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Executive Summary

Community Health Needs Assessment for Froedtert Community Hospital — New Berlin

A community health needs assessment (CHNA) is a tool to gather data and important health information
on the communities Froedtert Community Hospital — New Berlin serves. This assessment guides our
investments and helps us identify and measure community health needs and assets, which we are then
able to better tailor our engagement with communities and allocate resources.

To produce this CHNA, Froedtert Community Hospital — New Berlin utilized data from the 2023
Waukesha County Community Health Needs Assessment (CHNA) and focus groups specific to the
Froedtert Community Hospital — New Berlin service area.

Every three years, Froedtert ThedaCare, Advocate Aurora Health, Ascension Wisconsin, Children's
Wisconsin, ProHealth Care and the Waukesha County Public Health Division align resources to
participate in a robust, shared Waukesha County CHNA data collection process. Supported by additional
analysis from the JKV Research, LLC, the CHNA includes findings from a community health survey, key
informant interviews, a compiling of secondary source data and internal hospital data.

Froedtert ThedaCare also conducted focus groups specific to the Froedtert Community Hospital — New
Berlin service area. The data helps inform an independent CHNA specific to Froedtert Community
Hospital — New Berlin’s service area and community health needs. The independent CHNA serves as the
basis for the creation of an implementation strategy to improve health outcomes and reduce disparities in
Froedtert Community Hospital — New Berlin’s service area.

The CHNA was reviewed by the Froedtert Community Hospital — New Berlin CHNA/Implementation
Strategy Advisory Committee (Appendix A), which consists of members of the Froedtert Community
Hospital — New Berlin Community Advisory Committee, local health department representatives,
Waukesha County community partners, and hospital and health system leadership and team members.
Committee members were selected based on their specific knowledge of health needs and resources in the
Froedtert Community Hospital — New Berlin service area for a collective analysis of the CHNA findings.
Under the direction of the Community Engagement leadership team, findings from the assessment were
categorized and ranked to identify the top health needs in the Froedtert Community Hospital — New
Berlin.

Following the review of the CHNA, an implementation strategy was developed, identifying evidence-
based programs, and allocating resources appropriately. Froedtert Community Hospital — New Berlin
Community Engagement leadership and staff will regularly monitor and report on progress toward
achieving the implementation strategy’s objectives. They also will provide quarterly reports to the
Froedtert Community Hospital — New Berlin Community Advisory Committee. Additional progress on
the Implementation Strategy will be reported annually through the hospital’s IRS Form 990 Schedule H
filing and other reporting sources associated with strategic partners and community coalitions.
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Froedtert Community Hospital — New Berlin Community Service Area

Overview

Froedtert Community Hospital, part of the Froedtert & the Medical College of Wisconsin health network,
includes locations in Mequon, Oak Creek, New Berlin and Pewaukee. Each licensed, accredited, acute-
care facility provides high-quality care close to home in a small-scale hospital setting and features an
emergency department, inpatient beds, laboratory, pharmacy and imaging services.

The Froedtert & the Medical College of Wisconsin health network is a partnership between Froedtert
ThedaCare and the Medical College of Wisconsin, supporting a shared commitment to patient care,
innovation, medical research and education. Our health network operates eastern Wisconsin's only
academic medical center and adult Level I Trauma Center at Froedtert Hospital, Milwaukee, an
internationally recognized training and research center engaged in thousands of clinical trials and
studies. The Froedtert & MCW health network, which includes 10 hospital locations, more than
3,400 physicians and clinicians, and more than 45 health centers and clinics, draws patients from
throughout the Midwest and the nation.

In addition to Froedtert Hospital, the network includes Froedtert Bluemound Rehabilitation Hospital,
Froedtert Holy Family Memorial Hospital, Froedtert Menomonee Falls Hospital, Froedtert West
Bend Hospital and Froedtert Community Hospital with locations in Mequon, New Berlin, Oak Creek
and Pewaukee. The health network represents the collaboration of Wisconsin’s largest multispecialty
physician practice with two community-based physician groups. In 2017, an existing affiliation with
the former United Hospital System was expanded to include what is now known as Froedtert Pleasant
Prairie Hospital and related clinics in the network. In 2024, Froedtert Health and ThedaCare became
one organization, making it possible for the health network to enhance access to care for more people
in Wisconsin.

Mission Statement
To advance the health of our communities through excellence and discovery, inspiring each person to
live their unique, best life.

Froedtert Community Hospital — New Berlin Service Area and Demographics

For the purpose of the Community Health Needs Assessment, the community is defined as ZIP codes
within Milwaukee, Racine, and Waukesha County, because 84.9% of discharges occur from this
geography. All programs, activities, and partnerships under the
CHNA will be delivered in Waukesha County. Froedtert ittt /
Community Hospital — New Berlin determines its primary
service area by completing an annual review and analysis of
hospital discharges and market share according to various
determinants.

