promote healthy women, infants and children 
o Promote mental health and prevent substance abuse 
o Prevent HIV, sexually transmitted diseases, vaccine-preventable diseases and healthcare-associated Infections 

 
As part of the required Community Health Assessment and Community Health Improvement Plan, the New York State Department of Health 
requires all health departments to choose two priority areas within the State Prevention Agenda to address in their communities. To assess the 
needs of Orange County residents, a community health survey was distributed to help prioritize the needs of residents. The survey questions 
were derived from previous local, state and national surveys such as the Behavioral Risk Factor Surveillance Survey as well as questions 
regarding health care usage and need in Orange County.  The online and paper survey was completed in both English and Spanish in 
collaboration with the 3 major hospital organizations, 3 Federally Qualified Health Centers (FQHCs), and over 30 community organizations. 
Individual meetings with each of the area hospitals were conducted as well as collaborative meetings with the FQHCs. Community partners 
were engaged through the Healthy Orange Team, the Orange County Department of Health (OCDH) umbrella initiative to address chronic 
diseases, as well as other community partners in a variety of sectors (government, education, non-profit, business, etc.). A list of participating 
community organizations and events can be found in Appendix A.  Nearly 1,500 consumer surveys were completed. In addition to the surveys, 

http://www.healthyorange.com/
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the OCDH led the effort to develop the CHIP from the use of local data collection and compiled extensive secondary data from numerous 
sources.  Data presented in the Community Health Assessment (CHA) was used in coordination with these partners to determine the most 
pressing issues in Orange County.   
 
Major findings from the Community Health Assessment are highlighted below: 
 

o There are large discrepancies in poverty and education between Orange County as a whole and the three major cities of Middletown, 
Newburgh and Port Jervis 

o Poverty rates exceed 25% for families with related children under 18 in each of the three major cities 
o Where we live affects health outcomes, particularly in areas of lower socioeconomic indicators  
o Teenage pregnancy is nearly twice the County rate (42.2 per 1,000) in Middletown (77.4 per 1,000),  Newburgh (75.4  per 1,000) and 

Port Jervis (64.9 per 1,000)  
o Over 65% of Orange County adults, 28% of elementary aged children and nearly 40% of teens are overweight or obese 

 
Another consideration for choosing priorities was the availability of resources to complete strategies. OCDH received a multi-year grant from 
the New York State Department of Health entitled, the Maternal Infant Community Health Collaborative (MICHC).  MICHC will foster close 
integration of all maternal, infant and child serving programs administered by the OCDH as well as integrating community partners to build 
upon existing programs and strengthen resources available to women of child-bearing age in the cities of Newburgh, Middletown and Port 
Jervis. As a result of this grant, an advisory board was formed to bring together partners among diverse sectors of the community to guide grant 
activities, leverage resources and identify ways to obtain and share local data. Appendix A also contains a list of advisory board members. 
Letters of commitment from advisory board members can be provided upon request. In addition to letters of commitment, letters of support 
from school districts, hospitals, Head Starts, and local community based organizations are also available upon request.  In addition to the 
MICHC grant, Healthy Orange has received guaranteed funds from County resources since 2007.  Each year funds are available for all activities 
related to chronic disease prevention including but not limited to advertising, equipment, and educational programing for smoking cessation, 
healthy eating, and physical activity. Notably, the Healthy Orange Team has grown to include over 35 stakeholders. The team is broken up 
geographically by the three cities of Middletown, Port Jervis and Newburgh, which meets quarterly and the entire Healthy Orange Team meets 
annually to discuss ongoing projects, successes and challenges and identifies additional avenues for collaboration.      
 

What priorities were chosen?  
 
The two overarching priority areas chosen were preventing chronic disease and promoting maternal, infant, and child health. Within the 
priority area of preventing chronic disease, two focus areas were chosen: 1) reducing obesity in children and adults and 2) reducing illness, 
disability and disease related to tobacco use and secondhand smoke exposure. Within the priority area of maternal, infant and child health, two 
focus areas were also chosen: 1) reducing premature births and 2) prevention of unintended and adolescent pregnancy with a focus on 
reproductive, preconception and inter-conception health. The remaining document is a detailed strategic plan with time-specific measurable 
goals, objectives and performance measures for process and outcome evaluation.  Each of the strategies chosen are considered best or 
promising practices and evidence-based.  Within each activity, multiple stakeholder and community partners are actively engaged especially in 
communities with significant burden of disease and health disparities.  
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Preventing Chronic Disease  
 
