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1. Mission Statement

A. Mission Statement

“Medina Memorial Health Care System exists to invgrthe health of the communities we
serve by creating a culture in which employees$yalued, physicians feel their patients are
receiving excellent care, and patients feel grgise and quality of the care they receive
are extraordinary.”

B. Vision Statement

“Our goal is to be the healthcare provider of ckdmthe communities we serve.”

Organizational Values (relate to behavior)

1.
2.
3.
4.

5.

Accountability Assuming full responsibility for your thoughtgdlings, actions, and results
CompassionUnderstanding others’ feelings, anticipating tmsieds, and responding with empathy
Collaboration Working together by sharing knowledge, learniaggl building a consensus in an effort to
reach common goals

Community We demonstrate our commitment to the communitpfiisring quality healthcare and
wellness resources, supporting local vendors, aoiging rewarding employment opportunities
Excellence Proactively pursuing the resources necessaratoos the cutting edge of industry trends and
consistently delivering exceptional service toodlbur stakeholders

Pillars (relate to strategy)

1
2
3.
4
5

. People
. Service

Quality

. Finance
. Growth

B. The mission statement was recently changed BeddiVIHCS is retooling itself to be one of the top
hospitals in the country. A market analysis wasedwith several focus groups that were both inteanal
external. It realized that to change the culture tanbe the hospital of choice, it needed to chahgemission,
values and become a values driven organizationth&owas done over a period of one year. The dzgdon
is now in the process of rolling out the changes.

Service Area

Medina Memorial Health Care System (MMHCS) serviéofaOrleans, Northern Genesee, and Eastern
Niagara Counties. It is a service area that expa@7® square miles. The system also providessikaly
treatment to a larger service area that includesatiove mentioned counties as well as Monroe, Wygmi
Livingston, and Allegany Counties. The two diasystations are located in Orleans and Genesee Y ount

The hospital utilized a zip code study from thesgiew of internal hospital patient source data, 2006
census data, New York State demographic data aA®SB data to determine the service area.

Public Participation

A. MMHCS is committed to soliciting public input the development of the Community Service Plan. It
seeks community input by staff participation in @miber of community events and committees. The
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Assessment of Public Health Priorities section Wwed@scribes the hospital’s participation with thée@ns
County Health Department in conducting communitgu® groups to obtain further input for needed
services in the county. The Board of Directors phgsicians often communicate the community health
needs at the various meetings. MMHCS also prowsdeport groups for post stroke and diabetes gatien
this offers an opportunity for feedback on serviaesvell. MMHCS provides patient satisfaction gywto

all patients and these results provide MMHCS witinificant feedback on the needs of the community.
The system provides two community advisory boartiere local agencies, providers, and past patients
participate. This provides several ideas yeawdy the hospital utilizes in its strategic plan aaction plans.

The Community Service Plan will be publicized or thospital website and distributed throughout the
service area.

Representatives from MMHCS’ Long Term Home CaregPam serve on the Orleans County Certified
Home Health Care Program.

MMHCS has continued to collaborate with the Offioe Aging (OFA) in its efforts to provide care thet
elderly. The MMHCS and OFA have participated ie tiMake a Wish” initiatives and the transitioning
into the community program. A variety of commun#gencies have participated in variety efforts to
improve the well being of the community. Exampléthese are:

Orleans County Human Services Council

MRDD

Children with Special Needs Council

Lake Plains Community Care Network

Collaboration with the Orleans County Health Depent by forming the “Healthy Orleans
Network” discussed below.