H

The Froedtert Community Hospital — New Berlin total service
area consists of 25 zip codes: 53005 (Brookfield), 53045
(Brookfield), 53051 (Menomonee Falls), 53072 (Pewaukee),
53103 (Big Bend), 53122 (Elm Grove), 53129 (Greendale),
53130 (Hales Corners), 53132 (Franklin), 53146 (New Berlin),
53149 (Mukwonago), 53150 (Muskego), 53151 (New Berlin),
53185 (Waterford), 53186 (Waukesha), 53188 (Waukesha),
53189 (Waukesha), 53213 (Milwaukee), 53214 (Milwaukee), avors
53219 (Milwaukee), 53220 (Milwaukee), 53221 (Milwaukee),
53226 (Milwaukee), 53227 (Milwaukee), and 53228
(Milwaukee).

Jefferson
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Froedtert Community Hospital — New Berlin Primary Service Area
Demographics

Age — The Froedtert Community Hospital — New Berlin service area has a larger older population

compared to the Milwaukee Five-County Area. The 45 and older age groups are larger in the Froedtert
Community Hospital — New Berlin service area with 46.4% of population, while the Milwaukee Five-
County Area 45 and older age groups make up 43.1% of the population.
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Race — The racial distribution in the Froedtert Community Hospital — New Berlin service area is
predominantly White (78.3%). The Milwaukee Five-County Area is 66.2% White and 15.5% African

American.
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Household Income — Households where income is less than $50,000 make up 24.4% of the distribution in
the Froedtert Community Hospital — New Berlin service area. Within the Milwaukee Five-County Area,
the percent of households where income is less than $50,000 is 30.5%.
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Payer Mix — For adult inpatients, 10.1% of Froedtert Community Hospital — New Berlin service area
patients are Medicaid and Self Pay payers. The Milwaukee Five-County Area has 17.1% Medicaid and
Self Pay patients in the payer mix.
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*Milwaukee Five-County Area: Milwaukee, Ozaukee, Racine, Waukesha, and Washington
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Community Health Needs Assessment Process and Methods Used

In 2025, a CHNA was conducted to 1) determine current community health needs in the Froedtert
Community Hospital — New Berlin service area, 2) gather input from persons who represent the broad
interest of the community and identify community assets, 3) identify and prioritize significant health
needs, and 4) develop implementation strategies to address the prioritized health needs. Froedtert
Community Hospital — New Berlin assessed the health needs of the communities it serves through a
comprehensive data collection process from a number of key sources. Data and research included
information from community members, public health officials, community leaders/experts, and non-profit
organizations representing vulnerable populations in our service area. The following information/data
sources were collected and taken into consideration for assessing and addressing community health needs:

Community Health Survey: Froedtert Community Hospital — New Berlin utilized data from the 2023
Waukesha County CHNA telephone and online survey of 888 residents that was conducted by Froedtert
Menomonee Falls Hospital in collaboration with other local health care systems. The full report of these
surveys can be found at Froedtert Menomonee Falls Hospital Community Engagement.

Key Stakeholder Interviews: Froedtert Community Hospital — New Berlin utilized data from the 2023
Waukesha County CHNA of 30 phone interviews with Waukesha County community leaders of various
school districts, non-profit organizations, health and human service department and business leaders. In
addition, the Community Engagement team and leaders conducted a focus group with four key
stakeholders in the Froedtert Community Hospital — Pewaukee service area in 2025. A list of
organizations can be found in Appendix G. The full key informant interview results can be found at
Froedtert Menomonee Falls Hospital Community Engagement.

Secondary Data Sources: Utilizing multiple county and community-based publicly available reports and
Metopio, information was gathered regarding mortality/morbidity data, health care utilizations, health
behaviors, chronic diseases, public safety/crime reports and socio-economic/social driver data.

Internal Hospital Data: Internal data was gathered from Froedtert Community Hospital — New Berlin’s
service area to gain a better understanding of specific health needs impacting the hospital’s patient
population.

Health Impact

Froedtert Community Hospital — New Berlin has a commitment to being a culturally competent
organization that provides exceptional care to everyone; therefore, belonging is a priority for not only the
hospital but the entire health network. Health impact focuses on minimizing these differences and drives
us to increase opportunities for good health by eliminating systemic, avoidable, unfair and unjust barriers.
Health impact was a focus of consideration during the entire community health needs assessment, the
identification of significant health needs and the prioritization of those needs. Furthermore, health impact
will be considered as Froedtert Community Hospital — New Berlin identifies strategies to address those
prioritized significant health needs.

Data Collection Collaborators
Froedtert Community Hospital — New Berlin completed its 2023 and 2025 data collection in collaboration
with multiple community organizations serving Waukesha County. These organizations were heavily
involved in identifying and collecting the data components of the CHNA:
e Ascension Wisconsin
Aurora Health Care
Children’s Wisconsin
Froedtert ThedaCare
ProHealth Care
Waukesha County Public Health Division
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Data Collection Consultants

JKV Research, LLC was commissioned to support report preparation for the 2023 shared Waukesha
County data collection process and provided analysis of the community health survey and key stakeholder
interviews.

Community Health Needs Assessment Solicitation and Feedback

Froedtert Community Hospital — New Berlin is committed to addressing community health needs
collaboratively with local partners. Froedtert Community Hospital — New Berlin used the following
methods to gain community input from August to October 2023 and August to September 2025 on the
significant health needs of the Froedtert Community Hospital — New Berlin community. These methods
provided additional perspectives on how to select and address top health issues facing Froedtert
Community Hospital — New Berlin’s community.