Chronic disease is among the leading causes of morbidity and mortality across Orange County, New York State and the Nation.  Obesity is a 
leading contributor to cardiovascular disease, diabetes, stroke and hypertension.  Maintaining a healthy lifestyle through regular physical 
activity, healthy eating and eliminating tobacco use help prevent numerous chronic diseases. According to results from the 2009 Behavioral 
Risk Factor Surveillance Survey, over 65% of Orange County residents are overweight or obese. Recent data collected from nearly every school 
district in the county revealed that 28 percent of elementary students and nearly 40 percent of middle and high school students are either 
overweight or obeseiii.  As well documented, becoming overweight in childhood drastically increases the likelihood of being overweight as an 
adult.  While the entire County suffers from increasing obesity and with that, risk factors for debilitating disease and mortality, the urban 
centers are the County’s least healthy communities. OCDH is fortunate to have a division that primarily focuses on chronic disease prevention. 
Community Health Outreach (CHO) has been involved in a number of health promotion grant programs over the past 22 years. Healthy Orange 
is in the forefront of that promotion and encompasses programs that aim to increase the consumption of healthy foods, increase opportunities 
for physical activity, and decrease tobacco use and exposure, in order to improve the overall health of Orange County residents. Healthy Orange 
also addresses issues surrounding obesity and chronic disease, utilizing best practices to make policy, systems, and environmental changes 
relative to exercise, nutrition, and tobacco use.  With this strong partnership, Healthy Orange has made policy, environmental, and systems 
changes in all facets of the community, including implementing two farmer’s markets, changing vending machine policies, creating tobacco-free 
polices in 15 school districts, creating a farm to school program in one school district, and creating street-calming measures for municipalities. 
OCDH is the only county in NYS that offers all Orange County residents, students and employees free smoking cessation programs through 
various modalities, which have helped lower the county’s smoking rate from 23% in 2003 to an estimated 19% in 2009iv. Early data indicates 
that smoking is continuing the downward trend.  
 
Healthy Orange aims to engage numerous community partners in its activities to reach as much of the population as possible. Healthy Orange 
started as a biannual meeting in one location. After feedback from many of the partners, traveling to one of end of county from the other was 
preventing greater participation. Splitting the Healthy Orange Team into smaller geographically-based coalitions allows for more frequent 
meetings and better attendance which ultimately leads to better partnerships.  One large annual meeting provides all the group members to 
opportunity to reconnect and share lessons learned over the past year. A portion of the meeting is devoted to sharing health department 
specific Healthy Orange activities, survey results, and publications. Achievements are also shared through a bi-annual insert in a local paper 
which reaches over 147,000 Orange County households. This has been an effective way to communicate directly to the public.  As part of the 
CHIP we will also highlight results and success stories from current activities including smoking cessation, Farm to School programs, and 
farmer’s market participation. Organizational specific meetings are held frequently with local school leadership to communicate results of 
ongoing projects.  The Healthy Orange Partnership is committed to improving the health and wellness of the entire Orange County community.  
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STRATEGIC PLAN 
 

PRIORITY AREA: PREVENTING CHRONIC DISEASE   

FOCUS AREA 2: Reduce Illness, Disability and Disease Related to Tobacco Use and Secondhand Smoke Exposure 

GOAL 2.2: Promote tobacco use cessation, especially among populations in Middletown and Newburgh with low socioeconomic status. 

OBJECTIVE #1: By December 31, 2017, increase the utilization of Orange County’s cessation program among current smokers to 5%.  (Data 
source: Orange County Cessation Database and New York State Department of Health Behavioral Risk Factor Surveillance System) 

 
ACTION PLAN 

Evidence Based 
Strategy 

Activities Lead Partners Timeframe Evaluation 
Measure 

Outcome: Product/Result 

Continue to offer a free, 
comprehensive smoking 
cessation program to 
those who work or 
reside in Orange County. 

Contract with cessation providers 

and record the number of 

attendees.  

Senior Public Health 
Educator (Sr PHE), 
two hypnotherapists, 
behavior modification 
specialists and two 
acupuncturists   

June 2014- 
December 
2017 

Providers sign-in 
sheet and 
invoices 

Availability of cessation 
program in target areas  

Develop a comprehensive 

cessation database to track 

participants and quit rates.  

