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Coalition: The Long Island Health Collaborative (LIHC) LIHC is a coalition of the region’s hospitals, local health departments, academic institutions, community-based organizations, medical societies, health plans, clinics, and others dedicated to improving the health of all Long Islanders. The LIHC is overseen by the Nassau-Suffolk Hospital Council, the association that represents Long Island’s hospitals. The LIHC provided oversight and management of the Community Health Needs Assessment process, including data collection and analysis.

 











Nassau County	Comment by Brooke Oliveri: A. Cover Page: The cover page should include:
• County/counties or service area covered in the assessment and plan.
• Indication if it is an individual or joint plan.
• Organization(s) Name(s) and contact information.
o List of participating Local Health Department(s), and CHA/CHIP Liaison name(s) and email(s).
o List of participating Hospital/Hospital System(s), and CSP Liaison name(s) and email(s).
o Name and email of coalition/entity, if any, completing assessment and plan on behalf of participating counties/hospitals.
Nassau County Department of Health
Dr. Irina Gelman, Commissioner of Health
200 County Seat Drive, North Entrance
Mineola, NY 11501
(516) 227-9697

Catholic Health System (Nassau County Facilities)
	Mercy Hospital
	1000 N Village Ave, Rockville Centre, NY 11571

	St. Francis Hospital & Heart Center
	100 Port Washington Blvd, Roslyn, NY 11576

	St. Joseph Hospital
	4295 Hempstead Turnpike, Bethpage, NY 11714


Northwell Health System (Nassau County Facilities)
	Glen Cove Hospital
	101 St. Andrews Lane, Glen Cove, NY 11542

	Long Island Jewish Valley Stream
	900 Franklin Ave, Valley Stream, NY 11580

	North Shore University Hospital
	300 Community Drive, Manhasset, NY 11030

	Plainview Hospital
	888 Old Country Road, Plainview NY 11803

	Syosset Hospital
	221 Jericho Turnpike, Syosset NY 11791


 
	Nassau University Medical Center
	2201 Hempstead Turnpike, East Meadow, NY 11554

	Mount Sinai South Nassau
	1 Healthy Way, Oceanside, NY 11572

	NYU Langone Hospital – Long Island
	259 First Street, Mineola, NY 11501


 





Suffolk County	Comment by Brooke Oliveri: A. Cover Page: The cover page should include:
• County/counties or service area covered in the assessment and plan.
• Indication if it is an individual or joint plan.
• Organization(s) Name(s) and contact information.
o List of participating Local Health Department(s), and CHA/CHIP Liaison name(s) and email(s).
o List of participating Hospital/Hospital System(s), and CSP Liaison name(s) and email(s).
o Name and email of coalition/entity, if any, completing assessment and plan on behalf of participating counties/hospitals.

Suffolk County Department of Health Services
Gregson Pigott, MD, MPH, Commissioner of Health
3500 Sunrise Highway, Suite 124
P.O. Box 9006
Great River, New York 11739-9006
(631) 854-0100

Catholic Health System (Suffolk County Facilities)
	Good Samaritan University Hospital
	1000 Montauk Hwy, West Islip, NY 11795

	St. Catherine of Siena Medical Center
	50 NY-25A, Smithtown, NY 11787

	St. Charles Hospital 
	200 Belle Terre Rd, Port Jefferson, NY 11777


Northwell Health System (Suffolk County Facilities)
	Huntington Hospital
	270 Park Ave, Huntington, NY 11743

	Mather Hospital                                     
	75 N. Country Rd., Port Jefferson, NY 11777

	Peconic Bay Medical Center 
	1300 Roanoke Ave. Riverhead, NY 11901

	South Shore University Hospital
	301 E. Main Street, Bay Shore, NY 11706


Stony Brook Medicine
	Stony Brook Southampton Hospital
	240 Meeting House Ln, Southampton, NY 11968