Input from Community Members

Key Stakeholder Interviews: Key organizations with specific knowledge and information relevant to the
scope of the identified significant health needs (“informants”) in Froedtert Community Hospital — New
Berlin’s community were identified by organizations and professionals that represent the broad needs of
the community, and organizations that serve low-income and underserved populations. A list of key
stakeholders can be found in Appendix G. These local partnering organizations also invited stakeholders
to participate in and conducted the interviews. The 2023 Waukesha County CHNA interviewers used a
standard interview script that included the following elements:

Social Determinants of Health (SDOH):
e Top Rank, Second Rank
e What populations in our communities are most affected by this issue? How are they affected?
e What are the existing strategies and stakeholders to address the health issue? What is working
well?
e If your organization works in this space, what is the best way that public health or health care
organizations can support you?
e How has COVID-19 impacted this issue?
Health Conditions/Behaviors:
o Top Rank, Second Rank
e What populations in our communities are most affected by this issue? How are they affected?
o  What are the existing strategies and stakeholders to address the health issue? What is working
well?
e What additional strategies are needed to address this issue? What is keeping our community from
doing what needs to be done to improve this issue?
e If your organization works in this space, what is the best way that public health or health care
organizations can support you?
e How has COVID-19 impacted this issue?
Additional Questions/Comments:
e How would you suggest organizations reach out to community members to implement health
initiatives?
e Do you have any additional comments you would like to share?

The 2025 Froedtert Community Hospital — New Berlin CHNA interviewers used a standard interview
script that included the following elements for the focus group:
o Ranking of three social determinants of health that are the most important issues for the service
area.
e For those three social determinants of health, identification of:
0 What populations in our communities are most affected by this issue? Ranking of two
health conditions and behaviors that are the most important issues for the service area.

O What are the barriers/challenges to addressing this issue — What could we do differently?
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O What are the existing strategies addressing the health issue — what is working well? Who
are the key partners that are working on this?

0 If the community rallied behind one major effort to radically improve this issue, what

would that initiative be?

o Ranking of three health conditions and behaviors that are the most important issues for the

service area.

e For those three health issues, identification of:
0 What populations in our communities are most affected by this issue? Ranking of two
health conditions and behaviors that are the most important issues for the service area.

0 What are the barriers/challenges to addressing this issue — What could we do differently?

0 What are the existing strategies addressing the health issue — what is working well? Who

are the key partners that are working on this?

0 If the community rallied behind one major effort to radically improve this issue, what

would that initiative be?

Underserved Population Input: Froedtert Community Hospital — New Berlin is dedicated to reducing
health disparities. Input from community members who are medically underserved, low-income and
minority populations and/or organizations that represent those populations are important in addressing
community health needs. With that in mind, Froedtert Community Hospital — New Berlin took the
following steps to gain input:
e 2023 Waukesha County Community Health Survey: When appropriate, data was stratified by
gender, age, education household income level and marital status.
e 2023 and 2025 Key Stakeholder Interviews and Focus Group: The key stakeholder interviews
included input from members of organizations representing medically underserved, low-income

Summary of Community Member Input

and minority populations.

The top health issues/behaviors and social needs ranked most consistently or most often cited in the
community health survey and by key stakeholders were:

Health Issues
and
Behaviors

Social
Determinants
of Health

\ Community Health Survey Key Stakeholder Interviews Focus Group

e Alcohol Abuse and
Drug/Substance Use

e Mental Health, Mental
Conditions and Suicide

e Nutrition, Physical Activity
and Obesity

o Access to Affordable Health
Care

e Chronic Diseases

Mental Health, Mental Conditions
and Suicide

Alcohol and Substance Use
Chronic Diseases

Nutrition, Physical Activity and
Obesity

Reproductive Health, Sexual Health
and STI’s

Mental Health
Nutrition, Physical
Activity and Obesity
Substance Misuse

e Economic Stability

e Community Violence and
Safety

e Safe and Affordable Housing
e Education Access and Quality

Safe and Affordable Housing
Accessible, Affordable and Quality
Health Care

Food Insecurity

Social Connectedness and

Accessible, Affordable,
and Quality Health Care
Safe and Affordable
Housing

Social Connectedness and

e Accessible and Affordable Belongir.lg - Belonging
Health Care Economic Stability and
Employment

Prioritization of Significant Health Needs
Froedtert Community Hospital — New Berlin analyzed secondary data of several indicators, gathered
community input from key stakeholders and utilized data from a phone and online survey to identify the
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needs in the Froedtert Community Hospital — New Berlin service area. Based on the information from all
the CHNA data collection sources, the health needs were identified as:

* Behavioral Health

*  Access to Health Care

*  Chronic Diseases

*  Unintentional Falls

The CHNA was reviewed by the Froedtert Community Hospital — New Berlin CHNA/Implementation
Strategy Advisory Committee (Appendix A), which consists of members of the Froedtert Community
Hospital — New Berlin Community Advisory Committee, local health department representatives,
Waukesha County community partners, and hospital and health system leadership and staff. Committee
members were selected based on their specific knowledge of health needs and resources in the Froedtert
Community Hospital — New Berlin service area for a collective analysis of the CHNA findings. Under the
direction of the Community Engagement Leadership Team, the planning process included four steps in
prioritizing Froedtert Community Hospital — New Berlin ’s significant health needs:
1. Review the Community Health Needs Assessment results for identification and prioritization of
community health needs.
2. Review previous 2024-2026 Implementation Strategy programs and results.
3. Rank and select priority areas.
4. Brainstorm evidence-based strategies, partnerships, and programs to address community health
needs.

