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I. Introduction / Background 
 
 

This project is a collaboration between the Mayor’s Task Group to Create a Healthier Niagara Falls and 

the P² Collaborative of Western New York. The goal of the project is to develop a strategic plan for the 

improvement of population-based health outcomes for residents of the city of Niagara Falls.   

In recognition of the challenges facing Niagara Falls, Mayor Paul Dyster established the Mayor’s Task 

Group to Create a Healthier Niagara Falls. The group was charged with creating a shift from reactive, 

acute care, in which people only access the healthcare system when they are already sick to proactive, 

preventive, community-based care. Under the leadership of the City of Niagara Falls, the Task Group 

brings together a diverse network of partners representing service providers, community organizations, 

healthcare and human service agencies, and municipal, community- and faith-based organizations. The 

Task Group has numerous initiatives underway, including a Faith-Based Initiative, a Community 

Medicaid Collaborative, HealthHomes, Safety and Livability Initiatives, and many others.  

 

In 2014, the P
2
 Collaborative and the Mayor’s Task Group contracted with the American Institutes for 

Research (AIR) to facilitate the development of the strategic plan.  AIR is a not-for-profit corporation 

engaged in independent research, development, evaluation, and analysis in the behavioral and social 

sciences.  Since its founding in 1946, AIR has worked with government agencies as well as public and 

private organizations including federal, state and local government agencies, foundations, and industry 

clients, both in the United States and abroad. AIR’s Health & Social Development Program provides a 

wide range of health services research, policy analysis, evaluation, and technical assistance services 

including statistical analysis of administrative and survey data, key informant interviews and focus 

groups.  

P
2 works with individuals and organizations in Allegany, Cattaraugus, Chautauqua, Erie, Genesee, 

Niagara, Orleans and Wyoming counties to improve the health of Western New Yorkers.  It focuses its 

work in four areas, taking a comprehensive approach to improving health. Together with its multi-

stakeholder partnerships, P2:  

 Works with communities to determine how to make their neighborhoods healthy places to live 

and work. 

 Helps to improve services to underserved patient populations. 

 Helps physicians, practices, and hospitals to improve the quality of care they deliver. 

 Helps coordinate programming to inspire Western New Yorkers to live healthier every day. 
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II. Community Needs Assessment 
 

A needs assessment was conducted for the city by AIR to synthesize the various attempts to assess the 

health priorities of Niagara County, and specifically the city of Niagara Falls. A formal needs 

assessment report was submitted to the Mayor’s Task Group in June of 2014. The report details the 

methods and data used to determine the assessment. 

Ten areas of concern emerged from the assessment. These areas of concern ranged from population 

health issues such as diabetes and obesity, to health behaviors such as tobacco use and substance abuse, 

to social determinants such as limited access to healthy foods and transportation. All ten items were 

reviewed and prioritized by the Task Group using the Nominal Group Technique.     

After prolonged discussion, the Task Group decided to give top priority to the social determinants, 

reasoning that these hindered the community’s ability to address its population health issues. The 

following priorities were selected as most critical by the group to impacting the health of the city’s 

population: 

1) Increase the self-actualization (also known as activation) of the city’s population to 

participate in the improvement of the community and develop a culture of health. 

2) Increase the percentage of the city’s population who are prepared for and able to achieve 

successful employment. 

2a) Increase the number of Niagara Falls residents who are considered and hired for 

local jobs. 

3) Increase the availability of affordable transportation in and around the city of Niagara 

Falls. 

4) Improve the quality of available housing for residents of Niagara Falls. 

 

A conceptual model of the impact of these social determinants on population health was created and 

presented to the Task Group on June 5, 2014 (Exhibit 2).  The model was discussed across Task Group 

members and refined.  An additional social determinant, the limited /unhealthy built food environment 

in Niagara Falls, was added to the list of prioritized needs. 

The needs assessment process also revealed that there are a number of existing or past programs, 

services, and resources in the region that could address these social determinants.  A critical issue for the 

Task Group is to determine why, given these resources, the social determinants remain, and why 

residents of Niagara Falls continue to remain disconnected and unmotivated to improve their own health 

outcomes.  Discussion with the Task Group revealed three primary factors: 

1. Though there are a large number of social service programs in the city, many of these operate 

independently of one another and their existence is not widely circulated across the population.  

In some cases, these programs compete against one another rather than working cooperatively to 

serve the broader community.  

2. Key influencers in the community have been distrusting of the agencies and organizations, which 

has hindered the communication or promotion of these programs and services in select 

neighborhoods. 
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3. Many of the programs and services have not created empowerment or self-determination in the 

residents of Niagara Falls and have, without intending to do so, created a culture of reliance on 

social services.  Community leaders voiced their concern that citizens were more likely to rely on 

and even create additional need in order to live in the social services system. 

Exhibit 1. Organizations in the Task Group that Participated in the Strategic Planning Process  

Niagara County 

Health Faith-Based 

Community Health Center of Buffalo Community Missions of Niagara Frontier, Inc. 

Mount St. Mary’s Hospital Niagara Ministerial Council 

Niagara County Department of Health  

Niagara County Department of Mental Health 

Niagara County Office for the Aging 

Niagara Falls Memorial Medical Center 

Education Government/City 

Cornell Cooperative Extension of Niagara County City of Niagara Falls 

Niagara Falls School District Niagara Falls City Council 

Niagara University  

ReNU Niagara  

Service Agencies Other 

Family and Children’s Services of Niagara Field & Fork Network 

Food Bank of Western New York Mobile Safety-Net Team 

Niagara Falls Housing Authority Niagara Falls Task Group 

 

These factors were incorporated into the strategic plan recommendations, as a concentrated effort will be 

needed to ensure that the coordination and communication of services occurs through a collaborative 

effort across all stakeholders. 

Exhibit 2. Conceptual Model of the Causes for Poor Health in Niagara Falls 
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III.   Process and Methods for Strategic Plan Development  
 

Using the Conceptual Model (Exhibit 2) as a guide, AIR constructed a set of goals and objectives that 

reflected and responded to the contributing factors and prioritized needs.  The plan was then reviewed 

by a collective that included the Mayor’s Task Group and their Community Advisory Council (see 

Exhibit 1).  

 

To identify potential strategies and activities to accomplish objectives, AIR conducted extensive 

research on the strategies employed by other cities and towns to accomplish the same or similar 

objectives, and requested the collection of existing or recent programs and services in Niagara Falls 

from the Task Group and their Community Advisory Council that might be applied to the 

accomplishment of the goals and objectives.  These are both discussed in detail below. 

 

Creation of a Community Services Matrix 

 

It is clear that a rich number of resources and services exist in Niagara Falls, yet many of these services 

remain uncoordinated and uncommunicated across the population.  To best inventory these services, the 

Task Group attempted to collect and create a matrix identifying potential services organized by social 

determinant.  The goal of developing this matrix was to both inform the Task Group and other service 

providers of the breadth of resources and to better coordinate the communication of these services and 

resources across the community.   

 

Task Group organizers had difficulty getting a complete list of programs and services assembled or 

organizing them in matrix format.  This is due in part to the lack of direct relevance of several of these 

programs to the strategic plan; in other words, while there are clear community benefits to all of the 

services and programs listed, several could not be used as activities that could show direct correlation to 

the accomplishment of an objective. AIR staff created a table (Appendix A) that includes local services 

and programs that might apply directly or indirectly to the accomplishment of the goal. 

 

Research Identifying Effective Strategies in Other Communities 

 

AIR next began an extensive research effort to identify effective strategies employed in other 

communities that showed effectiveness in improving social determinants and or health outcomes.  In 

addition, AIR worked extensively with Dr. Judith Hibbard, creator of the Patient Engagement Measure, 

to explore and develop community-based approaches to increasing the activation of residents.  Strategic 

suggestions were included in the table of potential strategies (Appendix A) alongside local services and 

programs. 

 

Strategic Planning Session and Stakeholder Feedback 

 

The Task Group and their Community Advisory Council was reassembled for a strategic planning 

session on July 31, 2014. AIR staff reviewed the conceptual model outlining the relationship between 

social determinants, patient self-determination, health behaviors, and health outcomes (Exhibit 1), and 

then presented the goals and objectives of the strategic plan for discussion and stakeholder input.  

