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•  Loca?on:  High‐risk neighborhoods across NYS 
•  Type of Program: Local and State Public Health 
Department Collabora>on 

•  Service Area: Target neighborhoods within selected 
urban, suburban and rural communi>es 

•  Popula?on Served: Between 10/2007 and 6/2011, the 
program provided services to 58,000 residents in more 
than 20,000 homes in high‐risk areas: 
•  Approximately 13% of the residents had asthma.  
•  Half of the households were iden>fied as non‐white and 

roughly half  receive public assistance. 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•  We are a healthy homes program that seeks to reduce 
the burden of housing related illness and injury, 
especially among vulnerable popula>ons in NYS 

•  Our program is centrally managed at the state level, 
but delivered through local programs 

•  Homes in high‐risk areas are iden?fied through a 
combina>on of door to door canvassing and referrals 

•  Homes are assessed for a range of health and safety 
hazards and interven?ons (educa?on, referrals and 
products) are provided based on specific problems 
iden>fied during the home visit 



Bold Goals (before we had the framework) 

Our Asthma Program : 
will provide healthy homes services  to help 
improve the home environment, and 
specifically common asthma triggers 
for: 

people with asthma in communi>es that 
are dispropor>onately affected by asthma.   



Bold Goals (emboldened by the framework) 

Our Asthma Program: 
will improve targe>ng of healthy homes 
services for people with poorly controlled 
asthma by collabora>ng with regional 
managed care plans to iden>fy and provide 
services to 150 people with poorly controlled 
asthma and demonstrate that this approach 
yields a measurable impact on targe>ng and 
outcomes. 



Bold Goals (even more emboldened) 
Our Asthma Program: 
will use our evalua>on findings to seek addi>onal 
funding and advocate for policies that will support 
the expansion of services to an addi>onal five 
coun>es, serving an addi>onal 1000 pa>ents per 
year and demonstra>ng an improvement of up to 7 
addi>onal symptom free days per year for each 
pa>ent with poorly controlled asthma who 
completes the interven>on and preven>ng 
unnecessary hospitaliza>ons for an es>mated ??__ 
pa>ents per year. 



The long‐term impacts we are targe?ng include: 

•  Iden>fy people with poorly controlled asthma living 
in environments that minimize their ability to 
effec>vely control their asthma 

•  Reduce the presence of triggers or condi>ons that 
promote triggers in the home 

•  Improve self‐management strategies 
•  Decrease asthma morbidity 
•  Assess the impact of different approaches on 
targe>ng and outcomes 

•  Demonstrate the value of this program and seek 
sustainable funding sources 



The outcomes we track include: 

•  Reduc?on in the presence of asthma triggers or 
condi?ons that promote triggers 
–  Dust mites, cockroaches, mice, rats, mold, pets, tobacco 
smoke, chemical smells, scented products, leaks, 
housekeeping/sanita>on, structural disrepair 

•   Increase in self‐management knowledge/ac?ons 
– Medica>on use, asthma ac>on plans, peak flow meters, 
knowledge of early warning signs, knowledge of personal 
triggers and trigger avoidance, feels asthma is controlled 

•  Decrease in short and long‐term asthma morbidity 
–  # of days in previous three months with worsening asthma, 
missed days of school/work/daycare 

–  # of >mes in previous 12 months visited ED, hospitalized 



Ac?vi?es and Outcomes 

•  The major ac>vi>es my program pursues to drive 
toward my target outcomes include: 
–  Integrated clinical services:  strategic local 
partnerships with clinical organiza>ons 

– Tailored environmental interven?ons:  built upon 
exis>ng successful healthy homes program that has a 
strong asthma component 

– High performing collabora?ons:  the state health 
department is uniquely posi>oned to facilitate 
partnerships and to streamline communica>on and 
evalua>on ac>vi>es 



Collabora?ons and Partnerships 

Asthma Control Program   
Healthy Neighborhoods Program 

Tobacco Control Program 
Center for Environmental Health 
Center for Community Health 

Office of Health Insurance Programs 
Asthma Partnership of New York 

STATE 

Regional asthma coali?ons 
Managed care plans 

Hospitals and urgent care centers 
Providers and prac?ces 

School nurses 
Office of Health Insurance Programs 
Bureau of Chronic Disease Preven?on  

CLINICAL/ 
REGIONAL 

LOCAL 

NYS Healthy Neighborhoods Program 
Providers and prac?ces 

Hospitals and urgent care centers 
Managed care plans 

School nurses 
Community founda?ons and 
organiza?ons and many others 



Evalua?on and Results 

Defining features: 
•  Data used dynamically to 

monitor progress and refine 
the approach 

•  State‐led evalua>on 
streamlines resources, allows 
for comparisons and spreading 
of best prac>ces 

•  Scannable form and 
automated reports 

•  Use of supplemental data 
collec>on as appropriate 



We have seen improvements in: 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•  Presence of triggers in homes: 
–  11‐16% improvement in homes with ETS 
–  42‐56% improvement in homes with cockroaches 
–  45‐59% improvement in homes with mold 

•  Self‐management knowledge and strategies: 
–  39‐63% improvement in feeling asthma is well controlled 
–  40‐100% improvement in using controller medica>on every 
day;  21‐30% in using quick‐relief medica>on < 2 >mes/week 

–  39‐100% improvement in knowledge of personal triggers and 
trigger avoidance strategies 

•  Short‐term asthma morbidity: 
–  Up to 3.5 fewer days of worsening asthma in previous three 
months and up to 2 fewer days of missed work/school/daycare 



DRAFT 13 

www.health.ny.gov/health_care/medicaid/redesign/docs/health_dispari?es_report.pdf 