Sr Public Health 
Educator 

Currently-
January 2014 

Database Quarterly report and quit 
rates among participants 

Develop mailings, advertisements 

and a dissemination plan to enroll 

additional smokers.  

Sr Public Health 
Educator 

January 
2014-April 
2014 

Database Printed materials  

Coordinate with community 

groups to advertise the availability 

of the program in target areas of 

low socioeconomic status 

including Newburgh and 

Middletown. 

Hospitals, Faith-based 
organizations, Sr PHE, 
Safe Harbors, 
Community Health 
Workers, Medical 
providers, Healthy 
Orange Coalition 
Members, American 
Heart Association, 
American Cancer 
Society, POW’R 
against Tobacco 

June 2014- 
December 
2017 

Database and 
meeting minutes 

Increased knowledge of 
available cessation programs 
in target areas.  
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ACTION PLAN 
Evidence Based 

Strategy 
Activities Lead Partners Timeframe Evaluation 

Measure 
Outcome: Product/Result 

Hold quarterly meeting with 

Healthy Orange Coalition Members 

to update progress of cessation 

program and share resources and 

lessons learned. 

Hospitals, Faith-based 
organizations, Sr PHE, 
Safe Harbors, Healthy 
Orange Coalition 
Members, American 
Heart Association, 
American Cancer 
Society, POW’R 
against Tobacco 

January 
2014-
December 
2017 

Meeting minutes Provide partners with 
ongoing progress and forum 
to discuss successes, barriers, 
and strategies to increase 
participation.  

 
PERFORMANCE MEASURES 
Short Term Indicators Source Frequency  

By January 2015, analyze baseline quit rates among participants of cessation program 
and determine quit rates each quarter thereafter.   

Cessation database Quarterly 

By December 2014, increase the number of community groups advertising the 
cessation program (Baseline to be determined by June 2014) 

Database, Healthy Orange meeting 
minutes 

Quarterly  

Long Term Indicators Source Frequency  

By December 2017, increase the percentage of current smokers utilizing the cessation 
program to 5%. 

Cessation database Annual 

By December 2017, decrease the percentage of current adult smokers (identified in 
June 2014) to 15%.  (NYS 2017 Objective) 

New York State Behavioral Risk Factor 
Surveillance Survey 

Every four years  

By December 2017, decrease the percentage of current everyday teenage smokers to 
4% (Baseline identified as 5%). 

Orange County Healthy Orange High 
School Survey 

Every four years 
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PRIORITY AREA: PREVENTING CHRONIC DISEASE   

FOCUS AREA 1: Reduce Obesity in Children and Adults 

GOAL 1.1:  Create community environments that promote and support healthy food and beverage choices and physical activity.    

OBJECTIVE #1: By December 31, 2017, reduce the percentage of children and adults who are obese by 5%. (Data sources: NYS Student 
Weight Status Category Reporting System and NYS County Behavioral Risk Factor Surveillance System.)   

 
 
ACTION PLAN 

Evidenced Based 
Strategy 

Activities Lead Partners Timeframe Evaluation 
Measure 

Outcome: 
Product/Result 

Increase availability of 
affordable healthy foods 
especially in 
communities with 
limited access through 
starting and sustaining 
farmer’s markets. 

Maintain current farmer’s 

market through continuation of 

contract with farmer’s market 

manager and growing number 

of farmers who participate.  

Sr PHE, Healthy Orange 
Health and Wellness 
Coordinator, Newburgh 
Farmer’s Market 
manager, Newburgh 
municipality leaders, 
Cornell Cooperative 
(CCE), Newburgh Mall, 
First Baptist Church 
Newburgh, House of 
Refuge 

Current-2017 Measure number 
of participants 
and farmers  

Increased availability of 
locally produced items  

Create two new farmer’s 

markets in areas with little or 

no access to fresh fruits and 

vegetables in the cities of 

Newburgh and Port Jervis. 

Sr PHE, Healthy Orange 
Health and Wellness 
Coordinator, Bon Secours 
Community Hospital, CCE, 
Greater Hudson Valley 
Family Health Center, NY 
Farm and Ag Dept, 
municipality leaders  

January 
2014-January 
2016 

Determine 
average number 
of participants 
and number of 
farmers through 
surveys 

Additional fresh produce 
available in low income 
areas directed towards 
those without 
transportation 

Increase participation of 

farmer’s markets that take 

SNAP benefits and WIC checks 

and increase number of SNAP 

and WIC participants who use 

their benefits at farmer’s 

markets. 