Wording changes were offered and deliberated.  The revised goals and objectives were then circulated to 
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the group for confirmation and additional feedback.  The following section provides the resulting goals 

and objectives of the plan. 

 

Strategies, Activities, and Timeline 

 

The strategic plan provided for the Mayor’s Task Group is designed to be a general frame for the 

direction of the Task Group. There is a newly formed 501(c)(3) organization that will  hold funding for 

the Task Group.  AIR acknowledges that a simple list of potential strategies or existing local programs is 

not sufficient to guide the implementation of the plan.  A detailed list of activities and a timeline of 

implementation are not included in this plan for one reason: 

1. Additional work is needed to coordinate existing local programs and services that 

are targeting the same needs so that they can be better attuned to directly address 

the goals and objectives of the plan.  While the local coordination of resources is 

not a direct goal or outcome of the plan, it is a critical input to the logic model 

(see Exhibit 3).   

 

Additional work by the Task Group and subsequent core organization is needed to identify the specific 

activities that the Task Group will implement and the timeline in which activities will be implemented.  

For more information, see the Action Plan for Implementation, Section V. 
 
 

Logic Model 
 

A logic model of the strategic plan was created to assist the community in conceptualizing the 

movement of activities, resources, and inputs toward the goals and objectives.  The logic model is 

shown in Exhibit 3. The goal of the logic model is to conceptualize the critical links between existing or 

needed resources and inputs to the output of activities in the community and their subsequent outcomes.   

 

Logic models are never static; it is our assumption that the logic model will be revisited and revised as 

needed, especially throughout the implementation of the strategic plan, as new resources and partners 

are established.   

 
 
Exhibit 3.  Logic Model for Niagara Falls Strategic Plan  

Resources Input Output Short Term 

Outcomes 

Long Term 

Outcomes 
 Existing local 

programs and 

services 

 Mayor’s Task 

Group to Create a 

healthier Niagara 

Falls 

 Concerned 

 Cooperative 

agreement/Co

venant across 

program and 

service 

providers in 

Niagara Falls 

to collaborate. 

 Coordination 

 Collaborative 

and 

coordinated 

activities to 

accomplish 

proven 

strategies, 

including: 

 Ordinance 

 Increased 

availability of 

multi-modal 

transportation to 

jobs, education 

opportunities, and 

health care 

services in and 

around Niagara 

 Reduced negative 

influence of social 

determinants on 

community health 

activation and 

behaviors 

 Increased ability of 

Niagara Falls residents 

to improve health 
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Resources Input Output Short Term 

Outcomes 

Long Term 

Outcomes 
stakeholders in 

key 

neighborhoods of 

Niagara Falls 

 Baseline measures 

of outcomes 

 External funding 

opportunities 

 HICCup The Way 

to Wellville 

of programs 

and services 

across the city. 

 Strategic 

guidance from 

communities 

with 

successful 

programs. 

 Clearly 

articulated and 

coordinated 

activities to: 

build trust 

across the 

community 

and 

engage 

stakeholders 

from key 

neighborhoods 

where social 

disparities are 

greatest  

change 

 Policy change 

 Procedure 

change 

 Infusion of 

additional 

resources 

 Involvement of 

partners 

 Implementation 

of promising 

strategies from 

other 

communities 

 Community 

measurement 

of patient 

activation 

and/or 

community 

health 

engagement 

 Coordinated 

activities to 

build activation 

across the 

population 

 Coordination 

of activities to 

build 

engagement 

across the 

population 

Falls 

 Increased quality, 

affordability, 

accessibility, and 

safety of housing 

 Increased number 

of Niagara Falls 

residents hired for 

local (in Niagara 

Falls) jobs. 

 Increased number 

of Niagara Falls 

residents who are 

able to access 

healthy and 

affordable fruits 

and vegetables, 

and meat 

 Increased 

availability of 

walkable 

neighborhoods in 

target areas in 

Niagara Falls. 

 Measured 

improvement in the 

activation and self-

determination of 

Niagara Falls residents 

toward their health and 

wellbeing.  

 Measured increase in 

the percentage of 

Niagara Falls Citizens 

who are adopting 

healthy behaviors.   

 Measured 

improvements in 

population health for 

Niagara Falls.  
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IV. The Strategic Plan 
 

The strategic plan was created for implementation over a five-year period with the assumption that each 

goal would be implemented progressively, allowing the addressing of social determinants to build 

momentum for the efforts to increase civic engagement and health activation among Niagara Falls 

residents for the purpose of specific changes in health behavior.  As such, the implementation of the 

strategic plan should be timed to enable effort toward each goal progressively. 

 

 

 

 

 

 
 

 
CREATING A HEALTHIER NIAGARA FALLS STRATEGIC PLAN 

 

Goal 1: Show measurable progress improving social determinants that keep 
Niagara Falls residents from actively pursuing health outcomes. 

Objective 1.1: Increase the availability of multi-modal transportation to jobs, 
education opportunities, and health care services in and around Niagara Falls by X%. 

Objective 1.2: Improve the quality, affordability, accessibility, and safety of housing 
for Niagara Falls residents. 

Objective 1.3:  Increase the number of local (in Niagara Falls), meaningful 
employment opportunities available to Niagara Falls residents by X%. 

Objective 1.4:  Increase the number of Niagara Falls residents who are prepared to 
fill local, meaningful job and career opportunities by X%. 

Objective 1.5: Increase the number of Niagara Falls residents who are able to 
access healthy and affordable fruits and vegetables, and meat by X%.  

Objective 1.6: Increase the availability of walkable neighborhoods in target areas in 
Niagara Falls. 

GOAL 1:  
Show measurable 
progress improving 
social determinants 
that keep Niagara 

Falls residents from 
actively pursuing 
health outcomes. 

 

GOAL 2:  
Increase the active 
involvement and 

civic engagement of 
Niagara Falls 

residents in the 
improvement of the 
community’s health 

and well-being. 
 

GOAL 4:  
Reduce the rates of 

teen pregnancy, 
obesity, and chronic 

disease among Niagara 
Falls residents. 

 

GOAL 3:  
Increase the 

adoption of health 
behaviors among 

Niagara Falls 
residents. 
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Goal 2: Increase the active involvement and civic engagement of Niagara Falls 
residents in the improvement of the community’s health and well-being. 

Objective 2.1: Increase Person Activation and Engagement Measure scores for X% 
of Niagara Falls residents. 

Objective 2.2: Increase the percentage of Niagara Falls residents who are aware of 
the range of programs and services available to them that address teen pregnancy, 
obesity and chronic diseases by X%. 

Objective 2.3:  Increase the number of Niagara Falls residents who participate in 
community-based health activities, programs, or services by X%. 

 
 
 

Goal 3: Increase the adoption of healthy behaviors among Niagara Falls 
residents by X%. 

Objective 3.1: Increase the percent of Niagara Falls youth under the age of 21 who 
seek sexual health services by X%. 

Objective 3.2: Increase the percent of Niagara Falls residents who regularly engage 
in physical activity by X%. 

Objective 3.3:  Increase the percent of Niagara Falls residents who utilize tobacco 
cessation services by X%. 

Objective 3.4: Increase the percent of Niagara Falls residents who monitor their 
blood pressure and/or blood glucose by X%. 

Objective 3.5: Increase the percent of Niagara Falls residents who utilize substance 
abuse services and behavioral intervention services by X%. 

Goal 4: Increase the health of Niagara Falls residents by X%. 

Objective 4.1: Reduce the rate of teen pregnancy among Niagara Falls youth by 
X%. 

Objective 4.2: Reduce the rate of obesity among Niagara Falls residents by X%. 
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Objective 4.3:  Reduce the rate of hypertension and related problems among 
Niagara Falls residents by X%. 

Objective 4.4: Reduce the rate of diabetes type 2 and related problems among 
Niagara Falls residents by X%. 

Objective 4.5: Reduce the rate of substance abuse among Niagara Falls residents 
by X%. 

Objective 4.6: Reduce the number of Niagara Falls residents with untreated mental 
illness, and behavioral health problems by X%. 
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V. Action Plan for Implementation 
 
 
A significant number of challenges exist for the Mayor’s Task Group in implementing the strategic plan.  

These include: 

 

 A sense of defeat that is now generations old across the city’s residents that has yielded a 

significant number of residents who have developed a culture of dependency on social services. 