During a facilitated workout session in January 2026, members of the CHNA/Implementation Strategy
Advisory Committee were asked to rate each health need based on the following criteria to identify the
significant health needs:
* Alignment: the degree to which the health issue aligns with community priorities.
* Feasibility: the degree to which the hospitals can address the need through direct programs,
clinical strengths, and dedicated resources.
* Partnerships: the degree to which there are current or potential community partners/coalitions.
*  Health Impact: the degree to which disparities exist and can be addressed.
*  Measurable: the degree to which measurable impact can be made to address the need.
*  Upstream: the degree to which the community health need is upstream from and a root cause of
other community health needs.

Based on those results, behavioral health was identified as the top priority for Froedtert Community
Hospital — New Berlin’s 2027-2029 Implementation Strategy.

Community Resources and Assets

Community Hospital — New Berlin Community Engagement team members, leaders and external
community partners work collaboratively to address the significant health needs of the community by
leveraging existing resources including in-kind donations, financial contributions, dedicated team
members, marketing/IT, and clinical and medical expertise. Specific resources leveraged by the hospital
are identified in the Implementation Strategy. In addition, community resources are noted by key
stakeholders in Appendix E.

Approval of Community Health Needs Assessment

The completed Community Health Needs Assessment (CHNA) report was adopted by the Froedtert
Health Neighborhood Hospital, LLC Board of Managers on 05/04/2026 and made publicly available on
05/05/2026.

Summary of Impact from the Previous Implementation Strategy

An abridged version of the results and evaluation of the impact of actions taken to address the significant
health needs identified in Froedtert Community Hospital — New Berlin’s prior CHNA can be found in
Appendix J of this CHNA. A copy of the complete prior CHNA can be found on the Froedtert
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Community Hospital — New Berlin website at Froedtert Community Hospital Community Engagement |
Froedtert & MCW

Public Availability of CHNA and Implementation Strategy

After adopting the CHNA Report and Implementation Strategy, Froedtert Community Hospital — New
Berlin publicly shares both documents with community partners, key stakeholder, hospital board
members, public schools, non-profits, hospital coalition members, local public health departments and the
general public. Documents are made available via email, hard copies are made available at applicable
meetings, and electronic copies are made available by PDF for download on Froedtert Community
Hospital Community Engagement | Froedtert & MCW.

Feedback and public comments are always welcomed and encouraged and can be provided through the
contact form on the Froedtert & MCW website at https://www.froedtert.com/contact, or contacting
Froedtert ThedaCare’s Community Engagement leadership/team members with questions and concerns
by calling 414-777-3787. Froedtert Community Hospital — New Berlin received no comments or issues
with the previous Community Health Needs Assessment Report and Implementation Strategy.
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Appendix A: Froedtert Community Hospital — New Berlin
CHNA/Implementation Strategy Advisory Committee

. o . Hospital
Name Title Organization Affiliation
Michelle Clark Hospital Administrator Froedtert Community Hospital - New Berlin | CAC
Andy Dresang Executive Director, Community Froedtert ThedaCare
Engagement
Haley Fleckenstein | Administrative Fellow Froedtert & the Medical College of
Wisconsin
Kiara Green Executive Assistant Associate — Froedtert ThedaCare
Community Engagement
Kristin Houte Account Executive New Berlin Chamber of Commerce and CAC
Visitors Bureau
Erica Komorowski | Community Service Officer New Berlin Police Department CAC
Chris Executive Director Nursing and Clinical | Froedtert ThedaCare
Kowalkiewicz Ops
Katie Malone Director, Human Resources Wenthe-Davidson Engineering Co. CAC
Courtney Nathan Public Health Strategist Waukesha County Department of Health CAC
and Human Services
Julie Niedfeldt VP of HR and EHS Dynatect Manufacturing, Inc. CAC
Mandie Reedy Community Engagement Coordinator Froedtert ThedaCare
Frances Thomas Public Health Strategist Supervisor Waukesha County Public Health CAC
Amanda Wisth Director of Community Benefit Froedtert ThedaCare
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Appendix B: Health Impact

Health impact and health disparities are complex and closely connected, as are their root causes. This
assessment derived language and context for these definitions from the Robert Wood Johnson
Foundation, University of Wisconsin Population Health Institute and the American Public Health
Association.

People who are marginalized by society or who come from disadvantaged communities tend to have more
chronic diseases and poorer health outcomes. Individuals' health outcomes are deeply influenced by
factors such as race, ethnicity, socioeconomic status, geographic location, gender and other social
determinants.