K/ K/ K/ K/ K/
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Orleans County Health Department and the hospitahéd the “Healthy Orleans Network, a collaborative
that includes representatives from various locahages that include health, socials services, dcbasiness
and clergy. The goals of this multi-agency netwam to:

+« Improve the status of the community
+ Promote access to quality health care services

¢ Eliminate health care disparity

C. There were three community focus group meetingswiege held in the spring and summer of 2009 in
conjunction with the local Health Department aslwsl many internal meetings with every level ofecar
giver and a representation of the board of dirscémd physicians. As a result of the findings fribese
meetings leadership changed its management dinetdioncorporate what we call “Values in Action”
which is a change calls for value driven activityall levels. This resulted in the change in Missand
Values statements as outlined above. There isadtsg emphasis in access to care and the manageiment
chronic diseases like Diabetes and Chronic Hease&¥e. To manage this, the hospital is recruiting
primary care physicians and contemplating recrgitinpediatrician as relayed by some of the pagidip
of the focus groups. Some of the other issues Imtdugthe participants included:

External:
- Preventive Health Opportunities for youth to redabesity — exercise Gyms, walk ways

Need for more transportation to get to physiciapoaptments

More doctors are needed in Medina; Medina is athealre shortage area.

Improve communication during emergencies.

Youth Depression needs to be addressed.

Internal:

- Develop a Physician Succession Plan
- Improve on Information Technology to include telehoee



- Increase grant opportunities
- Create a strong communication system with the conmiyndue to high consumer expectations

1V. Assessment of Public Health Priorities

MMHCS and the Orleans County Health Department ltéosen a collaborative approach to two
Prevention Agenda priorities: Access to Care anch@lh Disease Management. These priorities wersao
based on a community health needs assessment, iwbiced health statistics analysis and consuoerd
groups and surveys conducted by both MMHCS an@®tieans County Health Department. The two highest
rated concerns for the residents of Orleans Cowetg increased access to affordable health careaarubr
and other chronic disease management.

Planning meetings have been held at least monitinte $-ebruary 2009. Further collaborative planriorg
meeting the health needs of Orleans County resdakes place through participation by MMHC and the
Orleans County Health Department in the Healthe&nrs Network (HON), formed in 2008. This network is
comprised of representatives from various locahaggs that include health, social services, schmainess
and clergy. The goals of the HON are to improvestia¢us of our community’s health, promote access t
quality health services and to eliminate healtle chsparities. Participation by MMHC and the Orle&ounty
Health Department in this network expands the bienef collaborative planning through shared resesrthat
aim to:

* Improve health outcomes

* Raise community awareness

» Strengthen existing community partnerships andteneaw collaborations

» Create grant funding opportunities

* Share important data

* Reduce/eliminate service duplication

These benefits of additional collaboration will anhe our efforts to address the Prevention Agenda
priorities of Access to Care and Chronic Diseasadd@ment. Additional collaborative planning forantic
disease management is taking place through Jomin@mity Planning Sessions for Orleans, Genesee and
Wyoming Counties, which began in February, 2009ti#&ke counties have chosen Chronic Disease
Management as a Prevention Agenda Priority, withcas on Congestive Heart Failure (CHF) and Diabete
Mellitus (DM) .By collaborating in the three courdyeas, resources can be shared, avoiding duplicati
program efforts, and consistency in best practigg@aches can be obtained. Grant funding will Blssought,
with an increased likelihood of success due tddhger population to be affected.

Our working definition of access to care is maksegvices available to all individuals in the seevezea
regardless of economic or ethnic background. & aiplies a timely and appropriate entry into aildls of the
health care system to achieve the best possiblthlmacomes for all, As both a designated Heatthvieler
Shortage Area (HPSA) and a Medically Underservdédically Underserved Populations (MUA/MUP) area,
perhaps the most significant barrier to accesate is a shortage of primary care physici&mong the many
barriers to access to care in a rural environmkatQrleans County are:

» Health care is not seen as a priority, consequegdity intervention is often not utilized

» Poor health literacy, which results in poor heahlbices

* High poverty which results in under insurance anshsured conditions

* Not enough primary care physicians for the popaiativhich result in long waits for doctor
appointments and over utilization of MMHCS EmergeBepartment for non-emergent care.