	Stony Brook University Hospital
	101 Nicolla Rd, Stony Brook, NY 11794

	Stony Brook Eastern Long Island Hospital
	201 Manor Pl, Greenport, NY 11944


 
	NYU Langone Hospital – Suffolk (Formerly Long Island Community Hospital
	101 Hospital Rd, Patchogue, NY 11772
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Methodologies & Workplan
· Methodology 1: 2024 LIHC CHAS Methodology, Results, and Survey Tool
· Methodology 2: 2025 LIHC CHAS PRELIM Methodology, Results, Survey Tool
· Methodology 3: 2024 LIHC CBO Survey Methodology, Results, and Survey Tool
· Methodology 4: 2025 LIHC CBO Key Informant Interview Qualitative Analysis - Methodology, Results, and Interview Tool
· LIHC NYS Prevention Agenda Workplan Companion (Separate Excel Workbook)
[bookmark: _Toc1520937424][bookmark: _Toc202276116]Executive Summary Companion	Comment by Brooke Oliveri: C. Executive Summary
• Prevention Agenda Priorities: Identify the priorities and disparities to be addressed in your county/community for the 2025-2030 period.
• Data Review: Summarize the data sources used to identify and confirm existing priorities or select new ones.
• Partners and Roles: Identify which partners you are working with and what their roles are in the assessment and implementation processes. Also, explain how you are engaging the broad community in these efforts.
• Interventions and Strategies: Explain what specific evidence-based interventions, strategies, or activities are being implemented to address the specific priorities and associated health disparities. Provide a justification for how these interventions were selected.
• Progress and Evaluation: Explain the process measures being used and how progress and improvement are being tracked to evaluate impact.
[bookmark: _Toc2136102292][bookmark: _Toc202276117]Prevention Agenda Priorities
Since 2013, hospitals and both county departments of health on Long Island have worked collaboratively on community health needs assessments. Through a coalition known as the Long Island Health Collaborative (LIHC), an expansive group of partners, including academic institutions, community-based organizations, physicians, health plans, schools and libraries, local municipalities and other community partners who hold a vested interest in improving community health and supporting the New York State Department of Health (NYSDOH) Prevention Agenda, progress on tackling pervasive health and social support issues is ongoing . The Long Island Health Collaborative meets quarterly to work collectively toward improving health outcomes for Long Islanders. The LIHC is an initiative overseen by the Nassau-Suffolk Hospital Council, the organization that represents Long Island’s hospitals. A primary responsibility of the LIHC is data collection and analysis, which is manifested in the supervision of the Community Health Needs Assessment process for the Long Island region.
In 2025, members of the Long Island Health Collaborative’s 2025 CHNA/CHA Work Group reviewed extensive data sets selected from both primary and secondary data sources to identify health needs and barriers. After careful consideration of all data results, efforts achieved since the previous CHNA/CHA filing in 2022, and ongoing interventions that continue to show promise, the group collectively selected relevant priorities from the 2025-2030 New York State Prevention Agenda for the 2025-2027 reporting cycle.  Data analysis efforts were coordinated through the Long Island Health Collaborative, which served as the centralized data return and analysis hub.  Community partners selected:
· Nutrition Security
· Tobacco/ E-cigarette Use
· Preventive Services for Chronic Disease Prevention and Control
[bookmark: _Toc1956665945][bookmark: _Toc202276118]Data Review
Primary data was obtained using the following collection tools:
· A Community Health Needs Assessment (CHAS) about health needs and perceptions was distributed to community members
· A Community-Based Organization survey was distributed to community-based leaders and service providers about the health needs of the populations they serve
· Key Informant Interviews were conducted with community-based leaders and service providers about the health needs of the populations they serve
See Data Collection Methods for primary data collection methodology and results.
[bookmark: _Toc1991274495][bookmark: _Toc202276119]Partners and Roles
The Long Island Health Collaborative leverages the following partnerships to disseminate information about organic initiatives offered by the LIHC, as part of its Community Health Needs Assessment / Community Health Assessment work described in this companion report: 
· All Long Island Health Collaborative Members, including Long Island’s hospitals, health departments, municipalities, community-based organizations, academic institutions, libraries
Role(s): Dissemination of primary data collection tools and completion of this companion report; partnership on community outreach events such as Walk with a Doc
· Core Cluster Work Groups
Role(s): Development, creation, and promotion of three regional resources that aligned with the 2022-2024 Prevention Agenda: 
· Media
Role(s): Exposure about LIHC initiatives to amplify reach in the community
[bookmark: _Toc199523610][bookmark: _Toc202276120]Interventions and Strategies
Interventions and strategies currently provided by the Long Island Health Collaborative are:
Cultural Competency & Health Literacy 101: A static training module about the basics of cultural competency and health literacy developed by the Long Island Health Collaborative’s Cultural Competency/Health Literacy Core Cluster work group.
Resource Guide for Young Adults Managing a Chronic Condition: A webpage of curated resources developed by the Long Island Health Collaborative for young adults living with a chronic disease such as diabetes, epilepsy, or another lifelong condition as they move into adulthood and take charge of their own healthcare.
Building a Future in Mental, Behavioral & Cognitive Healthcare: A digital career guide developed by the Long Island Health Collaborative for individuals who wish to explore the many diverse career paths that exist in mental, behavioral, and cognitive healthcare. The guide is also regional to Long Island, highlighting local educational programs and resources that exist for folks seeking a career in these sectors of healthcare.
Live Better Campaign: A digital awareness campaign about chronic disease prevention and management.
Feel Better Campaign: A digital awareness campaign about mental health management and improvement.
Walk with a Doc: Evidence-based community walking program that combines health education with physical activity; typically held in a park or designated area for walking. Pre- and post-event survey data collected to gauge knowledge learned and program efficacy.
Walk Safe with a Doc: Walk with a Doc with the addition of pedestrian safety education; typically held in a downtown area with roadways, pedestrian infrastructure, etc. Pre- and post-event survey data collected to gauge knowledge learned and program efficacy.
Walk Safe Long Island Campaign: Grant-funded law-based pedestrian safety education campaign in partnership with the New York Coalition for Transportation Safety. 
Planned 2026 Interventions: The Long Island Health Collaborative plans to launch at least two new awareness campaigns in alignment with the new regional Prevention Agenda priorities. 
[bookmark: _Toc902069052][bookmark: _Toc202276121]Progress and Evaluation
The Long Island Health Collaborative will track and report all measures outlined in LIHC NYS Prevention Agenda Workplan Companion (Separate Excel Workbook) in alignment with the timeline prescribed by NYS.
 
[bookmark: _Toc503557241][bookmark: _Toc202276122]Community Description Companion 	Comment by Brooke Oliveri: D. Community Health Assessment (CHA)
1. Community Description: Provide a description of the community being assessed.
• Service Area: Provide a description of service area location. This could be one county, several counties, or parts of several counties in a regional assessment. For regional assessments the health needs of each individual county must be identified.
• Demographics: Provide an analysis of the population's characteristics to identify health needs and disparities. This includes socioeconomic, educational, and environmental factors that affect health such as race/ethnicity; age; gender ratio; sexual orientation; languages spoken within the jurisdiction; income; disabilities; mobility; educational attainment; housing stability and affordability; home ownership; employment status; health insurance status; access to regular care; and immigrant/migrant status.

[bookmark: _Toc202276123]Suffolk County Service Area and Demographics[footnoteRef:1] [1:  American Community Survey 5-Year Data (2019-2023)] 

Suffolk County’s service area is situated east of the Nassau County border, extending through the eastern forks of Long Island. Spanning 108 residential zip codes, Suffolk County is an area of vast geography, culture, and growing diversity. According to the American Community Survey 5-Year Estimates (2019-2023), the current population size of Suffolk County is 1,525,680 (49.6 percent male; 50.4 percent female). Residents between the ages of 15-44 represent 37 percent of the population. The proportion of older adults living in Suffolk County (17.5 percent of the population) slightly outnumbers children and adolescents under the age of 15 (16.9 percent). Middle-aged adults between the ages of 45 and 64 represent 28.6 percent of the county. The region is predominately White (68.9 percent) with just 7.4 percent Black/African American, 4.3 percent Asian, and 0.4 percent American Indian and Alaska Native residents. Ten percent of Suffolk County residents report being two or more races and 22.2 percent report being of Hispanic or Latino descent. Pertinent sociodemographic and health information for the residents of Suffolk County is outlined in the table below. Overall, these figures indicate that areas of Wyandanch, Riverhead, and Central Islip experience the greatest disparities in socioeconomic conditions and health.   
	Factor
	Description