 A disconnected and uncoordinated set of services and programs that have not traditionally shared 

their resources or outreach across the community. 

 A slow economic recovery that has not yet fully engaged the residents of the city. 

 A sense of distrust among the city’s residents in the organizations providing care and services 

and in the city’s government. 

 

Therefore, the following actions are recommended for the Mayor’s Task Group prior to and during 

implementation of the strategic plan: 

 

Prior to Implementation: 

 

1. Sign and publicize a community covenant among service providers and key 

stakeholders. It is critical that the Mayor’s Task Group actively demonstrate a sense of unity 

in purpose and approach to gain the trust of the city’s residents.  We recommend that the 

Task Group actively create and promote a covenant among the many health care and service 

providers that can visibly demonstrate to the city their collaboration and commitment.  A 

sample community covenant is provided in Appendix B. 

2. Identify specific activities for each objective of the plan.  The matrix in Appendix B 

identifies both local resources as well as potential strategies for each objective of the plan.  

However, the Task Group must now make specific decisions about the activities it will 

implement toward the accomplishment of the objectives.  The Task Group is best to create 

subcommittees for each goal area and/or objective to enable stakeholders with greatest 

interest to plan these activities.  This will also provide the Task Group with a clear sense of 

where it will need additional funding. 

3. Develop and implement a Communications Plan. Given the need to change culture and 

build a new momentum, the Mayor’s Task Group should focus on small, visible 

improvements that can be communicated across the city.  We recommend that the Task 

Group develop a Communications Plan that operates in tandem with this strategic plan. 

4. Establish baseline data using local information.  Baseline data is needed to determine an 

effective percentage of change for each of the objectives of the plan. The needs assessment 

was built from a comparison of Niagara County data to New York state data.  Therefore, 

Local (city) data is needed.  The Task Group should collect such data as quickly as possible, 

using these baselines to determine appropriate percentages for change within the five-year 

period. 

 

During Implementation: 

 

1. Utilize a timeline. The strategic plan is designed to yield progressive change.  Therefore, the 

Mayor’s Task Group should create a timeline that enables focus first on the social 
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determinants, then works to build engagement and activation, and then focuses on the 

improvements of the targeted health outcomes.  It is important that a sense of improvement in 

social determinants is seen and felt by the residents of the city before active work to engage 

and activate them in changing their health behaviors.  The strategies should be timed across 

the five-year period. 

2. Engage stakeholders throughout. Whenever possible, the Mayor’s Task Group must reach 

out to and engage citizens from a variety of neighborhoods to actively participate in the 

implementation of the strategies. 

3. Utilize opinion leaders.  The Mayor’s Task Group should not be discouraged at initial 

resistance from citizens or partners, as distrust is firmly established.  Instead, the Task Group 

should immediately identify key opinion leaders across the community who can assist in 

building trust and communicating the efforts of the plan. Collaboration with both youth and 

adult leaders will ensure that everyone’s input is heard. 

 



   

A-1 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Appendix A 
 

 



   

A-2 
 

Appendix A:  Table of potential strategies and existing programs 
 

 
Appendix A Table 1: Implementation Strategies 

Goal & Objectives Potential Strategies & Actions Existing Community Organizations Description of Existing Services 

and Collaborators 

Goal 1: Show measurable 

progress improving social 

determinants that keep 

Niagara Falls residents from 

actively pursuing health 

outcomes. 

   

 Objective 1.1: Increase the 

availability of multi-modal 

transportation to jobs, 

education opportunities, and 

health care services in and 

around Niagara Falls by X%. 

 Use of “Job Buses” 

 http://link.springer.com/art

icle/10.1023/A:102472422

4634  

 http://www.caledoninst.or

g/publications/pdf/590eng.

pdf 

 http://www.niagarathiswe

ek.com/news-

story/3296519-niagara-

job-bus-gets-200-000-to-

expand/  

 Overall Strategic Planning to 

increase transportation 

 http://civics.ca/docs/afftra

ns_consult_report.pdf 

 http://www.niagararegion.

ca/living/roads/projects/tra

nsportation-

strat/pdf/niagara-

VanGo,  Mount St. Mary’s Hospital  Provides transportation 

services for patients (from all 

over the western part of 

Niagara County) to get to the 

hospital campus and to off-

site services such as rehab 

and the Neighborhood Health 

Center.  

Aries Transportation Services, Inc.  Provides non-emergency 

medical transportation to 

medical facilities 

 

ONE Region Forward  One Region Forward is a 

collaborative effort to 

promote sustainable forms of 

development in Niagara 

County – specifically in 

transportation. The 

transportation team is 

developing ways to improve 

access to jobs, school, and 

recreation. 

http://link.springer.com/article/10.1023/A:1024724224634
http://link.springer.com/article/10.1023/A:1024724224634
http://link.springer.com/article/10.1023/A:1024724224634
http://www.caledoninst.org/publications/pdf/590eng.pdf
http://www.caledoninst.org/publications/pdf/590eng.pdf
http://www.caledoninst.org/publications/pdf/590eng.pdf
http://www.niagarathisweek.com/news-story/3296519-niagara-job-bus-gets-200-000-to-expand/
http://www.niagarathisweek.com/news-story/3296519-niagara-job-bus-gets-200-000-to-expand/
http://www.niagarathisweek.com/news-story/3296519-niagara-job-bus-gets-200-000-to-expand/
http://www.niagarathisweek.com/news-story/3296519-niagara-job-bus-gets-200-000-to-expand/
http://www.niagarathisweek.com/news-story/3296519-niagara-job-bus-gets-200-000-to-expand/
http://civics.ca/docs/afftrans_consult_report.pdf
http://civics.ca/docs/afftrans_consult_report.pdf
http://www.niagararegion.ca/living/roads/projects/transportation-strat/pdf/niagara-transportation-strategy-final.pdf
http://www.niagararegion.ca/living/roads/projects/transportation-strat/pdf/niagara-transportation-strategy-final.pdf
http://www.niagararegion.ca/living/roads/projects/transportation-strat/pdf/niagara-transportation-strategy-final.pdf
http://www.niagararegion.ca/living/roads/projects/transportation-strat/pdf/niagara-transportation-strategy-final.pdf
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Goal & Objectives Potential Strategies & Actions Existing Community Organizations Description of Existing Services 

and Collaborators 

transportation-strategy-

final.pdf 

  

Objective 1.2: Improve the 

quality, affordability, 

accessibility, and safety of 

housing for Niagara Falls 

residents. 

 Participation in the Healthy 

Homes Initiative by applying 

for a grant which would focus 

on home hazard assessment 

and intervention methods 

(Example: 

http://portal.hud.gov/hudporta

l/HUD?src=/program_offices/

healthy_homes/hhi)).  

 Canada’s Vibrant 

Communities Project.  

Niagara Falls (Canada) 

participates 

http://tamarackcommunity.c
a/downloads/vc/Local_Heroe
s_Snapshot.pdf 

 Reapply for HOPE VI 

funding 

Niagara Falls Housing Authority  HOPE VI – a $20 million 

revitalization grant (2006) 

that will provide new housing 

units  

 Unity Park Redevelopment 

Initiative – modern housing 

units 

 

Niagara Falls Memorial Medical Campus  Niagara Wellness Connection 

Center – Housing Advocacy – 

this grant supports low-

income adults with behavioral 

and physical health 

conditions secure safe 

housing 

 

Isaiah 61 Project  Serves material and 

vocational needs of Niagara 

Falls residents through 

housing rehabilitation 

projects. 

 

NYSERDA  NYSERDA offers a range of 

programs to help residents 

and businesses become more 

energy efficient. 

 

http://www.niagararegion.ca/living/roads/projects/transportation-strat/pdf/niagara-transportation-strategy-final.pdf
http://www.niagararegion.ca/living/roads/projects/transportation-strat/pdf/niagara-transportation-strategy-final.pdf
http://portal.hud.gov/hudportal/HUD?src=/program_offices/healthy_homes/hhi)
http://portal.hud.gov/hudportal/HUD?src=/program_offices/healthy_homes/hhi)
http://portal.hud.gov/hudportal/HUD?src=/program_offices/healthy_homes/hhi)
http://tamarackcommunity.ca/downloads/vc/Local_Heroes_Snapshot.pdf
http://tamarackcommunity.ca/downloads/vc/Local_Heroes_Snapshot.pdf
http://tamarackcommunity.ca/downloads/vc/Local_Heroes_Snapshot.pdf
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Goal & Objectives Potential Strategies & Actions Existing Community Organizations Description of Existing Services 

and Collaborators 

NIACAP (Niagara Community Action 

Program Inc.) 
 A neighborhood program that 

provides housing inspections, 

rehabilitation and 

improvements, grants and 

loans to eligible persons. 