Determinants of health reflect the many factors

that contribute to an individual’s overall health. i

In addition to health care and health behaviors, it DETERMINANTS OF HEALTH
is estimated that socioeconomic conditions and Factors that contribute to overall health.

‘Fhe .pl.lys1c?l environment represent 50% of an Health Behaviors | 30%
1nd1v1d}1a1 s opportunity for good hea}th. The Tobisceo e, Dist & Exarcissy Alcoticl
determinants of heal‘th reflect a growing area of Use, Sexual Activity

focus, research and investment in areas like

housing, education, community safety and Health Care | 20%

employment to help build healthier communities. Access & Quality of Care
Socioeconomic Factors | 40%
Health disparities are preventable differences in Education, Job Status, Family/Sacial
health outcomes (e.g., infant mortality), as well Support, Income, Community Safety
as the determinants of health (e.g., access to
affordable housing) across populations.

Physical Environment | 10%

County Health Rankings Model ® 20914 UWPHI

Health Disparities

Identifying health disparities and barriers to good health are important components in assessing
community health needs. Once identified, understanding upstream policies, systems and social
determinants that drive health disparities can help create practical, community-driven solutions that
support individual and community health improvement. Analysis by race and place is utilized throughout
the shared Waukesha County CHNA.

Overall, the health disparities faced by marginalized communities are the result of complex interactions
between socioeconomic, environmental and systemic factors. Addressing these disparities requires not
only improving access to health care but also addressing the broader social and economic inequalities that
disproportionately affect these communities.
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Appendix C: 2025 Froedtert Community Hospital — New Berlin Community
Health Needs Assessment: 2023 Waukesha County Community Health Phone
and Online Survey

The Waukesha County Community Health Survey Reports are available at
https://www.froedtert.com/community-engagement.

The Community Health Survey is conducted approximately every three years and is used to identify
community trends and changes over time. The health topics covered by the survey are provided in the
Waukesha County Community Health Survey Report (Appendix D). The purpose of this project is to
provide Waukesha County with information for an assessment of the health status of residents. Primary
objectives are to:
1. Gather specific data on behavioral and lifestyle habits of the adult population. Select information
will also be collected about the respondent’s household.
2. Gather data on a random child (17 or younger) in the household through an adult who makes
health care decisions for the child.
3. Gather data on the prevalence of risk factors and disease conditions existing within the adult
population.
4. Compare, where appropriate, health data of residents to previous health studies.
5. Compare, where appropriate and available, health data of residents to state and national
measurements along with Healthy People 2030 goals.

Community Health Phone Survey

Respondents were scientifically selected so the survey would be representative of all adults 18 years old
and older in the county. The sampling strategy was two-fold. 1) A random-digit-dial landline sample of
telephone numbers which included listed and unlisted numbers. The respondent within each household
was randomly selected by computer and based on the number of adults in the household (n=180). 2) A
cell phone-only sample where the person answering the phone was selected as the respondent (n=220). At
least 8 attempts were made to contact a respondent in each sample. Screener questions verifying location
were included. Data collection was conducted by Management Decisions Incorporated. A total of 400
telephone interviews were completed between Aug. 19 and Oct. 19, 2023.

With a sample size of 400, we can be 95% sure that the sample percentage reported would not vary by
more than 5 percent from what would have been obtained by interviewing all persons 18 years old and
older with telephones in the county. This margin of error provides us with confidence in the data; 95
times out of 100, the true value will likely be somewhere between the lower and upper bound. The margin
of error for smaller subgroups will be larger than +5 percent, since fewer respondents are in that category
(e.g., adults who were asked about a random child in the household).

In 2021, the Census Bureau estimated 317,879 adult residents lived in Waukesha County. Thus, in this
report, one percentage point equals approximately 3,180 adults. So, when 15% of respondents reported
their health was fair or poor, this roughly equals 47,700 residents +15,900 individuals. Therefore, from
31,800 to 63,600 residents likely have fair or poor health. Because the margin of error is +5%, events or
health risks that are small will include zero. In 2022, the Census Bureau estimated 170,114 occupied
housing units in Waukesha County. In certain questions of the Community Health Survey, respondents
were asked to report information about their household. Using the 2022 household estimate, each
percentage point for household-level data represents approximately 1,700 households.

Community Health Online Survey

To supplement the Community Health Survey phone survey, an online survey was created by partners
Ascension Wisconsin, Aurora Health Care, ProHealth Care, Froedtert ThedaCare and the Waukesha
County Public Health Department.

14|Page


https://www.froedtert.com/community-engagement

The questionnaire was entered into Survey Monkey with links and QR codes for easy access. Partners
marketed the survey throughout the county. A total of 488 online surveys was completed between
Sept.15, 2023 and Nov. 25, 2023. This is a convenience sample and is useful to obtain information from
harder-to-reach people who are often underrepresented in general population surveys. As a result, this is a
good supplemental piece to the general population survey. Post-stratification was conducted at the
estimated S5-year-age-group level by sex of the 2021 county characteristics of the American Community
Survey. The margin of error is +4 percent. The margin of error for smaller subgroups will be larger than
+4 percent, since fewer respondents are in that category.