	Poverty status
	According to the U.S. Census Bureau, 6.4 percent of Suffolk County residents live under the Federal Poverty Level (FPL). The median population size for Suffolk County zip codes is 9,696 residents. Among zip codes with at least 2,894 residents (determined to be the 25th percentile for population size in Suffolk County), the poverty rate is highest in Mastic Beach zip code 11951 (22.2 percent). Other zip codes with high rates of residents living below the FPL are Brookhaven zip code 11719 (17.3 percent), Wyandanch zip code 11798 (15 percent)[footnoteRef:2]*, and Riverhead zip code 11901 (14.9 percent). Zip codes with the lowest poverty rates include Brightwaters zip code 11718 (0.2 percent), West Sayville zip code 11796 (1.7 percent), and Mount Sinai zip code 11766 (1.9 percent). [2:  American Community Survey 5-Year Data (2018-2022)] 



	Income
	The median household income for all of Suffolk County is $128,329 per year. This is greatest for residents of Cold Spring Harbor (zip code 11724) where the median household income is over $250,000 per year. Other high-income areas include Remsenburg zip code 11960 ($216,989 per year), Centerport zip code 11721 ($206,250 per year), Brightwaters zip code 11718 ($203,750 per year), and Bridgehampton zip code 11932 ($200,353 per year).  The median household income is lowest for Peconic zip code 11958 ($64,263 per year), Moriches zip code 11955 ($77,692 per year), Greenport zip code 11944 ($79,917 per year), Calverton zip code 11933 ($80,571), and Riverhead zip code 11901 ($83,252 per year).


	Vehicle Ownership/Availability
	Nearly all households in Suffolk County (94.8 percent) have at least one vehicle available for use. Among Suffolk County zip codes that have at least 1,130 households (determined to be the 25th percentile for the number of households per zip code in Suffolk County), Wyandanch zip code 11798 was found to have the greatest rate of non-vehicle availability with 18.9 percent of households reporting that they have no vehicle available for use.* This rate is also high in Central Islip zip code 11722 (10.8 percent), Middle Island zip code 11953 (10.6 percent), and Amityville zip code 11701 (9.4 percent). Nearly all households in Centerport zip code 11721 report having access to a vehicle (0.7 non-vehicle availability).


	Educational Attainment
	Throughout all of Suffolk County, 39.9 percent of residents hold a bachelor’s degree or higher and 90.5 percent are high school graduates. Among zip codes with at least 2,135 residents 25 years of age and older (determined to be the 25th percentile for population size of this demographic in Suffolk County), Centerport zip code 11721 has the highest rate (72.1 percent) of residents holding a bachelor’s degree or higher. This rate is lowest for Mastic zip code 11950 where only 15.9 percent of residents received a bachelor’s degree or higher. Approximately 13.7 percent of Central Islip (zip code 11722) residents did not pursue education beyond 8th grade. 


	Monthly Housing Costs
	Thirty-six percent of Suffolk County households spend 30 percent or more on monthly housing costs as a percentage of yearly household income. Among Suffolk County zip codes that have at least 1,130 households (determined to be the 25th percentile for number of households per zip code in Suffolk County), this rate is greatest in Islandia zip code 11749 where 50.1 percent of households spend 30 percent or more on monthly housing costs as a percentage of yearly household income. This rate is lowest for Islip Terrace zip code 11752 (23.4 percent).


	Languages Spoken
 
	Approximately 24.5 percent of Suffolk County residents speak a language other than English. Among Suffolk County zip codes that have at least 2,775 residents aged 5 years-old or older (determined to be the 25th percentile for population size of this demographic in Suffolk County), it is reported that the Central Islip zip code, 11722, has the greatest proportion (60 percent) of residents speaking a language other than English. Throughout Suffolk County, Spanish is the most common language spoken other than English with 15.7 percent of residents reporting speaking this at home. Other Indo-European languages are spoken by 5.9 percent of residents.


	Healthcare Coverage Status
	[bookmark: _Int_8exxkkKQ]Approximately 95.4 percent of Suffolk County residents report having healthcare coverage. Just 4.6 percent report being uninsured. The Bay Shore zip code 11706 is home to 6,569 residents who are uninsured, 9.4 percent of all uninsured patients in Suffolk County. Thirty-one percent of county residents are publicly insured. Medicare coverage, used alone or in combination with another insurance type, is the most common form of public insurance with 18.4 of the population utilizing this form of coverage. Nearly 16 percent of county residents are insured by Medicaid and 1.2 percent use VA coverage. Zip codes with the greatest rate of Medicaid enrollment include Wyandanch zip code 11798 (34.3 percent in 2022)*, Central Islip zip code 11722 (29.8 percent), and Riverhead zip code 11901 (24.8 percent).


	Disability
	Approximately 10.1 percent of Suffolk County residents report living with a disability. Ambulatory care difficulties are the most common form of disability affecting 75,337 residents. Hearing and vision difficulties are experienced by 2.7 and 1.6 percent of residents, respectively. Over 55,000 residents report living with a cognitive difficulty.

	Health Status
	Compared to the rest of Suffolk County, Wyandanch zip code 11798, Riverhead zip code 11901, and West Hampton zip code 11977 experienced the greatest rates of hospitalizations for any of the following: diabetes with short-term complications, diabetes with long-term complications, uncontrolled diabetes without complications, diabetes with lower extremity amputation, chronic obstructive pulmonary disease, asthma, hypertension, heart failure, and angina without a cardiac procedure, dehydration, bacterial pneumonia, or urinary tract infection. Hospitalizations for chronic diseases were also highest in Wyandanch zip code 11798, Riverhead zip code 11901, and Holbrook zip code 11941. In 2022, Brookhaven zip code 11719, Orient 11957, and Riverhead zip code 11901 had the greatest rates of hospitalization for Chronic Obstructive Pulmonary Disease (COPD), asthma in older adults, or asthma in younger adults. In the same time frame, inpatient hospitalization for hypertension, heart failure, or angina without procedure was highest in Holbrook zip code 11941, Wyandanch zip code 11798, and West Hampton zip code 11977. Lastly, hospitalizations for short-term and long-term complications of diabetes, uncontrolled diabetes, and lower-extremity amputation were worst in Wyandanch zip code 11798, Riverhead zip code 11901, and Montauk zip code 11954.[footnoteRef:3] [3:  New York State Department of Health Office of Health Services Quality and Analytics Center for Applied Research and Evaluation (2022): Hospital Inpatient Prevention Quality Indicators (PQI) for Adult Discharges by County/Zip (SPARCS): Beginning 2009] 