* Not enough specialty physicians

* No Dental services



» Little or no transportation - the county is ruradavithout much transportation. Orleans Transport
Service provides some public transportation, b Wumited routes

* Not enough infrastructure for community suppor/ges which results in "social admissions"

* Not having enough specialty care services for tiufation

* Inadequate reimbursement resulting in an inakiitseinvest in resources

* Nursing shortage, especially in specialty areas dialysis)

A seasonal influx of migrant farm workers credatesneed for additional education in Spanish

Collaboration among local organizations is an esslgoart of staying connected to the community and
removing barriers to access to care. MMHCS, OCH®HON are combining efforts to:
Identify all current health, social service and eational resources available to our community. Thigrovides
an opportunity to determine gaps in services, andentify where resources can be shared. For ebeamp
various community groups provide exercise and $grngrograms. These programs can be jointly adedrts
the community using the various agencies, and tjirékhe media to create awareness of all programs by
sharing marketing/promotion of programs.

The same approach will be used to improve hed#halty to enhance wellness, prevention and early
intervention by providing access to informatiorotingh multiple agencies throughout the community to
increase awareness of available services. Thismsysill also be used to promote health literacydmmonic
disease management as part of our program to ad@mwyestive Heart Failure and Diabetes Mellitus.

MMHCS, OCHD and HON continually seek grant oppotties to fund needed services, both as
individual agencies and as collaborative effort. M&S recently received grant funding from the Newkvo
State Department of Health’s Doctors Across Newkmogram. This funding is being used to address th
shortage of primary care services in Orleans CoutyOB/GYN physician has been successfully reeqyit
and efforts continue to bring another Primary Gargsician into the community. Grant opportunities a
individual agency efforts are communicated on all@gbasis in order to identify possible collabomatefforts,
as well as to avoid possible duplication of effort.

Congestive Heart Failure (CHF) and Diabetes MdI{fDM) have been selected for Chronic Care
Management initiative€ardiovascular disease is the largest health issOeleans County. Cardiovascular
disease and cancer account for 65% of all deaths.

Cardiovascular Disease - Deaths and Death Rates Per 100,000 Residents
Source: 2003-2005 Vital Satistics Data as of January, 2007
Adjusted Rates Are Age Adjusted to The 2000 United States Population

OrleansCounty Population 2004 Crude Ratge Adjusted Rate
44,138 351.2 327.5

CHF is a complicated disease that often resultsadmission to the hospital, not only in Orleansiity but
across New York State and the nation. Best prasticgvs that patients can be managed successfuitynas
with adequate support services. MMHCS is workinth@CHD and the Joint Community Planning Sessions
for Orleans, Genesee and Wyoming Counties to aslthest practice approaches to management of CléBsacr
the three counties. The components of this col&ba approach include:

» Developing consistent patient education informatod understandable, culturally appropriate
educational materials and messages to increase@gw effective self-management of CHF. This will
include practical recommendations that can presenbntrol CHF exacerbations in individuals at risk
for repeat hospitalizations.

» Standardize provider training using current clihjmactice guidelines.

» Coordination of hospital discharge education withlg health and home health personnel.



» Identifying resources for home follow up visits feinforcement and education.
» ldentifying program funding sources.

In addition to CHF, disease management for DiahistasPrevention Agenda priority. The same coltabee
approach among MMHCS, OCHD and the Joint CommuPliyning Sessions for Orleans, Genesee and
Wyoming Counties, is being used. Resources wilmed to avoid duplication of effort and to depelo
consistent best practice approaches for the threanty area.

Diabetes is the most rapidly growing chronic digeafsour time. It has become an epidemic that &ffec
one out of every 12 adult New Yorkers. Since 198d ,number of people in the state who have dialietes
more than doubled, and it is likely that numbei dduble again by the year 2050.More than one omlNew
Yorkers have been diagnosed with diabetes. Ittimated that another 450,000 people have diabetksian't
know it, because the symptoms may be overlookedisunderstood. Diabetes is especially common in the
elderly: nearly one-third of those ages 65 andraddeoss the nation have the disease. An additRBhakercent
of adults have pre-diabetes. (February 2009 isteabetes Care). Factors that will increase thenumber of
those affected by diabetes in the near futurete@agiing population — the well documented “babynberxs”
explosion, and the epidemic of overweight and dpekat has become one of the most critical putialth
threats for New Yorkers and Americans. Close ttygpercent of New York State residents 18 yeartagef or
older are overweight obe§¥esity leads to higher rates of many diseasekidimg diabetes, heart disease,
stroke, cancer, asthma, arthritis, disability amdimber of psychological conditions, including degsion.
Prevention Quality Indicators (PQI) for Orleans @tyushows possibility for improvement in Diabet&he
health risks of Diabetes are well documented:

* About 2 in 3 people with diabetes die from heasedse or stroke. The risk for heart disease aokiestr
is 2 to 4 times higher in people with diabetes.

» Diabetes is the leading cause of new cases ofriBsslamong adults aged 20 to 74 years.

» Diabetes is the leading cause of kidney failurepaating for 44 percent of new cases in 2002. 0220
close to 154,000 people with end-stage kidney deselae to diabetes were living on chronic dialgsis
with a kidney transplant in the United States andr® Rico.

» Diabetes causes more than 60 percent of non-trautoater-limb amputations each year. In 2002,
about 82,000 non-traumatic lower-limb amputatiomeserperformed in people with diabetes.

The most significant opportunities for reducingtbtite personal and financial burdens associatdddigibetes
rest with increasing recognition of undiagnosed preddiabetes populations and providing educaton f
management of the disease. Working within the fraonk the New York State Plan for the Prevention and
Control of Diabetes, which emphasizes provider gutalic education and prevention of diabetes andedés
related complications, MMHCS, OCHD and the Jointf@aunity Planning Sessions for Orleans, Genesee and
Wyoming Counties are sharing resources to devétagegies to:

* Increase awareness of the signs and symptomslwétdsm

» Provide current, consistent information on diabeigsfactors, prevention and treatment.

» Develop and disseminate culturally appropriate atdanal materials and messages.

» Standardize provider training using current clihjwactice guidelines.

* Incorporate consistent media campaigns into messawgk materials.

» Develop low literacy materials.

» Provide practical recommendations about lifestilenges that can prevent or control diabetes in
individuals at risk of developing this diseaselmde who could experience complications of
uncontrolled diabetes.

» Work with sponsors of educational workshops anithitig sessions to offer health care providers



» Work with physician offices to provide communityseal PCPs and their office staff withining and
resources to enhance the management of their satigi diabetes

The two priorities are not new initiatives for MMISChowever, they are the most challenging. MMHG @l
side the Local Health Departments and HospitaSenesee, Orleans and Wyoming counties have chbisen t
and are working together to better coordinate wdmeh includes assessment, health education amdugee in
life style changes. This coordination will alsolumte physician offices and insurance companies e&ting

with one of the insurance companies occurred dwvestmmer of 2009 to start the dialogue.

V. Three Year Plan of Action

Following the review of the surveys and focus gg®QUdMHCS and Orleans Health Department chose to
address access to care and chronic disease manmdggeme

Accessto Care

There a variety of reasons for the lack of accessate. Lack of knowledge was noted as one reason
because they often do not recognize early sigmksefise so that they present in the emergency tdegar

in the late stage of the disease. The lack ofsparation was another because the county is aumdl
without much public transportation. Though Orlednansport Service was initiated a few years agexet

are limited routes leaving limited transportati@msces available. There is a seasonal need fditiawial
education in Spanish due to the influx of migranotkers on the farms. Orleans County is a healtintabe
physician area so physician to patient ratios agh hesulting in long waits for doctor appointments
Therefore, the patients wait for more severe symptthat necessitate an emergency department visit.

The agencies mentioned above have coordinated ¢hesr to include such areas like; the provision of
transportation on off hours; exercise classegaltg classes and health promotions for all agepgou

Chronic disease M anagement

The chronic diseases that were chosen include GtugdHeart Failure and Diabetes Mellitus. Theseew
chosen because the CHF patients are often readmitftkere is a national move to reduce the readonss
rates and best practice shows the patients cahHmsree successfully with support services.