Partners & Contracts: This report was commissioned by Ascension Wisconsin, Aurora Health Care,

Froedtert ThedaCare, ProHealth Care and the Waukesha Public Health Department. The data was
analyzed and prepared by JKV Research, LLC.
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Appendix D: 2025 Froedtert Community Hospital — New Berlin Community
Health Needs Assessment: 2023 Waukesha County Community Health Phone
and Online Survey Results

Executive Summary
This research provides valuable behavioral data, lifestyle habits, and the prevalence of nisk factors and disease
conditions of Waukesha County residents. The following data are nghlights of the comprehensive study.
Waukesha W s
Orverall Health 2013 2015 2017 2020 2023 2022 2022
ExcellentVery Good 64% 5T%% 60% 63% 53% 52% S0%
Crood 26% 313 2%% 28% 313% 3% 33%
Fair or Poor 10% 11% 15% 9% 15% 16% 17%
Health Care Coverage Waukesha Wr s
Mot Covered 2012 2015 2017 2030 2023 2022 2022
Personally {(Currently, 1% Years Old and Older) 6% 2% M 4% 4% % %
Personally {Currently, 18 to 64 Years Old) [HP2030 Goal: 8%] T 2% 2% 5% 5% %% 9%
Houschold Member (Past Year) 0% %% T 9% 4% Nd NA
Did Mot Receive Care Needed in Past Year ‘Waukesha Wi s
Unmet Need/Care in Household 2012 2015 2017 2020 2023 2022 2022
Preseniption Medication Not Taken Due to Cost [HP2030 Goal: %] Bl% 8% 11% 5% 6% N4 795
Medical Care [HP203(0 Goal: 6%]* 4% ¥ 12% % % 8% %
Dental Care [HP2030 Goal: 19%]* 9% 12% Th 16% 10% N4 2%’
Unmet Need/Care (Respondent Only)
Alcohol/Substance Abuse Treatment - - - - 1% Nd NA
Mental Health Care Services*® <1% 3 3% 4% 5% Nd NA
Waukesha W us
Economic Hardships 2012 2015 2017 2020 2023 2022 22
Houschold Went Hungry (Past Year) - - 4% 2% 1% Nd NA
Houschold Able to Meet Needs with Money and Resources
Strongly Disagree/Disagree (Past Month) - - - - 4% NA N4
Looked for Communily Resource Support (Past 3 Years) - -- 18% 13% 14% NA N4
Respondents Who Looked for Community Support
Felt Somewhat/Slightly/Not at All Supported -- —  431% 4% 54% NA N4
Issue with Current Housing Situation - -- - — 2% N4 NA
Health Information Waukesha W s
Primary Source of Health Information 20012 20015 2017 2020 2023 2022 2022
Doctor or Cther Health Professional 43% 5000 50%  52% 353% N4 N4
Internet 28% 30 0% 32% 4% Nd N4
MysellilFamily Member in Health Care Field 9% 6%  13% 9% 14% Nd N4
‘Waukesha wr s
Health Services 2012 20015 2017 2020 2023 2022 2022
Have a Pnmary Care Physician [HP2030 Goal: 84%]) - -- B6% B9% RO% 76% 84%
Primary Health Services
DoctorMurse Practitioner's Office B6% TB% 68% 4% 65% Nd NA
Urgent Care Center 5% 8% 21% 21% 18% NA NA
Worksite Clinic - - 4% =1% 2% N4 N4
Cuickcare Clinic/Fasteare Clinic - -- % 2% 1% N4 N4
Virtual Health Tele-Medicine or Electronic Visit - - <1% <1% 1% Nd NA
Alternative Medicine Location - -- - - 1% Nd NA
Hospital Emergency Room <%0 3% <1% M <% N4  NA
Hospital Outpatient Department <1% <1% 0% 0% <I% Nd N4
Public Health Clinic/Community Health Center 5% 4% <1%% 2% 0% Nd N4
No Usual Place 2% 6% 3% T % N4 NA

—Not asked. NA-WI and/or US data not available. '2019 data. *Since 2020, the question was asked of any household member. In previous years,
the question was asked of the respondent only. **In 2020, the question was asked of any houschold member. [n all other study years, the question
was asked of respondents only.
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Waukesha wr us
Health Conditions in Past 3 Years 2012 2015 2007 2020 2023 2022 2022
High Blood Pressure 2% 31% 31% 29% 20% NA NA
High Blood Cholesterol 258% 26% 26% 22% 24% NA N4
Mental Health Condition 12%  11% 18% 19% 19% NA NA
Heart Disease/Condition 9% T 12% E%W 12% NA N4
Diabeles T 9% 12% 10% 1% NA N4
Asthma {Current) B%  B% 11% 9% 9% % 10%
Waukesha Wi Us
Regularly Seeing Doctor/Nurse/Other Health Care Provider 2012 2015 2007 2020 2023 2022 2022
High Blood Pressure - - -- - % NA N4
High Blood Cholesterol - - - - 4% NA N4
Mental Health Condition - - - - T2% NA N4
Heart Disease/Condition - - - - 08% NAd N4
Diabeles - - - - 98% NA N4
Asthma (Current) - - - - T8% NAd N4
Body Weight Waukesha Wr  us
Overweight Status 2012 2015 2007 2020 2023 2022 2022
Owverweight (BMI 25.04) 65% T0% 69% T0% 6T 1% 68%
Obese (BMI 3000+) [HP2030 Goal: 36%] 28% 3M% 30 3% 27% 33% 34%
Waukesha Wi Us
Tobaceo Product Use in Past Month 2012 2015 2007 2020 2023 2022 2022
Current Smokers [HP2030 Goal: 6%] 17% 13%  14% 11% 9% 4% 4%
Current Vapers - 4% 4% 4% 4% % 8%
OF Current Smokers/Vapers in Past Year. ..