*Data from 2022 5-Year Estimates. Data not yet available through 2023 5-Year Estimates. 
[bookmark: _Toc202276124]Nassau County Service Area and Demographics
Nassau County sits east of the borough of Queens and west of Suffolk County. Despite spanning just 453 square miles, Nassau County is home to 1,388,138 residents and 70 residential zip codes. According to the American Community Survey 5-Year Estimates (2019-2023), older adults over the age of 65 make up 18.2 percent of the population and children and adolescents comprise 17.6 percent of residents. Individuals between the ages of 15-44 represent 36.4 percent of the population, and middle-aged adults between the ages of 45 and 64 make up 27.6 percent of County residents. Over half (59.4 percent) of the region reports being White. Nearly 160,100 residents (11.5 percent) are Asian and 157,700 residents (11.4 percent) are Black/African American. Just 0.2 percent of Nassau County residents are American Indian and Alaska Native. Nine percent of Nassau County residents report being two or more races and 18.5 percent report being of Hispanic or Latino descent. Pertinent sociodemographic and health information for the residents of Nassau County is outlined in the table below. Overall, these figures indicate that areas of Hempstead, Inwood, and Roosevelt experience the greatest disparities in socioeconomic conditions and health.
	Factor
	Description

	Poverty status
	According to the U.S. Census Bureau, 5.3 percent of Nassau County residents live under the Federal Poverty Level (FPL). Several zip codes in Nassau County have a proportion of residents living under the FPL greater than ten percent including Hempstead zip code 11550 (14.3 percent), Inwood zip code 11096 (13.6 percent), Glen Cove zip code 11542 (13 percent), and Uniondale zip code 11553 (11.1 percent). Areas with the smallest proportion of residents living below the FPL include Glenwood Landing zip code 11547 (0 percent for its population of 788 residents), Old Bethpage zip code 11804 (1.5 percent), Sea Cliff zip code 11579 (1.6 percent), and Atlantic Beach zip code 11509 (1.7 percent).


	Income
	The median household income for all of Nassau County is $143,408. Two zip codes, 11568 (Old Westbury) and 11765 (Mill Neck) have median household incomes of over $250,000 per year. Other high-income areas include Manhasset zip code 11030 ($247,393 per year), Roslyn zip code 11576 ($232,279 per year), Syosset zip code 11791 ($204,357 per year), and Garden City zip code 11530 ($202,841 per year). The median household income is lowest for Hempstead zip code 11550 ($86,904 per year), Inwood zip code 11096 ($88,160 per year), and Glen Cove zip code 11542 ($92,284 per year).


	Vehicle Ownership/Availability
	Nearly all households in Nassau County (93.3 percent) have at least one vehicle available for use. The beach town of Point Lookout has the greatest rate of non-vehicle ownership at 23.8 percent, though this is likely inflated by the small population size of just 509 occupied households. Hempstead zip code 11550 has the second greatest rate of non-vehicle availability, with 21.9 percent of households reporting that they have no vehicle available for use. This rate is also high in Inwood zip code 11096 (18.4 percent), Cedarhurst zip code 11516 (14.8 percent), Lawrence zip code 11559 (12.1 percent), and Glen Cove zip code 11542 (10.3 percent). Multiple zip codes including Mill Neck zip code 11765 and Old Westbury zip code 11568 have a non-vehicle ownership of 0 percent with all households reporting access to a vehicle.


	Educational Attainment
	Throughout all of Nassau County, 48.7 percent of residents hold a bachelor’s degree or higher, and 92.1 percent are high school graduates. Manhasset zip code 11030 has the highest rate (83.6 percent) of residents holding a bachelor’s degree or higher. This rate is lowest in Hempstead zip code 11550 where only 20.9 percent of residents received a bachelor’s degree or higher. Approximately 14.2 percent of Hempstead residents did not pursue education beyond 8th grade.


	Monthly Housing Costs
	Thirty-six percent of Nassau County households spend 30 percent or more on monthly housing costs as a percentage of yearly household income. This rate is greatest in Greenvale zip code 11548 where 57.5 percent of the 421 households spend 30 percent or more on monthly housing costs as a percentage of yearly household income. This rate is lowest for Massapequa Park zip code 11762 (27.3 percent).


	Languages Spoken
 
	Approximately 30.2 percent of Nassau County residents speak a language other than English. This rate is greatest for the Inwood zip code 11096 where approximately 62 percent of residents speak a language other than English in the home. Throughout Nassau County, Spanish is the most common language spoken other than English with 13.6 percent of residents reporting speaking this at home. Other Indo-European languages are spoken by ten percent of residents.


	Healthcare Coverage Status
	Approximately 96.1 percent of Nassau County residents report having healthcare coverage. Just 3.9 percent report being uninsured. The Hempstead zip code 11550 is home to 6,563 residents who are uninsured, 12.1 percent of all uninsured patients in Nassau County. Thirty percent of county residents are publicly insured. Medicare coverage, used alone or in combination with another insurance type, is the most common form of public insurance with 18.3 of the population utilizing this form of coverage. Fifteen percent of county residents are insured by Medicaid and 0.7 percent use VA coverage. Zip codes with the greatest rate of Medicaid enrollment include Inwood zip code 11096 (39.3 percent), Hempstead zip code 11550 (36.4 percent), and Great Neck zip code 11024 (27.4 percent).


	Disability
	Approximately 9.1 percent of Nassau County residents report living with a disability. Ambulatory care difficulties are the most common form of disability affecting 63,060 residents. Hearing and vision difficulties are experienced by 2.4 and 1.4 percent of residents, respectively. Over 44,000 residents report living with a cognitive difficulty.