Sr PHE, Healthy Orange 
Health and Wellness 
Coordinator, Orange 
County WIC, CCE, NY 
Farm and Ag Dept, Office 
for the Aging, Department 
of Social Services 

Current-2017 Survey of WIC 
enrollees and EBT 
transaction data 
collection  

Additional fresh produce 
available to low income 
consumers  
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ACTION PLAN 
Evidenced Based 

Strategy 
Activities Lead Partners Timeframe Evaluation 

Measure 
Outcome: 

Product/Result 
Promote the adoption of 
complete streets 
policies.  

Develop committee to promote 

the awareness of complete 

streets and assist with adoption 

of policies.   

Sr PHE, Orange County 
Planning Department, 
Citizens Foundation, 
municipalities, Parks and 
Recreation Department, 
Chamber of Commerce  

January 
2014-
Decemeber 
2014 

Meeting minutes Increased awareness  and 
number of complete 
streets policies adopted 

Meet with municipalities to 

educate leadership about 

benefits of complete streets. 

Sr PHE and municipality 
leadership  

January 
2014-
December 
2017 

Meeting minutes Increased awareness  and 
number of complete 
streets policies adopted 

      

Increase availability of 
healthy foods through 
Farm to School 
programs. 

Develop committee for schools 

and farmers to discuss 

procurement and programming 

needs.  

 

Healthy Orange Health 
and Wellness 
Coordinator, CCE, 
Farmer’s Association, 
School district food 
directors, principals, 
superintendents, parents, 
and food services staff 

January 
2014-June 
2014; 
ongoing 
meetings 
through Dec 
2017 

Meeting meetings  Tool kits for procurement 
and bidding processes for 
both farmers and school 
districts 

Provide training through 

Orange Ulster BOCES or 

equivalent culinary program for 

food service staff.  

Orange Ulster BOCES, 
Healthy Orange Healthy 
and Wellness 
Coordinator, food service 
staff  

January 
2014-October 
2014 

Sign in sheets for 
food service  staff  
that attend 
trainings  

Staff trained in best 
practices for fresh food 
preparation, food safety 
and other operational 
procedures   

Integrate locally-grown farm 

produce and nutrition and 

agricultural education into 

classroom curriculums.  

Hudson Valley Farm to 
School, Healthy Orange 
Health and Wellness 
Coordinator, CCE, local 
producers  

September 
2014-
December 
2017 

Taste test surveys, 
classroom 
education surveys, 
cafeteria studies  

Toolkits and educational 
curriculum  
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PERFORMANCE MEASURES  
Short Term Indicators Source Frequency  
By December 2014, increase the number of farmers participating in Newburgh’s 
established farmer’s market. 

Healthy Orange Monthly 

By September 2015, increase the number of farmers markets in areas with limited 
public transportation. 

Healthy Orange Annual 

By October 2014, increase knowledge of food service workers to prepare local 
produce.  

Healthy Orange knowledge evaluation 
surveys  

Annual 

By December 2014, increase knowledge of barriers to procuring local produce for 
school districts. 

Meetings with Healthy Orange Farm to 
School committee  

Quarterly  

By December 2014, increase number of MOU agreements between schools and Healthy 
Orange for Farm to School activities. 

Memorandum of Understanding Quarterly  

By December 2015, increase knowledge of students who know that local produce is 
available in their cafeteria. 

Healthy Orange Student Surveys Annual 

By December 2014, increase knowledge of municipalities about complete streets 
policies. 

Healthy Orange Monthly  

Long Term Indicators Source Frequency  
By December 2017, increase the total number of schools with a high percentage 
free/reduced lunch students, who provide local produce to students by 10%.  (Baseline 
to be determined by December 2014)  

Healthy Orange Farm to School 
Program, CCE Farm Outreach Manager 

Annual  

By December 2017, decrease the percentage of children who are overweight or obese 
by 5% 

NYS Student Weight Category Status 
Reporting System 

Every two years 

By December 2017, decrease the percentage of adults who are overweight or obese by 
5%. 

NYS Behavioral Risk Factor 
Surveillance System 

Every four years 

By December 2017, increase the total number of municipalities with complete streets 
policies by 10%. (Baseline to be determined by December 2014) 

Healthy Orange, Orange County 
Planning Department  

Annual 

By December 2017, increase the number of adults who report engaging in physical 
activity in the past 30 days to 80%. 