 

Center City  A neighborhood development 

corporation that provides safe 

and affordable housing 

opportunities for low income 

persons within center city, 

Niagara Falls. 

 

Housing Vision  Housing Visions in 

partnership with the YWCA 

of Niagara will be building 42 

affordable housing units that 

will begin in the Fall, 2014. 

The YWCA will also be 

providing self-sufficiency 

programs to the residents of 

the Walnut Street Homes. 

 

 

YWCA of Niagara  Carolyn’s House – a program 

of the YWCA that provided 

19 apartments to homeless 

women and children. This 

transitional housing facility 

provides self-sufficiency 

programs to the residents as 

they navigate finding 

permanent housing. 

Objective 1.3: Increase the 

number of local (in Niagara 

Falls) meaningful 

 Develop local hiring reform 

to secure a community hiring 

agreement that would require 

Niagara Falls Housing Authority  HOPE VI – revitalization 

project that will bring new 

construction jobs 
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employment opportunities 

available to Niagara Falls 

residents by X%. 

some organizations to hire 

locally for permanent jobs. 

(Example: Brightline Defense 

Project, San Francisco: 

http://www.brightlinedefense.

org/campaign.cfm?c=4) and 

other examples are 

highlighted here: 

http://www.forworkingfamili

es.org/sites/pwf/files/publicati

ons/0708-

MakingDevelopmentWorkFo

rLocalResidents.pdf. ) 

 Public subsidies 

 Focus on business retention 

 

Cornell Cooperative Extension  New/Beginner Farmer 

Program – regional initiative 

to recruit new farmers to the 

Niagara region 

 

Buffalo Niagara Workforce Development 

Board 
 The board organizes to 

expand private sector jobs 

and investments in the 

Buffalo Niagara region 

. 

City of Niagara Falls: Office of Economic 

Development 
 The Office of Economic 

Development helps to market 

the city of Niagara Falls to 

targeted companies and seeks 

to assist established 

companies to retain local jobs 

and encourage job creation. 

 

Niagara USA  The Niagara Tourism and 

Convention Corporation aims 

to expand the Niagara USA 

communities and promote 

economic growth by 

generating individual and 

group visitation. Niagara 

USA is a major driver in 

tourism growth. 

http://www.brightlinedefense.org/campaign.cfm?c=4
http://www.brightlinedefense.org/campaign.cfm?c=4
http://www.forworkingfamilies.org/sites/pwf/files/publications/0708-MakingDevelopmentWorkForLocalResidents.pdf
http://www.forworkingfamilies.org/sites/pwf/files/publications/0708-MakingDevelopmentWorkForLocalResidents.pdf
http://www.forworkingfamilies.org/sites/pwf/files/publications/0708-MakingDevelopmentWorkForLocalResidents.pdf
http://www.forworkingfamilies.org/sites/pwf/files/publications/0708-MakingDevelopmentWorkForLocalResidents.pdf
http://www.forworkingfamilies.org/sites/pwf/files/publications/0708-MakingDevelopmentWorkForLocalResidents.pdf
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Objective 1.4: Increase the 

number of Niagara Falls 

residents who are prepared to 

fill local, meaningful job and 

career opportunities by X%. 

 Set up referral programs and 

service sites within 

community service 

organizations. 

 Design a program to increase 

knowledge, skills, and 

confidence for getting a 

keeping a job and provides 

empowerment 

 Work with community 

organizations to provide a 

vocational program that 

would empower individuals 

dealing with homelessness or 

mental illness develop skills 

and motivation to obtain and 

sustain full-time work 

(Example: 

http://www.acenewyork.org/h

elping-the-

homeless/homeless-

services/project-comeback/).  

 Develop a “job bus” initiative 

that would transport 

individuals to jobs and 

interviews, but would also be 

a collaboration with 

community organizations that 

would help provide job 

training skills for those 

transitioning into 

Niagara Falls Housing Authority  Doris W. Jones Family 

Resource Building and 

Packard Court Community 

Center –  

  “Livin’ Large” and “I Can 

Read” Tutorial Programs – 

designed to increase reading 

and comprehension skills of 

children and youth and 

improve standardized test 

scores 

 Doris W. Jones Summer 

Enrichment Program – 

provides educational, social, 

cultural and recreational 

components geared to a 

child’s level of learning 

 Self-Esteem Building 

Workshops/Career 

Counseling/ College Prep – 

builds self-esteem and 

prepares individuals for job 

readiness 

 Dolly’s Imagination Library – 

improves literacy by 

providing families access to 

books 

 Male Summit 

 Scholarships 

 Teambuilding Staff Advances  

 

http://www.acenewyork.org/helping-the-homeless/homeless-services/project-comeback/
http://www.acenewyork.org/helping-the-homeless/homeless-services/project-comeback/
http://www.acenewyork.org/helping-the-homeless/homeless-services/project-comeback/
http://www.acenewyork.org/helping-the-homeless/homeless-services/project-comeback/
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employment (Example: 

Niagara’s Job Bus initiative 

in Canada 

http://www.caledoninst.org/p

ublications/pdf/590eng.pdf).  

WORKSOURCEONE  WORKSOURCEONE’s 

Workforce Development 

Group organizes job fairs and 

expos, recruitment assistance, 

and provides other job 

training services at no charge. 

 

Global Tourism Institute (pending)  Niagara University plans to 

establish a tourism institute as 

a learning space for students 

and where tourism 

innovations are developed for 

Niagara Falls. 

 

Niagara Construction Association  The Niagara Construction 

Association partners with the 

schools to introduce students 

to trades where they 

participate in demonstrations 

and encourage youth to 

become skilled at this trade. 

http://www.caledoninst.org/publications/pdf/590eng.pdf
http://www.caledoninst.org/publications/pdf/590eng.pdf


   

A-8 
 

Goal & Objectives Potential Strategies & Actions Existing Community Organizations Description of Existing Services 
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Niagara County Office for the Aging  Promotes part-time 

community service 

assignments and job training 

opportunities for seniors with 

low incomes 

WNY Women’s Foundation (Partnered 

with Niagara County Community College) 
 MOMs: From Education to 

Employment Initiative – 

improve retention, 

graduation, and employment 

rates 

 Career Coaching and 

Achievement Coaching 

 

Mount St. Mary’s Hospital  The Pathways to Careers 

Program – collaborative 

effort with Niagara Catholic 

High School and Niagara 

University which provides 

internships in health 

professions. It also features a 

job fair 

 

Niagara Falls School District  Educates students, parents, 

and staff by sharing 

information while also 

disseminates information 
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and Collaborators 

The John R. Oishei Foundation  The Foundation supports 

programs and initiatives that 

fall under several goals and 

objectives: strengthening the 

education curriculum, 

enhancing options for self-

sufficiency, building livable, 

stable neighborhoods, 

promoting health and 

improving systems, and 

expanding the role of arts, 

culture and heritage in 

regional development 

 

Family & Children’s Services of Niagara  Passage domestic violence 

services; The CRIB Maternity 

Group Home, Youth 

Transitional Services and 

Healthy Families Niagara 

o Each of these 

programs assist 

clients in educational 

preparation and job 

readiness for self-

sufficiency in high 

risk populations 

 

Objective 1.5: Increase the 

number of Niagara Falls 

residents who are able to 

access healthy and affordable 

fruits and vegetables, and 

meat by X%.  

 Collaborative promotion of 

Farmer’s markets in the area 

 Collaboration of existing 

local programs and services 

 Coordinate federal assistance 

Niagara Falls Housing Authority  Kid’s Café – provides 

nutritionally adequate meals 

to children who are at risk of 

hunger 

 Thanksgiving Feast 
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programs and incentive 

efforts in key communities to 

increase access and 

affordability of fresh fruits 

and vegetables. 