	Health Status
	Compared to the rest of Nassau County, Hempstead zip code 11550, Roosevelt zip code 11575, and Westbury zip code 11590 experienced the greatest rates of hospitalizations for any of the following: diabetes with short-term complications, diabetes with long-term complications, uncontrolled diabetes without complications, diabetes with lower extremity amputation, chronic obstructive pulmonary disease, asthma, hypertension, heart failure, and angina without a cardiac procedure, dehydration, bacterial pneumonia, or urinary tract infection. Hospitalizations for chronic diseases were also highest in Hempstead 11550, in addition to Uniondale 11553, and Roosevelt zip code 11575. In 2022, Carle Place zip code 11514, Hempstead zip code 11550, and Roosevelt zip code 11575 had the greatest rates of hospitalization for Chronic Obstructive Pulmonary Disease (COPD), asthma in older adults, or asthma in younger adults. In the same time frame, inpatient hospitalization for hypertension, heart failure, or angina without procedure was highest in Hempstead zip code 11550, Roosevelt zip code 11575, and Glen Cove 11542. Lastly, hospitalizations for short-term and long-term complications of diabetes, uncontrolled diabetes, and lower-extremity amputation were worst in Hempstead zip code 11550, Roosevelt zip code 11575, and Uniondale zip code 11553.3




[bookmark: _Health_Status_Description][bookmark: _Toc522427162][bookmark: _Toc202276125]Health Status Description Companion	Comment by Brooke Oliveri: Hospitals and Health Departments: Supplement your own primary and secondary data with the information outlined in this section.

2. Health Status description: Provide an overview of the population’s health and identify factors that contribute to health status and health challenges.
• Data Sources: Explain the data collection process, data type, and sources. Assemble and analyze secondary data from other sources to gain insights into the community's health status. Collect and analyze primary data whenever possible2.
• Data Collection Methods: Outline the scientific methods used for collecting and analyzing data, including the timeframe.
• Community Engagement: Identify any parties with whom the health department or hospital collaborated or contracted for assistance in planning and conducting the assessment. Provide a description of how preliminary findings were shared with the community and how community input was sought and incorporated.
• Relevant Health Indicators: Compile and analyze trend data to describe changes in community health status and influencing factors. Present key health metrics with charts and graphs to illustrate trends over time. Compare data by race/ethnicity, age, gender, and other demographic factors to identify and address disparities. Additionally, compare local data with state or other local data to provide context and benchmarks.
• Health Challenges and Associated Risk Factors: Identify leading community health problems.
o Contributing Causes of Health Challenges: Provide a summary of the contributing causes of health challenges in your community, including behavioral risk factors, environmental factors (including the built environment), socioeconomic factors, policies (e.g., smoke-free parks, menu labeling, zoning for walkable communities, taxation, education, transportation, insurance status), injury, maternal and child health issues, infectious and chronic diseases, and unique state characteristics impacting health status.
o Health Disparities: Identify issues related to health disparities, high-risk populations, and high-need neighborhoods within the service area. Factors that contribute to higher health risks and poorer health outcomes in specific populations must be considered.
Based on the primary data collected by the LIHC, overall, we found chronic disease and nutrition insecurity to be the primary issues. Many of these originate from difficulties in accessing care, affordability of care, access to affordable and nutritious foods, understanding the need for nutrition, individual lifestyle choices such as smoking tobacco/e-cigarettes, and lack of places to exercise.
[bookmark: _Toc1670619224][bookmark: _Toc202276126]Data Sources
As mentioned above, The Long Island Health Collaborative obtained primary data using the following collection tools:
· A Community Health Needs Assessment (CHAS) about perceptions of an individual’s health needs and the health needs of their community was distributed to community members
· A Community-Based Organization survey was distributed to community-based leaders and service providers about the health needs of the populations they serve
· Community-Based Organization Key Informant Interviews were conducted with community-based leaders and service providers about the health needs of the populations they serve
[bookmark: _Toc2006537224][bookmark: _Data_Collection_Methods][bookmark: _Toc202276127][bookmark: _Toc487134005]Data Collection Methods (PRIMARY RESEARCH METHODOLOGY AND RESULTS)
[bookmark: _Toc202276128]2024 Community Health Needs Assessment (CHAS) 
See attachment Methodology 1 for survey, full methodology and results.
[bookmark: _Toc202276129]2025 Community Health Assessment Survey (CHAS) Supplement	Comment by Brooke Oliveri: Methodology about how we revised the 2025 CHAS to align with the new Prevention Agenda, its deployment, etc. Priority selection was informed by a prelim analysis of the 2025 CHAS. Acknowledge this prelim analysis was not weighted, simple results
In late 2024, the Long Island Health Collaborative’s 2025 CHNA/CHA Work Group revised the ongoing Community Health Assessment Survey to more closely align with the new 2025-2030 Prevention Agenda. In April of 2025, the Long Island Health Collaborative did a preliminary unweighted analysis of survey responses collected January-March, 2025 to inform the group’s regional priority selection. 
See attachment Methodology 2 for survey, full methodology and results.
[bookmark: _Toc202276130]2024 Community-Based Organization Survey
See attachment Methodology 3 for survey, full methodology and results. 
[bookmark: _Toc202276131]2025 Community-Based Organization Key Informant Interviews 
See attachment Methodology 4 for interview instrument, full methodology and results. 
[bookmark: _Toc1131297939][bookmark: _Toc202276132]Community Health Improvement Plan/Community Service Plan (CHIP/CSP) Companion	Comment by Brooke Oliveri: E. Community Health Improvement Plan/Community Service Plan (CHIP/CSP) 1. Major Community Health Needs: Identify major health needs with partners based on the findings of the community health assessment. 2. Prioritization Methods: a. Description of Prioritization Process: Provide a description of the process and criteria that were used to identify priorities. b. Community Engagement: provide a description of the community engagement process that was used to select the new priorities. c. Justification for Unaddressed Health Needs: Identify the health needs you do not intend to address and explain why. 3. Developing Goals, Strategies, and an Action Plan: 8 a. Alignment with Prevention Agenda: Hospitals and local health departments should align their CHIPs/CSPs with each of the following components of the 2025- 2030 Prevention Agenda: 
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The many sectors represented by the members of the LIHC ensure broad community engagement on an ongoing basis. The voices of all communities, including those marginalized and experiencing health disparities, are heard via the feedback offered by leaders of community-based organizations. The LIHC continually solicits new partners and makes an effort to ensure diverse sectors are included in the coalition.
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After careful consideration of all data results, efforts achieved since the previous CHNA/CHA filing in 2022, and ongoing interventions that continue to show promise, the group collectively selected relevant priorities from the 2025-2030 New York State Prevention Agenda for the 2025-2027 reporting cycle.
CHNA/CHA Work Group Meetings, Members, and Selection Methodology
The following is a list of Long Island Health Collaborative 2025 CHNA/CHA Work Group participants who met monthly to discuss regional CHNA/CHA efforts and ultimately select the group’s regional Prevention Agenda priorities:
· Abigail Fromm, Mount Sinai South Nassau
· Ahyoung Kim, Stony Brook University
· Alyssa Zohrabian, Nassau County Department of Health
· Annalea Trask, Stony Brook Cancer Center 
· Arsella Burton, Healthix
· Brooke Oliveri, Nassau-Suffolk Hospital Council / Long Island Health Collaborative
· Carl Mills, Stony Brook University
· Celina Cabello, Nassau County Department of Health
· Charvon Pierce, Suffolk County Department of Health
· Christine Hendriks, Catholic Health 
· Cornet, Mitchell, Northwell Health
· Cynthia Friedman, Suffolk County Department of Health
· Dana Sanneman, Mount Sinai South Nassau
· Danielle Craigg, Suffolk County Department of Health
· Elana Jenkins, Nassau County Department of Health
· Erica Peralta, Northwell Health
· Erika Karp, Stony Brook University
· Gabriella Pandolfelli, Catholic Health
· Gabrielle Pareja, Mount Sinai South Nassau
· Grace Kelly McGovern, Suffolk County Department of Health
· Gregson Pigott, Suffolk County Department of Health
· Hannah Moore, Nassau-Suffolk Hospital Council / Long Island Health Collaborative
· Irina Arkhipova-Jenkins, Suffolk County Department of Health
· Irina Gelman, Nassau County Department of Health 
· Jack Tocco, Northwell Health
· Janine Logan, Nassau-Suffolk Hospital Council / Long Island Health Collaborative
· Jennifer Jamilkowski, Stony Brook Medicine
· Jennifer Mesiano, Stony Brook Medicine 
· Jerald Chandy, Northwell Health 
· John Diaz, United Way Long Island
· John Perkins, Catholic Health 
· Kathleen Mienke, Nassau University Medical Center 
· Klaudia Elahi, Catholic Health 
· Kristen Phillips, Healthcare Association of New York State 
· Kymona Tracey, NYU Langone Health 
· Lacy Scarmana, NYU Langone Health 
· Lauren Brookmeyer, Stony Brook University
· Linda Mermelstein, Stony Brook Cancer Center 
· Linda Sweeney, Stony Brook Eastern Long Island Hospital
· Lucy Kenny, Stony Brook Medicine
· Marissa Ryan, Nassau County Department of Health 
· MaryAnn Xuereb, Nassau County Department of Health 
· Maryellen McCrossen, Catholic Health
· Michelle Pipia-Stiles, Catholic Health
· Nancy Uzo, Northwell Health
· Patricia Barraga, NYU Langone Health
· Rajiv Lajmi, Stony Brook University
· Razia Jayman-Aristide, Suffolk County Department of Health
· Sarah Narcisse, Nassau County Department of Health 
· Shaheda Iftikhar, Suffolk County Department of Health
· Stephanie Kubow, Northwell Health
· Stuart Vincent, Northwell Health 
· Sue Ann Villano, Healthix
· Sue McCabe, Medical University of South Carolina
· Tavora Buchman, Nassau County Department of Health 
· Yelena Kaplan, Healthix