Quit Smoking Vaping | Day or More Because Trying to Quit® 45% 55% 67% S55% 3% Nd NA
Saw a Health Care Professional Advised o Quit SmokingVaping*® 69% 67%  To%n  69% 9% NA N4
Exposure to Smoke or Electronic Vapor Waukesha Wi Us
Smoking Policy at Home 2012 2015 2017 2020 2023 2022 18-19
Mot Allowed Anywhere [HP2030 Goal: 93%] 82% B6% 88% BR8% 9% NA 9%
Allowed in Some Places’' At Some Times % 6% 3 3% 4% NA N4
Allowed Anywhere 2% <% <1% 2% <I1% NA NA
No Rules Inside Home T% &% %0 T 6% NA N4

MNonsmokersMonvapers Exposed to Second-Hand Smoke/Vapor Past 7 Days®  10% 8% T 8% &% NA NA
Waukesha Wi Us
Other Tobaceo Products in Past Month 20012 2015 20017 2020 2023 2022 2022
Cigars, Cigarillos or Little Cigars Use -- W 4% 3% 5% NA N4
Smokeless Tobacco Use - % 4% T 4% % 3%
Waukesha Wi Us
Delta-8 (Marijuana-lite, Diet Weed, Dabs) Use in Past Month 20012 2015 2007 2020 2023 2022 2022
Dielta-8 - - - - 4% NA N4
Waukesha Wi )
Alcohol Use in Past Month 2012 2015 2017 2020 2023 2022 2022
Binge Drinker** [HP2030 Goal 5+ Drinks: 25%] 2% 29% 26% 32% 31% 2% 17%
DriverPassenger When Driver Perhaps Had Too Much to Drink e <1% 2% 2% 2% NA N4

—Mot asked. NA-WI and'or US data not available.

*Bmnce 2020, tobacco questions included vaping. In previous years, questions were asked sbout smoking only.

**Hinge drinking is defined as “4 or more drinks on an occasion™ for females and 5 or more drinks on an occasion” for males.
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Waukesha Wi Us
Mental Health Status 2012 2015 2017 2020 2023 2022 222
Felt Sad, Blue or Depressed Always/Nearly Always (Past Month) 5% 4% 3% 4% 4% NA N4
Felt Lonely or Isolated AlwaysMNearly Always - - - - 3% NA N4
Considered Suicide (Past Year) 2% 4% 4% 3% 1% NA NA
Find Meaning & Purpose in Daily Life Seldom/Mever 4% 4% 4% 6% 5% N4 NA
Waukesha Wi us
Houschold Problems in Past Year Associated With... 2012 2015 2017 2020 2023 2022 222
Alcohol 3% 6% 1% 2% 2% NA NA
Marijuana or THC-Contaiming Products Including Delta-9 1% 2% 2% <1% 2% NA N4
Cocaine, Heroin or Other Street Drugs % =1% 2% 1% 1% NA NA
Misuse of Prescnption Drugs or Over-the-Counter Diugs 1% 1% 1% <1% <% N4 NA
Waukesha Wi us
Personal Safety Issues in Past Year 2012 2015 2017 2020 2023 2022 2022
Afraid for Their Safety 4% 4% 4% 6% 4% NA NA
Pushed, Kicked, Slapped or Hit 1% 3% 5% 2% 2% NA NA
At Least One of the Safety [ssues 4% 5% T T 6% NA N4
Waukesha Wi Us
Children in Houschold 2012 2015 20017 2020 2023 2022 2022
Primary Health Care Provider-Knows Child & Familiar with History B6% HO%% 9T%%  00% 0% NA N4
Visited Prmary Health Care Provider for Preventive Care (Past Year) 03% O5% RO%  97%  95% NA N4
Did Not Receive Care Needed (Past Year)
Dental Care 3% 6% 2% T 1% NA N4
Medical Care 3% 4% 2% 4% 2% NA NA
Asthma 3% 7% 3 9% 5% NA NA
Mental Health Condition - - -- - 12% NA NA
Overweight or Obese - - -- - 7% NA NA
Children 5 to 17 Years Old
Seldom/MNever Sale in Community/Neighborhood 1% 0% <1% 0% 0% NA NA
Felt Unhappy, Sad or Depressed AlwaysMNearly Always (Past 6 Months) 4% 0% 1% 2% 2% NA NA
Experienced Some Form of Bullying (Past Year)* 18% 14% 14% 10% 14% NA NA
Werbally Bullied® 18% 14% 14% 9% 4% NA NA
Physically Bullied* 5% 2% 4% <=1% 1% NA NA
Cyber Bullied® 3% 4% 1% 3% 4% NA N4
Waukesha Wi us
Top County Social or Economic Issues 2012 2015 2017 2020 2023 2022 2022
Economic Stability and Employment - - -- - 17% NA N4
Community Vielence and Crime - - - - 15% NA N4
Safe and Affordable Housing - - - - 14%% NA NA
Education Access and Quality - - - - 10%4 NA N4
Accessible and Affordable Health Care - - - - 9% NA NA
Food Insecurity - - - - 9% NA N4
Racism and Discrimination - - - - R% NA N4
Social Connectedness and Belonging - - - - 6% NA NA
Waukesha Wi us
Top County Health or Behavioral Issues 2012 2015 2017 2020 2023 2022 2022
Alcohol Abuse and Drug/Substance Use - - -- -~ 38% NA NA
Mental Health, Mental Conditions and Suicide - - -- -~ 35% NA NA
Mutrition, Physical Activity and Obesity - - -- - 17% NA N4
Access to Affordable Health Care - - - - R% NA N4
Chronic Discases - - -- - B% NA NA