Cornell Cooperative Extension  Feed a Mind, Feed a 

Community – reduce the high 

rate of food insecurity by 

improving access to 

affordable healthy foods to 

low-income residents 

 Expanded Food and Nutrition 

Education Program (EFNEP) 

– assists with improvement of 

family diet and nutritional 

well-being 

 Farm to School – provides 

technical assistance to school 

districts to procure local 

foods for their cafeterias 

 

Field & Fork Network  Double Up Food Bucks 

program – this SNAP 

initiative program provides 

greater accessibility and 

affordability of fresh fruits 

and vegetables to low-income 

families and individuals who 

receive SNAP benefits. The 

program provides a match up 

to $20 per market visit per 

day per EBT card – that is a 

dollar for dollar match against 

SNAP usage at participating 

famers markets. The incentive 

can be used to purchase fresh 

fruits and vegetables. The 

program will be expanding 

into high need areas and 

farmers markets throughout 

the region in 2015 and 
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beyond. With over 70% of the 

population receiving SNAP 

benefits, Niagara Falls is a 

high need target for program 

expansion. 

 

Food Bank of WNY  The Food Bank of WNY 

provides Baby Needs 

programs, a Backpack 

program, Banking on 

Wellness programs, Kids in 

the Kitchen programs, Garden 

projects, Food Express food 

delivery services for 

organizations that provide 

food to people in need, and 

other educational programs. 

Niagara University  Healthy Foods, Healthy 

People of Niagara Falls – 

coalition to improve the 

health of residents by 

strengthening the local food 

system 
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and Collaborators 

Niagara Falls City Market  The Niagara Falls farmers 

markets offer local, fresh 

fruits, vegetables and meat. 

 Objective 1.6: Increase the 

availability of walkable 

neighborhoods in target areas 

in Niagara Falls. 

Planetizen has a Walkable Cities 

blog that documents measures 

and strategies. 

http://www.planetizen.com/node/

47154 

 

Tim Haahs Newsletter on best 

practices and strategies for 

walkable cities: 

http://www.timhaahs.com/wp-

content/uploads/2014/03/TimHaa

hs_Newsletter_Volume_12.pdf  

 

Evidence to support urban 

planning for walkability: 

http://www.walkscore.com/profes

sional/walkability-research.php  

Cornell Cooperative Extension of Niagara 

County 

 

 Creating Healthy Places to 

Live, Work, and Play: An 

initiative funded by the NYS 

Department of Health 

designed to promote healthy 

lifestyles and prevent obesity 

and type 2 diabetes and 

having a primary geographic 

focus on Niagara Falls 

Niagara University   Greenprint Niagara 

capitalizes on the vacant lots 

in Niagara Falls by creating 

community gardens where 

citizens can plant vegetables 

and flowers. 

 

   

 

 

 

 

 

 

 

 

http://www.planetizen.com/node/47154
http://www.planetizen.com/node/47154
http://www.timhaahs.com/wp-content/uploads/2014/03/TimHaahs_Newsletter_Volume_12.pdf
http://www.timhaahs.com/wp-content/uploads/2014/03/TimHaahs_Newsletter_Volume_12.pdf
http://www.timhaahs.com/wp-content/uploads/2014/03/TimHaahs_Newsletter_Volume_12.pdf
http://www.walkscore.com/professional/walkability-research.php
http://www.walkscore.com/professional/walkability-research.php
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Goal 2:  Increase the active 

involvement and civic 

engagement of Niagara Falls 

residents in the improvement 

of the community’s health and 

well-being.  

   

 Objective 2.1:  Increase 

Person Activation and 

Engagement Measure scores 

for X% of Niagara Falls 

residents. 

See Appendix C Niagara Falls Housing Authority  Weed and Seed – 

incorporates community-

based initiatives by wedding 

out criminals and bringing 

prevention and neighborhood 

revitalization to the area 

 Miss Rainbow Niagara 

Pageant – provides 

empowerment to young 

people and participants also 

engage in community service 

projects 

 Male Summit – addresses 

education, empowerment, and 

employment 

 

Cornell Cooperative  4-H Youth Development 

Program 

 

Niagara Ministerial Council  The Council has many health 

and awareness initiatives. 
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Objective 2.2:  Increase the 

percentage of Niagara Falls 

residents who are aware of 

the range of programs and 

services available to them 

that address teen pregnancy, 

obesity and chronic disease 

by X%. 

 Develop a web-based tool 

that enables people to find 

their local community 

organizations and connect 

with them for support 

(Example: 

http://www.useyourcommunit

y.com).  

Niagara Falls Housing Authority  “Niagara Carrier” newsletter 

– keeps residents informed on 

upcoming events and 

employment opportunities 

 

 

NY Connects  NY Connects provides access 

to free information and 

assistance on long term 

services and support. 

 

211  211 is a free phone service 

that connects Niagara 

residents to information and 

services (e.g. health services, 

financial assistance, housing, 

food assistance, etc.) 

Family & Children’s Services of Niagara  The Niagara Family Center 

on Main Street – a 

collaboration of non-profit 

agencies 

 

Niagara County Department of Health 

(NCDOH) 
 Nursing Division – in 

partnership with Niagara 

County Office for the Aging, 

provides free workshops in all 

Niagara County communities 

to help individuals manage 

chronic diseases. 

 NCDOH website includes 

information and contact 

phone numbers to register for 

workshops. 

Niagara University  Help Me Grow – network of 

free resources that connects 

families to community 

http://www.useyourcommunity.com/
http://www.useyourcommunity.com/
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resources and child 

development information 

Objective 2.3:  Increase the 

number of Niagara Falls 

residents who participate in 

community-based health 

activities, programs, or 

services by X%. 

 Coordination amongst 

community organizations that 

include but is not limited to 

improved communication 

between organizations. This 

also could involve 

capitalizing on opportunities 

to collaborate and participate 

in community-wide events. 

Organizations must commit 

to available resources and 

work on building upon 

existing resources. 

Niagara Falls Housing Authority  The Good for the 

Neighborhood Program – 

provides access to health 

information and experts 

 Family Fun Night – provides 

family activities 

 

Cornell Cooperative Extension  Eat Smart New York (ESNY) 

– free nutrition education 

program to individuals who 

qualify for and/or receive 

benefits through the 

Supplemental Nutrition 

Assistance Program (SNAP). 

 

Niagara County Department of Health 

(NCDOH) 
 Chronic Disease Self-

Management Program 

(CDSMP) workshops 

 Diabetes Self-Management 

Program (DSMP) workshops 

 Diabetes Prevention Program 

(DPP) workshops (Note: 

Nursing Division staff will 

visit any Niagara County 

community to provide these 

free workshops to individuals 

and/or caregivers to enhance 

their skills and ability to 

manage their health and 

maintain an active and 

fulfilling lifestyle. 
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Niagara University  Creating a Healthier Niagara 

Falls: empowerment approach 

to engage residents in 

community improvement 

projects 

   

Goal 3: Increase the health of 

Niagara Falls residents by 

25%. 

   

 Objective 3.1: Increase the 

percent of Niagara Falls 

youth under the age of 21 

who seek sexual health 

services by X%. 

 Collaborate with Planned 

Parenthood of Central and 

Western New York and local 

schools to develop an 

evidence-based teen 

pregnancy prevention 

program. The Department of 

Health & Human Services 

Office of Adolescent Health 

database provides program 

models that fit your target 

population: 

http://www.hhs.gov/ash/oah/o

ah-

initiatives/teen_pregnancy/db/

tpp-searchable.html. (See 

objective 4.1). 

Planned Parenthood of Central and 

Western New York 
 Niagara Youth Rising 

Community Council 

 PPCWNY Niagara County 

Advisory Council 

 Women’s Equality Coalition 

WNY Regional Council 

 SNAPCAP (Safety Net 

Association of Primary Care 

Affiliated Providers of WNY) 

– coalition that determines 

and responds to basic health 

care needs in Niagara Falls 

 FAN (Fellows Action 

Network) – seeks to improve 

the quality of life in Western 

and Central New York  

 Planned Parenthood of 

Central and Western New 

York PROS (Peers Reaching 

Out) 

 Planned Parenthood of 

Central and Western New 

York’s Connection After-

school site 

 Volunteer neighborhood 

http://www.hhs.gov/ash/oah/oah-initiatives/teen_pregnancy/db/tpp-searchable.html
http://www.hhs.gov/ash/oah/oah-initiatives/teen_pregnancy/db/tpp-searchable.html
http://www.hhs.gov/ash/oah/oah-initiatives/teen_pregnancy/db/tpp-searchable.html
http://www.hhs.gov/ash/oah/oah-initiatives/teen_pregnancy/db/tpp-searchable.html
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canvassing  

 Niagara County health center 

tours 

 Mobile Outreach Unit – 

health center on wheels 

 

Niagara County Department of Health  Sexually Transmitted Disease 

(STD)/HIV Clinic. The walk-

in clinic is on Mondays and 

Wednesdays at the Trott 

Access Center. 