The Long Island Health Collaborative’s 2025 CHNA/CHA Work Group met on the following dates:

· October 23, 2024
· November 13, 2024
· December 11, 2024
· January 8, 2025
· February 12, 2025
· March 12, 2025
· April 9, 2025
· April 24, 2025
· May 21, 2025

Regional 2025-2030 NYS Prevention Agenda Priority Selection Methodology 
At the April 24, 2025 meeting, the group unanimously voted on regional priorities. Selection considered all data results, efforts achieved since the previous CHNA/CHA filing in 2022, and ongoing interventions that continue to show promise. 
Three hospitals did not have representation at the April 24, 20225 meeting. A follow-up email noting the three selected priorities was sent to these individuals. Receipt of the email and their agreement of the selected priorities was documented. Thus, 100 percent consensus was achieved. 
Regional 2025-2030 NYS Prevention Agenda Priorities
· Nutrition Security
· Tobacco/ E-cigarette Use
· Preventive Services for Chronic Disease Prevention and Control

Connecting Prevention Agenda Priorities and Objectives through a Research Lens
The Key Informant Interviews, which obtained feedback from 28 individuals representing a variety of sectors, offered rich perspective on the most persistent health issues and barriers facing communities. These generally fell under the broad themes of:
· Access
· Workforce Capacity
· Chronic Disease 