NYS Behavioral Risk Factor 
Surveillance System 

Every 4 years 
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Promoting Healthy Women, Infants and Children  
 
Promoting the health of women, infants and children continues to be a public health priority for the United States, New York and Orange 
County.  Maternal and infant health data continue to be widely used indicators of the overall health of a community. Improving positive 
pregnancy outcomes can greatly enhance the well-being of both mother and child. Prenatal care, gestational age, and birth weight are strong 
indicators of both maternal and infant health. Aggregate maternal and infant indicators for Orange County are misleading and mask the 
disparities within the County.  The urban areas of Orange County are characterized by severe socioeconomic and health inequities. Overall, 
Orange County has reached the NYS 2017 objective of a preterm birth rate of 10.2%; however, each of the cities of Newburgh (12.1%), 
Middletown (10.7%) and Port Jervis (11.1%) still struggle in this area.  As a County only 6.9% of births were babies with low birth weights. 
However, 8.9% of births in Middletown, 8% of births in Port Jervis and 7.5% of births in Newburgh were low birth weight babies. Two of the 
leading known causes of infant death are pre-term delivery and low birth weightv.  There were 92 infant deaths in Orange County from 2009-
2011. Over 53% of these deaths came from the cities of Newburgh, Middletown and Port Jervis, with Middletown accounting for 26 (28%) 
infant deaths and an infant death rate of 12.8 per 1,000 live births.  Teen pregnancy and teen births in the three cities are also impacting the 
overall health of the community. The teen pregnancy rate is defined as the number of females ages 15-19 who become pregnant per 1,000 
females in the same age range.  Middletown leads the County with a rate of 77.4 per 1,000, followed by Newburgh at 75.4 per 1000, and Port 
Jervis at 69.3 per 1,000.  All of these rates are nearly twice the County rate of 42.4 per 1,000vi.  
 
Since the urban centers of our community have data indicators that are continually worse than County averages, OCDH and its community 
partners are targeting the three cities with its CHIP and designating resources through the MICHC grant.  This grant will foster close integration 
of all the maternal, infant and child serving programs administered by the OCDH and community partners to build on existing programs and 
strengthen resources available to women of child-bearing age in the target cities. MICHC will also utilize in-kind staff from two divisions of 
OCDH, Intervention Services (IS) and CHO to sustain activities. The integration of services will combine the clinical expertise of IS with the 
community and organizational level aptitude of CHO through Community Health Workers.  The Community Health Worker program is an 
evidenced based strategyvii and has been an effective program implemented by OCDH for 20 years.  Street outreach for case finding is the best 
strategy to reach the target population of women lost to care who are considered high risk.  From past experience, relying solely on referrals 
from other agencies can lead to a duplication of services.  MICHC will improve the number of positive pregnancy outcomes through education, 
outreach, home visitation, referrals and follow up for referral completion.  The collaborative partnerships between the OCDH, Maternal Infant 
Services Network (MISN), Planned Parenthood of the Mid-Hudson Valley, Inc., Safe Homes of Orange County, the Alcoholism & Drug Abuse 
Council of Orange County, Occupations, Inc., community health centers, and numerous other community agencies will create a cross referral 
system to avoid duplication of efforts while expanding reach to locate and serve those individuals lost to care. In addition, the advisory board 
will serve as a place to communicate findings through quarterly meetings.  The goal is to increase the percentage of women receiving first 
trimester prenatal care, decrease the percentage of low birth weight babies, decrease the number of infant mortalities, decrease the number of 
preterm births and decrease the teen pregnancy rates.  Nearly all activities work towards developing systems or policy changes to provide long 
lasting sustainable results. 
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STRATEGIC PLAN 

 
ACTION PLAN 

Evidence Based 
Strategy 

Activities Lead Partners Timeframe Evaluation 
Measure 

Outcome: 
Product/Result 

Develop and implement 
local networks and 
strategies to ensure high 
risk pregnant women 
are linked to 
appropriate community 
resources.   

Utilize community health 

workers (CHW) and family 

support workers to reinforce 

health care utilization for high 

risk pregnant women.  

WIC, CHWs, Healthy 
Families, MICHC 
coordinator, MICHC 
Advisory Board, 
Greater Hudson Valley 
Family Health Center 
(GHVFHC), 
Middletown 
Community Health 
Center (MCHC), 
Maternal Infant 
Services Network 
(MISN)   

January 2014-
December 
2017 

Number of families 
served, number of 
CHW visits, and 
number of women 
began prenatal care 
in first trimester, 
and those receiving 
adequate prenatal 
care (12 or more 
visits) 

Reduction in premature 
births   

Develop a cross-referral system 

with community health centers 

and Healthy Families to ensure 

enrollment of high risk 

pregnant women into home 

visiting and health care 

services.   