 

Family & Children’s Service of Niagara  Youth Services Programs 

teach healthy relationships, 

personal responsibility and 

provide access/referrals to 

sexual health services 

o Residential services – 

Casey House Youth 

Shelter ages 12-17; 

The CRIB Maternity 
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Group Home ages 

16-21 

 Transitional Youth Services – 

community outreach program 

for youth ages 16-21 

 Healthy Families Niagara – 

home visitation services for 

pregnant and parenting 

women (pre-natal to children 

up to 5 years) 

Objective 3.2:  Increase the 

percent of Niagara Falls 

residents who regularly 

engage in physical activity by 

X%. 

 Initiate neighborhood walking 

events and sustain efforts 

with on-going walking groups 

 

Mount St. Mary’s Hospital  Community Health Needs 

Assessment – priorities for 

implementation strategies 

include prevention and 

treatment of obesity (also 

includes expanded services at 

Neighborhood Health Center 

and Heart, Love & Soul 

Pantry) 

 The CHEERS Program – pro-

active program to address 

childhood obesity designed 

with busy families in mind 

Objective 3.3:  Increase the 

percent of Niagara Falls 

residents who utilize tobacco 

cessation services by X%. 

 Coordinated 

communication of 

existing tobacco cessation 

programs and National 

Quitline 

  

Objective 3.4:  Increase the 

percent of Niagara Falls 

residents who monitor their 

blood pressure and/or blood 

glucose by X%. 

 Initiate a “Neighbors 

Who Care” program 

where neighbors ask each 

other about their blood 

pressure and blood 

glucose numbers – “How 

are your numbers doing?” 

Mount St. Mary’s Hospital  Community Health Needs 

Assessment – priorities for 

implementation strategies 

include prevention and 

treatment of diabetes 

 Support of Niagara County 

Diabetes Coalition  
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Cornell Cooperative Extension  Creating Healthy Places to 

Live, Work and Play (CHP) – 

promotes healthy lifestyles 

and prevents obesity and type 

2 diabetes by improving 

health and physical activity 

status 

 

Niagara County Department of Health  Health Assessment Clinics 

held at Niagara County senior 

lunch sites (health education, 

blood pressure and blood 

glucose testing provided.) 

 Member of the Niagara 

County Diabetes Coalition 

Objective 3.5:  Increase the 

percent of Niagara Falls 

residents who utilize 

substance abuse services and 

behavioral intervention 

services by X%. 

 Coordinated communication 

of existing assessment and 

treatment services in area. 

 Clinician brief interventions 

on substance use and abuse. 

Niagara Falls Memorial Medical Campus  Project Runway – increases 

community awareness of 

issues around substance abuse 

by girls and young women 

and to train healthcare 

professionals 

Goal 4: Increase the health of 

Niagara Falls residents by 25% 
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 Objective 4.1: Reduce the 

rate of teen pregnancy among 

Niagara Falls youth by X%. 

 Improve access to prevention 

methods and family planning 

services for teens. Improved 

access also includes improved 

transportation methods. 

 Collaborate with Planned 

Parenthood of Central and 

Western New York and local 

schools to develop an 

evidence-based teen 

pregnancy prevention 

program. The Department of 

Health & Human Services 

Office of Adolescent Health 

database provides program 

models that fit your target 

population: 

http://www.hhs.gov/ash/oah/o

ah-

initiatives/teen_pregnancy/db/

tpp-searchable.html.  

Planned Parenthood of Central and 

Western New York 
 Niagara Youth Rising 

Community Council – a 

community council whose 

purposes include adolescent 

pregnancy prevention and 

linking youth to sexual health 

services  

 Planned Parenthood of 

Central and Western New 

York PROS (Peers Reaching 

Out) – Niagara Falls resident 

youth hired to conduct peer 

engagement activities around 

sexual and reproductive 

health 

 Planned Parenthood of 

Central and Western New 

York’s Connection After-

school site – a youth drop-in 

center that provides a space 

space, sex education 

programs, and other youth-

driven activities 

 

 

http://www.hhs.gov/ash/oah/oah-initiatives/teen_pregnancy/db/tpp-searchable.html
http://www.hhs.gov/ash/oah/oah-initiatives/teen_pregnancy/db/tpp-searchable.html
http://www.hhs.gov/ash/oah/oah-initiatives/teen_pregnancy/db/tpp-searchable.html
http://www.hhs.gov/ash/oah/oah-initiatives/teen_pregnancy/db/tpp-searchable.html
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Family & Children’s Service of Niagara  Youth Services Programs 

teach healthy relationships, 

personal responsibility and 

provide access/referrals to 

sexual health services 

o Residential services – 

Casey House Youth 

Shelter ages 12-17; 

The CRIB Maternity 

Group Home ages 

16-21 

 Transitional Youth Services – 

community outreach program 

for youth ages 16-21 

 Healthy Families Niagara – 

home visitation services for 

pregnant and parenting 

women (pre-natal to children 

up to 5 years) 

Objective 4.2: Reduce the 

rate of obesity among 

Niagara Falls residents by 

X%. 

 Increase the availability (by 

working with local farmer’s 

markets, schools, recreational 

facilities, and other public 

spaces) of healthy food and 

beverages 

 Increase the availability of 

grocery stores in underserved, 

lower-income areas. This may 

increase access to healthy 

foods in these areas. 

 Provide incentives to food 

retailers to offer healthy foods 

Mount St. Mary’s Hospital  CHEERs program – a 

program that addresses 

childhood obesity through 

their parents and schools 

 

Cornell Cooperative Extension of Niagara 

County 
 Creating Healthy Places to 

Live, Work and Play – an 

initiative funded by the NYS 

Department of Health to 

promote healthy lifestyles and 

prevent obesity and type 2 

diabetes with a primary focus 

on Niagara Falls 
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and beverages. Incentives 

could include tax benefits, 

discounts, or non-financial 

incentives such as providing 

maintenance of sales of 

healthier items. 

Niagara Falls Memorial Medical Campus  Health Home – serves 

individuals who qualify for 

Medicaid and have two 

chronic health conditions, 

such as obesity or cardiac 

disease. Care coordinators 

link patients to care and 

social services 

Objective 4.3: Reduce the 

rate of hypertension and 

related problems among 

Niagara Falls residents by 

X%. 

 Provide regular blood-

pressure screenings at 

community events, health 

fairs. 

Niagara Falls Housing Authority  The Good for the 

Neighborhood Program  - 

assists individuals and 

families make better 

healthcare choices and 

includes healthcare 

screenings 

Objective 4.4: Reduce the 

rate of diabetes type 2 and 

related problems among 

Niagara Falls residents by 

X%. 

 Similar strategies for 

reducing the rates of obesity 

would also apply here. 

Increase the availability (by 

working with local farmer’s 

markets, schools, recreational 

facilities, and other public 

spaces) of healthy food and 

beverages. Increase the 

availability of grocery stores 

in underserved, lower-income 

areas. Provide incentives to 

food retailers to offer healthy 

foods and beverages. 

Incentives could include tax 

benefits, discounts, or non-

financial incentives such as 

providing maintenance of 

sales of healthier items. 

Cornell Cooperative Extension of Niagara 

County 
 Creating Healthy Places to 

Live, Work and Play – an 

initiative funded by the NYS 

Department of Health to 

promote healthy lifestyles and 

prevent obesity and type 2 

diabetes with a primary focus 

on Niagara Falls 

 

Niagara Falls Housing Authority  The Good for the 

Neighborhood Program – 

provides access to health 

information and helps 

individuals and families make 

better healthcare choices 

through healthcare screenings 

for blood pressure, 

cholesterol and diabetes. 
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 Collaborate with urban 

planning committees to 

improve access to sidewalks, 

parks, and create a walking-

friendly city that promotes 

physical activity and healthy 

living. 