To conduct the qualitative analysis of the vast amount of text received via conversations with key informant interviewees, the researchers chose to use deductive thematic analysis to view, in reverse, how the available Prevention Agenda priorities might align with the findings. While no direct links between available priorities and findings were glaringly apparent, this analysis approach revealed secondary correlations that helped inform selection of the priorities. 
The overarching themes – Access, Workforce Capacity, Chronic Disease – cannot be ignored because they point to underlying factors, both clinical and socially-based, that affect all 28 PA priorities in some way. In this regard, the Key Informant Interview Analysis findings offer providers of all types invaluable knowledge and insight about their communities, even if available PA objectives are not explicitly tied to these findings.
Examining Themes in Greater Detail 
Below are some relevant quotes that illustrate the broad themes that emerged repeatedly. 
Access Quotes
“I'm going to say, from a healthcare disparity standpoint, and just overall, I think we need to bring healthcare to the community. So, it needs to be accessible. So, we can't have major cancer centers, you know, the treatment can't be just concentrated at the [major hospitals in] the city or some of the major cancer centers. We really need to be able to have treatment centers brought to communities. We need to have more accessible ways to get the healthcare that we need. We need to have more translation services, available things in multiple languages, to be able to serve the community that lives in Long Island.”	Comment by Hannah Moore: Substituted this for "MSKs of." Don't want to draw any "negativity" to any one hospital system.
“I think we're seeing more and more of a need to go out into the community to find these individuals versus them coming to us.”
“And then also, you know, greater access, right? Not everyone in our community drives, and everyone can drive. As we just said, transportation is a barrier so closer access within walking distance or something to health clinics, you know... greater access to mental health services, greater access to healthcare.”
“People are often left on their own to figure [healthcare] out. Which is, it's such a shame.”
“So, we're anywhere across the continuum from people who maybe don't know or don't have access to screenings for cancer. Working with people who've been screened and trying to get them to the services that they need, whether it be through a knowledge deficit, the need for navigation, you know any kind of assistance if they don't have transportation.”
Workforce Capacity Quotes
“So, I just think, you know, the healthcare provider capacity is another one, is really boosting up the healthcare workforce, making sure they're compensated appropriately, making sure the teams are robust and have people that speak multiple languages and have the ability to connect people to resources is important.”
“Educating the healthcare teams at these major centers, having them have more capacity to take time to get folks connected is a really big issue.”
“People provide services to people, and that need for a community health worker workforce on Long Island is so significant because it really is that link between the social care services and the healthcare and making health both more accessible is that community health worker role really is a special role to improve access.”
“So, I feel like in so many ways, we're, you know, we're about 10 years behind where we should be in terms of social and healthcare infrastructure, that data sharing and where we are. And then also the community health worker workforce in order to be able to really have community-based, culturally responsive, linguistically appropriate, like the community health links.”
Chronic Disease Quotes
“From a health standpoint, what we hear mostly is mental health. Our constituents, our volunteers probably have the most difficulty when they run into a neighbor who has significant mental health challenges, and that that might be addiction, that might be bipolar, that might be paranoid personality.”
“We also see with screening that many of the people that we're getting into screening are very sick with other chronic diseases. Diabetes. We've had lots of people with kidney issues. Lots of people with heart issues and so get them into screening and get them screened. And then it's very hard to get them through their diagnostic services because of all these other issues they have. It's very hard to get a colonoscopy like we've had a couple who are on dialysis, we’ve had a couple who had heart or cardiovascular issues. So, they're already sick because they don't have health insurance, so they haven't been getting any preventative care.”      
“We have had some [co-occurrence of any mental behavioral cognitive conditions], though. Yeah, but not as much as the not as much as the other chronic diseases. You know, a lot of diabetes, a lot of heart issues. It's been mostly what we see is heart, kidney, cardiovascular.”
“So, a lot of times we are seeing the older age populations in shelter. So, they either already entered the shelter with a lot of health conditions, and then it just tends to get worse.”  
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Nutrition Security 
Self-Reported Food Insecurity Among New York State Adults by County (BRFSS 2021): https://www.health.ny.gov/statistics/prevention/injury_prevention/information_for_action/docs/2023-12_ifa_report.pdf
Food Insecurity Persists Post-Pandemic
 DiNapoli, T.P. Food Insecurity Persists Post-Pandemic. Economic and Policy Insights. Office of the New York State Comptroller. May 2024. https://www.osc.ny.gov/files/reports/pdf/food-insecurity-persists-post-pandemic.pdf. 
Still Hungry: Food Insufficiency in New York State 2020-2023
 New York Health Foundation. Still Hungry: Food Insufficiency in New York State 2020-2023. April 2024. https://nyhealthfoundation.org/print-resource/?print=25960.
Hunger on the Rise: New York’s Food Insufficiency Rates Hit New Highs and Exceed Pandemic Levels (2024 Update)
 New York Health Foundation. Hunger on the Rise: New York’s Food Insufficiency Rates Hit New Highs and Exceed Pandemic Levels (2024 Update). March 2025. https://nyhealthfoundation.org/print-resource/?print=27881. 
Map the Meal Gap 2025
Feeding America. Map the Meal Gap 2025: A Report on Local Food Insecurity and Food Costs in the United States in 2023. May 2025. https://www.feedingamerica.org/sites/default/files/2025-05/Map%20the%20Meal%20Gap%202025%20Report.pdf.
Map the Meal Gap 2025 Technical Brief
 Feeding America. Map the Meal Gap 2025 Technical Brief: An Analysis of County and Congressional District Food Insecurity and County Food Cost in the United States in 2023. May 2025. https://www.feedingamerica.org/sites/default/files/2025-05/Map%20the%20Meal%20Gap%202025%20Technical%20Brief.pdf. 
Tobacco/ E-cigarette Use 