MICHC Coordinator, 
CHWs, Healthy 
Families, GHVFHC, 
MCHC, WIC, Dept of 
Social Services (DSS), 
Advisory board 
members 

January 2014-
December 
2017 

Number of women 
attending referral 
services and 
number of 
organizations in 
cross referral 
system 

Increase number of women 
enrolled in prenatal care  

PRIORITY AREA: PROMOTING HEALTHY WOMEN, INFANTS AND CHILDREN    

FOCUS AREA 1: Maternal and Infant Health   

GOAL 1: Reduce premature births in Orange County.   

OBJECTIVE #1: By December 31, 2017, reduce the percentage of preterm births to 10.2% in the high poverty cities of Newburgh, Port Jervis, 
and Middletown. (Data sources: NYS County/Zip Code Perinatal Data Profile and Orange County Birth Certificate Database) 
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ACTION PLAN 
Evidence Based 

Strategy 
Activities Lead Partners Timeframe Evaluation 

Measure 
Outcome: 

Product/Result 
Identify and promote 
educational messages to 
promote smoking 
cessation, healthy 
eating, and family 
planning methods. 

Provide educational workshops 

to women of child-bearing age 

to promote healthy behaviors at 

least 4 times per year.   

Healthy Orange, 
Cornell Cooperative 
Extension, Safe Homes 
of Orange County, 
Alcohol and Drug 
Abuse Council 
(ADAC), MICHC 
coordinator, OC Dept 
of Mental Health 

January 2015-
December 
2017 

Database of 
attendees  

Increase knowledge of 
women to maintain healthy 
lifestyle  

Develop a public health 

detailing campaign to inform 

and educate primary care and 

OB-GYN providers to promote 

healthy behaviors for patients.  

Public Health Nurse, 
Health Care providers, 
MICHC coordinator, 
GHVFHC, MCHC, 
Planned Parenthood, 
Healthy Families, 
Healthy Orange, ADAC 

January 2015-
December 
2017  

Provider follow-up 
database 

Number of providers 
adopting health screening 
tools (i.e. depression, 
preconception health risk 
assessment)  

Develop and distribute 

information packet 

emphasizing the importance of 

preconception health at health 

centers, frequently targeted 

businesses and family planning 

sites. 

Planned Parenthood, 
Public Health Nurse, 
MICHC coordinator, 
CHWs, GHVFHC, 
MCHC, Town Halls, 
DSS and community 
organizations/busines
s leaders including: 
Catholic Charities, 
Newburgh Ministry, 
Port Jervis Recreation 
Center, Independent 
Living, Hudson House, 
Food Pantries, Thrall 
Library, FBOs, 
MO’Better, Easter 
Seals Project 
Discovery 

January 2014-
December 
2017 

Number of 
individuals where 
information was 
distributed 
measured quarterly 

Increased knowledge of the 
importance of 
preconception health as it 
relates to birth outcomes 
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PERFORMANCE MEASURES 
Short Term Indicators Source Frequency  
By December 2015, increase the number of high risk pregnant women referred for 
home visiting services (Baseline to be determined January 2015). 

Orange County referral database Monthly 

By December 2015, increase the number of referrals to Healthy Families (Baseline to 
be determined January 2015).  

Orange County referral database Monthly 

By December 2015, increase the percentage of women who have adequate prenatal 
care in Middletown, Port Jervis and Newburgh (Baseline to be determined June 2014). 

Orange County Birth Certificate Data Quarterly 

Long Term Indicators Source Frequency  

By December 2017, decrease the percentage of pre-term births in Newburgh, Port 
Jervis and Middletown to 10.2% (NYS 2017 Objective) 

Electronic Birth Certificate 
Data/Orange County Database 

Quarterly 

By December 2017, increase the gestational age of infants born to women enrolled in 
home visiting programs in Newburgh, Port Jervis and Middletown. (Baseline to be 
determined January 2015) 

MICHC Orange County Database Annual 

By December 2017, increase the percentage of women in Orange County with early 
prenatal care to 75%.  