 Management of diabetes in 

the clinical setting with your 

healthcare provider and/or 

case manager for patients at 

risk of poor coordination with 

services. 

Mount St. Mary’s Hospital  Support of Niagara County 

Diabetes Coalition – a 

coalition of 4 hospitals in 

Niagara County and the 

Department of Health that 

works on projects concerning 

diabetes 

 

Niagara Falls Memorial Medical Campus  Health Home – serves 

individuals who qualify for 

Medicaid and have two 

chronic health conditions, 

such as obesity or cardiac 

disease. Care coordinators 

link patients to care and 

social services 

 

Niagara County Department of Health 

(NCDOH) 
 Diabetes Self-Management 

Program (DSMP) and 

Diabetes Prevention Program 

(DPP) workshops 

 Objective 4.5: Reduce the 

rate of substance abuse 

among Niagara Falls 

residents by X%. 

 Prevention education in 

schools, beginning in 

elementary school with 

students, parents, and their 

teachers. With middle school 

students, use a life skills-

based approach through a 

diverse curriculum of 

discussions, brain-storming 

and coaching. 

 Work with schools and local 

law enforcement, and retailers 

to reduce access to 

Mount St. Mary’s Hospital  Heart, Love & Soul Food 

Pantry – assistance is 

provided for clients with 

mental health, alcohol and 

substance abuse issues. 

 

Niagara Falls Memorial Medical Campus  Project Runway – aims to 

increase community 

awareness of the issues 

surrounding substance use 

and abuse by girls and young 

women 

 



   

A-24 
 

Goal & Objectives Potential Strategies & Actions Existing Community Organizations Description of Existing Services 

and Collaborators 

substances.  Niagara County Department of Mental 

Health, Alcohol and Drug Abuse 
 Coordination with chemical 

dependency providers 

 Objective 4.6: Reduce the 

number of Niagara Falls 

residents with untreated 

mental illness, and behavioral 

health problems by X%. 

 Improved care coordination 

amongst educators, health 

care providers, and social 

services. This could also 

include primary care 

screenings for risks for 

substance abuse and 

depression. 

 Community empowerment 

and improved social support 

systems for patients and 

community members. This 

could include: workplace 

stress reduction practices, 

psycho-social educational 

support for high-risk 

individuals; opportunities for 

meaningful work and 

engagement activities in the 

community. 

Niagara Falls Memorial Medical Campus  Get Well/Stay Well – 

provides seniors with mental 

health counseling 

 Short Stay Intensive Case 

Management Program – this 

behavioral health program 

works to reduce length of stay 

of inpatient behavioral health 

patients and decrease 

readmission rates for 

inpatients 

 ED Care Coordination 

Program – social workers 

connect mental health 

patients to social services in 

the community and help to 

avoid hospitalizations. 

 

Niagara County Department of Mental 

Health Services 
 24/7 crisis services – provides 

intervention/assessment and 

referral as well as the Adult 

Mental Health outpatient 

clinic in Niagara Falls. 

Referral and linkages to 

services are provided for both 

adults and children through 

the single point of Access 

(SPOA). 
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Goal & Objectives Potential Strategies & Actions Existing Community Organizations Description of Existing Services 

and Collaborators 

The Tower Foundation  Grants that support 

organizations and 

collaboration in areas such as: 

mental health, substance 

abuse, intellectual disabilities 

and learning disabilities 

 

Family & Children’s Service of Niagara  Participants in Health Home 

Partners of Western New 

York – Care Managers 

connect mental health 

patients to social services in 

the community and help to 

avoid hospitalizations 
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Appendix B: Sample Covenant 

 
We, the health care and social service providers, along with our community partners, share an 

understanding of the need for a unified approach to assisting the residents of Niagara Falls in creating a 

healthier living and working environment.   

 We pledge to work collaboratively and collectively to enable the residents of Niagara Falls to 

find and utilize the broad range of services that we collectively provide by coordinating our 

efforts and sharing information freely so that all residents have awareness and knowledge of the 

full range of opportunities available to their health and the health of their neighbors and friends. 

 We pledge to provide services in such a way that residents of Niagara Falls are empowered to 

take responsibility and actively participate in the health of the city, their neighborhoods, families, 

and themselves. We pledge to seek ways of interaction with our patients and clients that enables 

them to actively collaborate in their own self-improvement. 

 We pledge to work collectively to increase the engagement of residents in the planning, 

provision, and assessment of services, creating services that centered on the best interests of the 

community as a whole. 

 We pledge to work collaboratively on strategies that focus on building capacity and a sense of 

competence at the individual level, the organizational level and the community level. 

 We pledge to build on our individual and collective strengths as a community so that our efforts 

are built on a sense of mutual appreciation and not competition. 

 We pledge to strengthen linkages across our services and community efforts, and to promote 

public trust in our collective organizations. 

 

Signatures  
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Appendix C: How to Use the PAM to Increase Activation and 
to Improve Health Outcomes 

 
Judith Hibbard, DrPH 

 

Health centers and clinics can use the Patient Activation Measure in a number of ways to improve engagement, 

outcomes, and to use their resources more efficiently.  Tailored coaching, differentiated care pathways, population 

management segmentation strategies, and evaluations are discussed below. 

 

 

1. Tailored Coaching 

 
Health care providers are using the PAM to tailor how they communicate, educate, and support 

patients.   Many clinicians consider the PAM an additional vital sign that provides essential 

information for working effectively with the patient.  Measuring patients’ activation levels gives 

clinicians and coaches a number of advantages in supporting patients.  The PAM provides an 

assessment to help clinicians identify where a patient is on a continuum of activation and enables 

them to meet the patient where they are.  The score provides guidance on the type and amount of 

support that is likely to be helpful to the patient.  This approach to using the PAM in clinical 

practice is commonly known as tailored coaching.   

 

Why Tailor?  There is ample evidence that simply telling patients what they should be doing 

doesn’t work.  As we move away from this dominant model in health care, there is also a 

recognition that patients are different in terms of their interest, motivations, and capabilities to 

effective self-manage. Being able to easily assess these differences, means that clinicians can use 

this information to be more targeted in their efforts. 

 

Here is an example of how tailored coaching might work.   When a clinician is seeing is a patient 

with a low PAM score, she may decide that, even though the patient’s health would benefit if he 

made multiple changes in his behavior, starting with one small change will be best.  The clinician 

does not want to over-whelm the patient or discourage him by suggesting too much change.   

Instead together they focus on the one issue most important to the patient, and then the clinician 

breaks that behavioral goal down into smaller manageable steps.  The clinician checks back in 

with the patient to see how they are doing with the small step behavioral goal and together with 

the patient, works out the next small step.  The clinician helps the patient problem solve to 

overcome barriers to completing the small step and applauds the patient’s success.  At the same 

time, when the clinician has a patient with a high PAM score, her efforts may focus on helping 

the patient plan for 

situations that may throw 

them off course, like 

business travel or an 

upcoming stressful event.  

 

Figure 1 provides some 

examples as to how 

clinicians might tailor 

their approaches to 

patients at different levels 

of activation.   

 

Figure 1.  Tailoring 

Four levels of Patient Activation 

 Level 1 - patients tend to be passive and feel 
overwhelmed with managing their own health. 

 Level 2 - patients may lack knowledge and confidence for 
managing their health.  

 Level 3 - patients appear to be beginning to take action 
but may still lack confidence and skill to support their 
behaviors. 

 Level 4 - people have adopted many of the behaviors to 
support their health but may not be able to maintain 
them in the face of life stressors 
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support to activation levels 

 

 

Level 1 

 

 

Focus on building self-awareness and understanding their own 

behavior patterns, and begin to build confidence by experiencing 

small successes. 

 

Level 2 

 

Work with patients continue small steps that are “pre-behaviors,” 

such as adding a new fruit or vegetable each week to their diet; 

reducing portion sizes at two meals daily; and begin to build 

basic knowledge. 

 

Level 3 

 

Work with patients to adopt new behaviors and to ensure some 

level of condition-specific knowledge and skills.  Supporting the 

initiation of new “full” behaviors (e.g. 30 minutes of exercise 3 

times a week) and working on the development problem solving 

skills. 