The hospital has a community education departmeteccCommunity Partners. Community Partners staff
collaborate with many agencies for the sake of iging education and enhancing the health care @f th
community. The director of Community Partners #mel education director of the Orleans County Health
Department participate in the committees mentioine#3 above and they will continue to collaborate i
future educational sessions to the community. Eptesnof the educational programs include:

. Diabetes — 12 hour course and 1 hour support group.

. Stroke Education for signs and symptoms and theitapce of early evaluation and treatment.
. Breast Self-Exam including free mammograms to unied through a New York State grant.

. Arthritis management with exercise.

. Safety in the summer regarding bicycle riding aaigty tips.

Medina Memorial Health Care System’s Community mad Program collaborates with a number of

agencies in order to seek information and impadwkadge. It has worked with the “Women’s Health

Initiatives” for the purpose of improving qualitgp-natal care with great newborn mortality ratétyman

Services Council;” much of the education will becamplished at special events like the Strawberry

Festival, the Orleans County Fair, and many pudicues such as that. Special education prograens ar
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VI.

held throughout the year with programs advertiseithé local newspapers as well as the hospitabstguy
newsletter that goes to 27,000 homes and is digéabto all agencies in the county, school faiosal
Laundromats, grocery stores, pharmacies, and doaitiices. The teams will also go to local firalls,
schools, worksites, community agencies and senémtecs to provide education. A Diabetes Risk
Assessment is currently being conducted. This reslult in more educational efforts to addressrisie
areas identified.

Many educational efforts are being addressed foro@t Heart Failure. The Tri-County Network is
working towards providing an educational prograrattteaches the patients the signs and symptoms of
CHF, when to go to the physician, and activitiesiéter them from frequent hospitalizations. Thi e
coordinated through the Healthy Heart Orleans Nekwd'he OFA worked with MMHCS to develop the
Orleans County transition to home program. Thesésscs will be shared with the Health Orleans
Network to monitor re-hospitalization outcomes aeheral well-being. This will be done through the
Orleans County’s New York connects committee.

Financial Aid Program

Medina Memorial Health Care System is committedptoviding financial aid to persons who have
healthcare needs and are uninsured, under insimelgible for a government program, or otherwise,
unable to pay for medically necessary care basettha@nindividual financial situation. This is cgistent
with the Hospital's mission to deliver compassi@pdtigh quality, affordable health care and to adw®
for those who are poor and disenfranchised. MMHKESes to ensure that the financial capacity afe
who need health care services does not preventfiioemseeking or receiving care.

The form of financial aid generally takes placesdker charity care for patients that do not hdneedbility

to pay or as a community benefit program such ahess and educational events. Wellness includes
screening programs, community outreach educatiotiifg classes, hypertension, and diabetes edurcati
Medina Memorial Health Care System has a well &istadrl community outreach program.

V1I. Changes | mpacting Community Health/Provision of Charity Care/Access to Services

The major portion of financial aid is extended tmdtgency Department services and in the hospital’'s
Behavioral Health Unit.

Behavioral Health utilization is higher at Medinarihg the past year possibly due to the increaseds
levels caused by the poorer economy and generdlecgas caused by a downsized workforce. The
hospital continues to use the services of a Medicaunselor to assist the Behavioral Health patiémt
complete and follow up on Medicaid and other insaeainformation.

VI1II. Dissemination of the Report to the Public

Medina Memorial Health Care System is committedctommunicating its plan to the public. The
Community Partners Program is the major part of dhganization that carries out the education and
communication about the health system to the contsnunThe communication to the community will
include the distribution of the Community ServidarPin the following manner but not limited to:

. The many community events through the county whdteational programs are held.

. Direct mailing to the community agencies.

. Distribution at the various committees throughdw& tounties where MMHCS’ staff participate
in.
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. Distributed to the physician offices.
. Will be posted on the health system’s website.

I X. Financial Statement
Please see Institutional Cost Report (ICR) forSstem’s Financial Statements.