New York State Department of Health 
Vital Statistics  

Annual 
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PRIORITY AREA:  PROMOTING HEALTHY WOMEN, INFANTS AND CHILDREN    

FOCUS AREA 3:  Reproductive, Preconception and Inter-Conception Health 

GOAL 6:  Prevention of Unintended and Adolescent Pregnancy 

OBJECTIVE 6.2: By December 31, 2017, reduce the rate of teenage pregnancy in the cities of Newburgh, Port Jervis and Middletown by at least 
10%.  (Data sources: NYS County/Zip Code Perinatal Data Profile and Orange County Birth Certificate Database) 

 
ACTION PLAN 

Evidenced Based 
Strategy 

Activities Lead Partners Timeframe Evaluation 
Measure 

Outcome: 
Product/Result 

Identify and promote 
education messages on 
delaying sexual activity, 
contraceptive use, and 
preventive health care.  

Develop a campaign to distribute 

condoms, promote the utilization 

of family planning methods and 

stress the importance of disease 

prevention. 

Public Health Nurse, 
CHWs, Planned 
Parenthood, OB GYN 
providers, GHVFHC, 
MCHC 

January 2014-
December 2017 

Number of teens 
reached through 
campaign efforts 
quarterly 
(database) 

Increased awareness of 
family planning 
community resources  
and brochures  

Bring together diverse community 

stakeholders to bring awareness of 

high teen pregnancy rates and 

determine opportunities for 

collaboration.  

NAACP, Faith Based 
Organizations (FBO), 
school district leaders, 
Parents, Cultural 
Equity Task Forces, 
Community Voices 
Heard Organization, 
and MISN  

December 2014 Meeting minutes  Increased awareness 
and strategies for 
addressing teen 
pregnancy across 
multiple sectors 

Improve work with 
faith-based 
organizations, focusing 
on dissemination of 
facts to their members.  

Identify faith based organizations 

in the areas of Middletown, Port 

Jervis and Newburgh.  

MICHC coordinator 
and CHWs 

January 2014-
December 2014 

Creation of a 
database 

Identification of FBO 
partners  

Coordinate meetings with target 

area faith based organizations to 

discuss collaboration efforts to 

prevent teenage pregnancy. 

MICHC coordinator, 
CHWs, FBOs, NAACP 

June 2014-
December 2017 

Creation of 
dynamic 
community driven 
meetings with 
diverse FBOs 
represented   

Identification of 
strategies for reaching 
teen populations 
within the 
congregations  
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ACTION PLAN 
Evidenced Based 

Strategy 
Activities Lead Partners Timeframe Evaluation 

Measure 
Outcome: 

Product/Result 
Promote annual 
preconception and 
inter-conception visits 
to develop and review 
reproductive health 
plans.  

Provide education on the 

importance of birth spacing and 

contraceptives during home 

visiting and encourage the use of 

CDC’s Reproductive Life Plan 

Worksheet.  

MICHC Coordinator, 
CHWs, Public Health 
Nurse 

January 2014-
December 2017 

Number of 
Reproductive Life 
plans and database 
of visits by CHWs 

Increased number of 
teens and young 
mothers  educated 
about the importance 
of avoiding unplanned 
pregnancies  

Engage school district 

administration to implement 

policy on educating students on 

the importance of having a medical 

home for annual health visits and 

to utilize supportive services. 

Public Health Nurse, 
School administrators, 
school nurses 

January 2015-
December 2017 

Number of 
administrative 
meetings  

Policy changes in 
target area school 
districts  

 
PERFORMANCE MEASURES 
Short Term Indicators Source Frequency  
By December 2015, increase the number of teens receiving education on life plans 
including reproductive health (Baseline to be determined January 2015). 

Orange County referral database  Monthly 

By December 2015, coordinate at least 9 (3 in each target city) faith based organization 
meetings to discuss collaboration efforts on teen pregnancy prevention.  

Orange County FBO database Quarterly 

By December 2015, increase the number of outreach events that include condom 
distribution (Baseline to be determined December 2014). 

Orange County database Monthly 

Long Term Indicators Source Frequency  
By December 2016, implement at least 1 policy change in the target school districts 
requiring the education of students on the importance of having a medical home. 

Target school districts administration Annual 

By December 2017, reduce the rate of teenage pregnancy in the cities of Newburgh, 
Port Jervis and Middletown by 10%. 