Longitudinal Association Between E-Cigarette Use and Respiratory Symptoms Among US Adults
Karey, M., Xu, S., He, P., Niaura, R.S., Cleland, C.M., Stevens, E.R., Sherman, S.E., El-Shahawy, O., Cantrell, J., & Jiang, N. Longitudinal Association Between E-Cigarette Use and Respirator Symptoms Among US Adults: Findings from the Population Assessment of Tobacco and Health Study Waves 4-5. PLoS One. February 29, 2024. https://doi.org/10.1371/journal.pone.0299834.
BRFSS Brief (2020)
New York State Department of Health. Behavioral Risk Factor Surveillance System Brief: Electronic Cigarette Use: New York State Adults, 2020. 2022. https://www.health.ny.gov/statistics/brfss/reports/docs/2022-23_brfss_electronic_cigarette.pdf.
BRFSS Brief (2021)
New York State Department of Health. Behavioral Risk Factor Surveillance System Brief: Electronic Cigarette Use: New York State Adults, 2021. 2023. https://www.health.ny.gov/statistics/brfss/reports/docs/2023-14_brfss_electronic_cigarette.pdf. 
Vaping, Smoking, and Lung Cancer Risk
Bittoni, M.A., Carbone, D.P., & Harris, R.E. Vaping, Smoking, and Lung Cancer Risk. Journal of Oncology Research and Therapy. Gavin Publishers. June 19, 2024. https://doi.org/10.29011/2574-710X.10229.  
Tobacco Products Use Among U.S. Middle and High School Students – National Youth Tobacco Survey, 2023
Birdsey, J., Cornelius, M., Jamal, A., Park-Lee, E., Cooper, M.R., Wang, J., Sawdey, M.D., Cullen, K.A., & Neff, L. Tobacco Products Use Among U.S. Middle and High School Students – National Youth Tobacco Survey, 2023. Morbidity and Morality Weekly Report. Centers for Disease Control and Prevention. November 3, 2023. https://www.cdc.gov/mmwr/volumes/72/wr/mm7244a1.htm?s_cid=mm7244a1_w. 
Benefits of Smoking Cessation for Longevity
Taylor, D.H., Hasselblad, V., Henley, S.J., Thun, M.J., & Sloan, F.A. Benefits of Smoking Cessation for Longevity. American Journal of Public Health. October 10, 2011. https://ajph.aphapublications.org/doi/full/10.2105/AJPH.92.6.990. 
Preventive Services for Chronic Disease Prevention and Control 
Health Care Industry Insights: Why the Use of Preventative Services is Still Low
Levine, S., Malone, E., Lekiachvili, A., & Briss, P. Health Care Industry Insights: Why the Use of Preventative Services is Still Low. Preventing Chronic Disease. Centers for Disease Control and Prevention. March 14, 2019. https://www.cdc.gov/pcd/issues/2019/18_0625.htm.
Few Americans Receive All High-Priority, Appropriate Clinical Preventive Services
Borsky, A., Zhan, C., Miller, T., Ngo-Metzger, Q., Bierman, A.S., & Meyers, D. Few Americans Receive All High-Priority, Appropriate Clinical Preventative Services. Health Affairs vol. 37, 6. June 2018. https://doi.org/10.1377/hlthaff.2017.1248. 
Chronic Disease Prevalence in the US: Sociodemographic and Geographic Variations by Zip Code Tabulation Area
Benavidez, G.A., Zahnd, W.E., Hung, P., & Eberth, J.M. Chronic Disease Prevalence in the US: Sociodemographic and Geographic Variations by Zip Code Tabulation Area. Preventing Chronic Disease, Vol. 21. Centers for Disease Control and Prevention. February 29, 2024). https://www.cdc.gov/pcd/issues/2024/23_0267.htm. 
The Burden of Chronic Disease
Hacker, K. The Burden of Chronic Disease. Lifestyle Medicine, Vol 8. Mayo Clinic. February, 2024. https://doi.org/10.1016/j.mayocpiqo.2023.08.005. 
Trends in Multiple Chronic Conditions Among US Adults, By Life Stage, Behavioral Risk Factor Surveillance System, 2013-2023
Watson, K.B., Wiltz, J.L., Nhim, K., Kaufmann, R.B., Thomas, C.W., & Greenlund, K.J. Trends in Multiple Chronic Conditions Among US Adults, By Life State, Behavioral Risk Factor Surveillance System, 2013-2023. Preventing Chronic Disease, Vol. 22. Centers for Disease Control and Prevention. April 17, 2025. https://doi.org/10.5888/pcd22.240539. 
Miscellaneous 
Myocardial Infarction and Cardiovascular Risks Associated With Cannabis Use: A Multicenter Retrospective Study 
Kamel, I., Mahmoud, A. K., Twayana, A.R., Younes, A.M., Horn, B., & Dietzius, H. Myocardial Infarction and Cardiovascular Risks Associated With Cannabis Use: A Multicenter Retrospective Study. JACC: Advances, Volume 4, Issue 5, 2025, 101698, https://doi.org/10.1016/j.jacadv.2025.101698. 
2025 Survey of Physician Appointment Wait Times and Medicare and Medicaid Acceptance Rates 
AMN Healthcare. 2025 Survey of Physician Appointment Wait Times and Medicare and Medicaid Acceptance Rates. https://online.flippingbook.com/view/83050962/. 
New York State Survey Respondents Struggle to Afford High Health Care Costs; Worry About Affording Health Care in the Future; Support Government Action Across Party Lines
Community Service Society. New York State Survey Respondents Struggle to Afford High Health Care Costs; Worry About Affording Health Care in the Future; Support Government Action Across Party Lines. Altarum Healthcare Value Hub, March 2025. https://smhttp-ssl-58547.nexcesscdn.net/nycss/images/uploads/pubs/CSS_Altarum_NY_Health_Care_Affordability_Brief_March_2025.pdf.
Why is Health Care in New York So Unaffordable and What Can be Done to Fix It?
 Hu, B., Wagner, M., Tracy, C., & Benjamin, E.R. Why is Health Care in New York So Unaffordable and What Can be Done to Fix It? Community Service Society, February 2025. https://smhttp-ssl-58547.nexcesscdn.net/nycss/images/uploads/pubs/NYS_Health_Care_Affordability_February_2025.pdf. 
Pandemic's Effects Linger in Americans' Health Ratings (Gallup: March 13, 2025) 
An Equity Profile of Long Island
PolicyLink & USC Program for Environmental and Regional Equity. An Equity Profile of Long Island. 2017. https://licf.org/wp-content/uploads/2019/12/LongIslandProfile_final.pdf. 
New Yorkers in Need: Homelessness in New York State
DiNapoli, T.P. New Yorkers in Need: Homelessness in New York State. Economic and Policy Insights. Office of the New York State Comptroller. January 2025. https://www.osc.ny.gov/files/reports/pdf/new-yorkers-in-need-homelessness-nys.pdf. 
Travel Time as an Indicator of Poor Access to Care in Surgical Emergencies
Clark, N.M., Hernandez, A.H., Bertalan, M.S., Wang, V., Greenberg, S.L.M., Ibrahim, A.M., Stewart, B.T., & Scott, J.W.  Travel Time as an Indicator of Poor Access to Care in Surgical Emergencies. JAMA Network Open, Vol. 8, 1. January 2025.  doi:10.1001/jamanetworkopen.2024.55258. Link 
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The Long Island Health Collaborative (LIHC) LIHC is a coalition of the region’s hospitals, local health departments, academic institutions, community-based organizations, medical societies, health plans, clinics, and others dedicated to improving the health of all Long Islanders. The LIHC is overseen by the Nassau-Suffolk Hospital Council, the association that represents Long Island’s hospitals. The LIHC provided oversight and management of the Community Health Needs Assessment process, including data collection and analysis.  LIHC Member Directory
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