 

 

Level 4 

 

The focus is on relapse prevention and handling new or 

challenging situations as they arise.  Problem solving and 

planning for difficult situations help patients maintain their 

behaviors. 

 

 

A final benefit of measuring patient activation is that it provides a metric to track the progress of 

an individual patient or a whole population of patients.  

 

Who Should Provide the Tailored Coaching? 

 

It doesn’t have to be the doctor that does health coaching.  It can be another team member, even a 

non-clinical team member.  Using patient centered communication, such as motivation 

interviewing, is likely more important than having clinical credentials.  It is critical however, that 

the whole team understand the approach, and are consistent in the way they support and 

communicate with the patient.   A physician not “on-board” with the tailored approach can easily 

undermine the effects of the coaching.  So while the physician does not need to be the coach, they 

do need to understand and support the general approach. 

 

Coaching by well-trained community health workers has also been shown to increase activation.
1
 

Peer support in a structured program can also increase activation
2
 

 

 

2. Differentiated Care Pathways 

 

Beyond the clinician-patient interaction many healthcare organizations are beginning to recognize 

the wider implications of patient activation and the very real challenges that lower activated 

patients face in trying to participate in their care.  Utilizing services effectively not only requires 

participation in the clinical encounter, but to follow instructions in the immediate post treatment 
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or hospital period, and/or come in for preventive care.  Furthermore patients are expected to 

manage their health outside of clinical services such as taking their medications.  Expectations of 

services for patient participation may exceed some patient’s current abilities and providers are 

developing a number of ways of tailoring care according to the patient’s level of activation.  

These approaches include allocating resources to particular patient groups, or adjusting the speed 

of access and/or frequency of contact to meet the needs of patients.  Some examples of these 

differentiated care pathways include: 

  

Maximizing the value of clinic appointments for less activated patients.  Fairview Health Services 

uses a specially trained medical assistant to meet with the patient prior to seeing the clinician to 

help them formulate their questions.  They meet again afterwards to go over the visit summary 

and review their medications.  This supports the less activated patient to get the most from the 

clinical encounter and ensures that the clinician receives accurate information to optimize care.  

 

Early detection of urinary tract infections.  From the Kinney Courage Center in Minneapolis, we 

have another example of using PAM to tailor care pathways.  This center provides care to high-

risk patients with disabilities and multiple chronic conditions.  To limit hospitalizations they 

focus on detecting and treat urinary tract infections in high risk disabled patients. Higher 

activated patients are offered home testing kits while those less activated and encouraged to 

attend more frequent appointments. This capitalizes on the patient’s ability to self-manage and 

allocates resources appropriately to reduce the likelihood of a hospitalization.  

 

Scheduling mammogram appointments according to activation level.  If during the course of a 

clinic visit it is determined that a patient is due for a mammogram, the usual process is to book a 

separate visit.  However, if the patient has a low activation score, they get the mammogram the 

same day.  It is not possible to do this for all patients but this ensures that resources are allocated 

to those at higher risk of not returning. 

 

Care transitions.  There is evidence that less activated patients have twice the risk of a re-

admission in the post discharge period
3
.   Based on this and other research, CMS has mandated 

the use of the PAM across its providers as part of its Partnerships for Patients initiative. In putting 

patient activation at the heart of service delivery it aims to improve hospital safety and reduce re-

admissions 
4
.  As part of the initiative, hospitals in over 30 states are using the PAM to tailor 

support to patients as they transition from the hospital to home, as a way of preventing 

readmissions.  Re-admission prevention programs involve assessing activation level and then 

tailoring how the patient is supported as they leave the hospital and how much support they 

receive.  Each hospital has realized this in different ways.  Most provide more support in the post 

hospital period to the less activated.  Some also tailor their coaching, and how they handle 

discharge process.  The program developed by Humboldt County in California, uses a range of 

staff to deliver support in the post-hospital period.  Volunteer student nurses provide support to 

higher activated patients while a specially trained team support those who are less activated 
5
.  

Their use of specialized, and more expensive personnel, for those most likely to have a re-

admission, and volunteer personnel with patients that are at lower risk of readmission is a way to 

optimize their resources for attaining the best outcomes.  Their program has been successful in 

reducing re-admissions by 20% 
6
.  Other hospitals use in home visits to support less activated 

patients in the post hospital period, while they use telephone follow up only with higher activated 

patients. 

 

The public employees´ retirement pharmacy benefits management program in the state of Ohio uses PAM to 

differentiate care pathways for their population. The program consists of selecting out enrollees who have 

multiple prescription medications (high risk), and reaching out to them and ask them to take the PAM online. 

They then triage support among the high medication user population to provide coaching on medication 

management only to the lower activated retirees in this group.  They tailor how they interact with and support 
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these retirees in a way that recognizes that they are less activated, breaking everything down into smaller 

steps, and helping them to develop habits that will support medication adherence. 

 

Many of these differentiated care pathways are focused on triaging support to patients with low 

activation levels in order to access and make best use of existing service provision. Not all 

patients need additional or special support, but for those who do, it can make a real difference.  It 

optimizes resources when we move away from one-size-fits-all approach and provide extra 

support only to those patients who truly need it.  There are many more possibilities for 

differentiated care pathways, and organizations are designing and implementing them in 

depression care, in managing back pain, and in pre and post surgical care. 

 

 

3. Population Health Management—Using a Segmentation Approach 

 

Population segmentation approaches aim to sub-divide an entire patient population according to 

key characteristics. Differentiated care pathways tent to focus on a particular condition or 

treatment, while segmentation focuses on a whole patient population.  Segmentation can help 

providers to understand population subgroups, identify groups who are at particular risk, and 

redefine the way different patient groups are managed to more closely fit their needs, both 

clinically and behaviorally.  

 

The patient activation measure has been used for segmentation to better manage a patient 

population. The behavioral components which underlie the concept of patient activation provide a 

population segmentation approach which highlights not only those groups who are at risk of 

particular health conditions or health behaviors, but those who are most and least likely to act on 

symptoms, seek help and manage their own health care needs.  

 

The PeaceHealth Patient Centered Medical Home uses a team-based approach to deliver care to 

people with long-term conditions and they manage their population using a segmentation 

approach. Using routinely collected patient activation scores, they segment their patient 

population and employ approaches to patient care to meet the specific needs of each patient 

segment. Their plan is based on the fact less activated patients are more passive and require 

additional support to engage effectively in healthcare, while highly activated patients who are 

more motivated are more ready to use relevant information and pursue appropriate referrals.  The 

segment that included less activated patients receives more active outreach from staff and more of 

a “high touch” approach.  While higher activated patients, with the same level of disease, are 

provided less intensive supports, but referrals to community resources, electronic resources, and 

peer support.    

 

Below is a representation of this segmentation approach.   It shows how resources are allocated 

more intensely to those patients with higher disease burden and fewer self-management skills. 
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Figure 2. 

 
 

 

4. Evaluations and Tracking Progress 

 

The PAM is used to assess progress with individual patients as well as whole patient populations.  Using 

the underlying 0-100 score it is possible to see progress in a short period of time.  Research shows that 

even a small improvement of 3 points is linked with improvements in health behaviors.  Having strong 

measurement also means that it is possible to assess which interventions are impacting which patients.  

For example, it is often the case that when a new program is offered, it is the higher activated patients 

who sign up and they are the ones that show up.  By measuring activation in a whole population, it is 

possible to determine who an intervention is attracting (enrolling), and who is it helping.  It allows 

programs to design and evaluate efforts that are aimed to help the least activated patients, and to know 

which efforts are helping patients who are at different points along the activation continuum. 

 

Summary 

 

The strategies described here represent a clear departure from past methods used for individual and patient 

population management.  Current models of care management and population management rely on demographic 

information along with utilization, cost, and clinical information to determine levels of support.  They fail to take into 

account how patients are likely to self-manage and respond to health challenges.  The strategies described here build 

on these models to sharpen and refine how we work with patients and whole patient populations.    Because patient 

behavior is such a powerful determinant of health care costs and outcomes, the idea is to add a “behavioral lens” to 

the currently employed “clinical lens” to create a much more effective and efficient model for patient care. 

 



   

C-7 
 

To implement the strategies described above clinics and health centers will need to obtain training and other 

supports. Insignia Health LLC, which licenses the PAM also offers training, as well as web-based support products to 

help organizations collect data and tailor support to patients.   
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