New York State County Zip Code 
Perinatal Data Profile  

Annual 
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           Healthy Orange Team Members

 
- American Cancer Society 
- American Heart Association 
- AMSCAN, Inc.  
- Bon Secours Community Hospital  
- Cornell Cooperative Extension  
- Enlarged City School District of Middletown  
- Enlarged City School District of Newburgh 
- Goshen Central School District 
- Greater Hudson Valley Family Health Center, Inc. 
- Hudson Valley Food Bank 
- Maternal Infant Services Network  
- Middletown ABCD Day care 
- Middletown Cares 
- Middletown Community Health Center, Inc. 
- Middletown Recreation and Parks  
- Middletown YMCA 
- Mt. St. Mary College 
- Newburgh Armory 

- Newburgh Head Start Day Care 
- Orange County Childcare Council 
- Orange County Citizens Foundation 
- Orange County Department of Mental Health 
- Orange County Office for the Aging  
- Orange County Planning Office  
- Orange County Youth Bureau 
- Orange Regional Medical Center 
- Port Jervis School District 
- RECAP, Inc. 
- Save-a-lot 
- Shoprite 
- St. Anthony’s Community Hospital 
- St. Luke’s Cornwall/Newburgh Hospital  
- SUNY Orange 
- TOUCH, Inc. 
- United Way 

 
 
MICHC Advisory Board Members 

  
- Alcohol & Drug Abuse Council of Orange County 
- Catholic Charities Community Services of Orange County 
- Cultural Equity Task Force  
- Greater Hudson Valley Family Health Center, Inc. 
- Healthy Orange 
- Hudson River HealthCare  
- Independent Living, Inc. 
- Mental Health Association in Orange County, Inc. 
- Middletown Community Health Center, Inc. 

- National Association for the Advancement of Colored 
People 

- Occupations, Inc. (Healthy Families, Family Empowerment 
Council, and New Dynamics) 

- Orange County Department of Mental Health 
- Orange County Department of Social Services 
- Planned Parenthood Mid-Hudson Valley 
- Port Jervis Recreation Department 
- Safe Homes of Orange County  

                                                                    
 

         

APPENDIX A 
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Community Health Assessment Survey Partner Organizations 
 

- Bon Secours Community Hospital 
- Circleville Fourth of July Parade 
- City of Middletown 125th City Celebration 
- Galleria at Crystal Run  
- Goshen Farmer’s Market 
- Great American Weekend in Goshen  
- Greater Hudson Valley Family Health Center 
- Greater Newburgh Partnership 
- Hudson River Healthcare 
- Independent Living, Inc. 
- Latinos Unidos  
- Middletown and Newburgh Department of Motor Vehicles 
- Middletown Community Health Center 
- Monroe Farmer’s Market 
- Newburgh Armory 
- Newburgh Illumination Event 
- Newburgh Library 
- Orange Classic 10K  
- Orange County Department of Emergency Management  

- Orange County Department of Health Immunization Clinics: 
Goshen, Middletown and Newburgh 

- Orange County Department of Tourism  
- Orange County Office for the Aging 
- Orange County STOP DWI Program  
- Orange Regional Medical Center 
- Planned Parenthood 
- Richard C. Ward Alcohol Treatment  Center 
- Safe Harbors  
- Senior Health Day at Thomas Bull Memorial Park 
- Ship Shape Laundromat 
- Spanish Pentecostal Assemblies of God  
- St. Anthony’s Community Hospital  
- St. Luke’s Cornwall/Newburgh Hospital 
- Thrall Library 
- Union Avenue Community Fitness Center 
- YMCA Middletown 
- YMCA Monroe 

- YMCA Newburgh 
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ii
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iii
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iv
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v
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vi
 http://www.health.ny.gov/statistics/chac/perinatal/county/orange.htm 

 
vii
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http://www.phaboard.org/wp-content/uploads/PHAB-Acronyms-and-Glossary-of-Terms-Version-1.0.pdf
http://www.health.ny.gov/prevention/prevention_agenda/2013-2017/summary.htm
http://www.health.ny.gov/prevention/obesity/statistics_and_impact/docs/2008-2010_student_weight_status_by_county_and_level.pdf
http://www.health.ny.gov/statistics/brfss/expanded/2009/county/
http://www.cdc.gov/reproductivehealth/maternalinfanthealth/pretermbirth.htm
http://www.health.ny.gov/statistics/chac/perinatal/county/orange.htm
http://www.hrsa.gov/ruralhealth/pdf/chwtoolkit.pdf