—Mot asked. MNA-WI and/or US data not available.

*Since 2020, the question was asked for children 5 to 17 vears old. In previous years,

the question was asked for children & to 17 years old.
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General Health

In 2023, 53% of respondents reported their health as excellent or very good; 15% reported fair or poor. Respondents
who were female, with a high school education or less, in the bottom 40 percent houschold income bracket, who
were unmarried or smokers were more likely to report fair or poor health. From 2012 ro 2023, there was a statistical
increase in the overall percent of respondents who reported fair or poor health, as well as from 2020 o0 2023.

Health Care Coverage

In 2023, 4% of respondents reported they were not currently covered by health care insurance; respondents 18 to 34
years old or in the bottom 40 percent houschold income bracket were more likely to report this. Four percent of
respondents reported someone in their houschold was not covered at least part of the time in the past year:
respondents who were in the bottom 60 percent houschold income bracket or unmarmed were more hikely to report
this. From 2012 to 2023, the overall percent statistically remained the same for respondents 18 and older or 18 to
a4 years old who reported no current personal health care coverage, as well as from 2020 to 2023, From 2012 1o
20023, the overall percent statistically decreased for respondents who reparted someone in the household was not
covered at least part of the time in the past year, as well as_from 2020 to 2023,

In 2023, 6% of respondents reported that someone in their houschold had not taken their prescribed medication due
to prescription costs in the past year; respondents who were in the bottom 40 percent houschold income bracket or
unmarried were more likely to report this. Nine percent of respondents reported in the past year someone in their
household did not receive the medical care needed; respondents in the bottom 40 percent household income bracket
were more likely to report this. Ten percent of respondents reported in the past year someone in the houschold did
not recetve the dental care needed; respondents who were in the bottom 40 percent household income bracket or
unmarried were more likely to report this. One percent of respondents reported in the past year someone in the
houschold did not receive the alcohol/substance abuse treatment they needed or considered seeking. Five percent of
respondents reported in the past year they did not receive the mental health care services they needed or considered
secking; respondents who were female or unmarried were more likely to report this. From 2012 to 2023, the overall
percent statistically remained the same for respondents who reported someone in their household had not taken
their prescribed medication due to prescription costs in the past vear, as well as from 2020 to 2023. From 2012 to
20023, the overall percent statistically increased for respondents who reported unmet medical care in the past year
while fram 2020 to 2023, there was no statistical change. From 2012 o 2023, the overall percent statistically
remained the same for respondents who reported unmet dental care in the past year while from 2020 to 2023, there
was a statistical decrease. From 2002 to 2023, the overall percent statistically increased for respondents who
reported unmet mental health care services in the past year while from 2020 ta 20023, there was no statistical
change. Please note: since 2020, unmet medical and dental care need was asked of the household. In previous years,
it was asked of the respondent only. fn 2020, unmet mental health care services was asked of the household. In all
ather study years, it was asked of the respondent only.

Economic Hardships

In 2023, 2% of respondents reported their houschold went hungry because they didn’t have enough food in the past
year. Four percent of respondents disagreed or strongly disagreed “Dunng the past month, my houschold has been
able to meet 1ts needs with the money and resources we have.” Respondents in the bottom 40 percent houschold
income bracket were more likely to strongly disagree/disagree. Fourteen percent of respondents reported someone in
their household in the past three years looked for community support; respondents who were in the bottom 40
percent household income bracket or unmarried were more likely to report this. Fifty-four percent of respondents
who looked for community resource support reported they felt somewhat, slightly or not at all supported. Two
percent of respondents reported they had an issue with their current housing situation. From 2007 to 2023, there was
no statistical change in the overall percent of respondents who reported their household went hungry because they
didn 't have enough food in the past year, as well as from 202 to 2023, From 2017 to 20023, there was no statistical
change in the overall percent of respondents who reporied in the past three yvears someone in their household looked
Jor community resource support, as well as from 2020 to 2023, From 2017 to 2023, there was no statistical change
in the overall percent of respondents who looked for community resource support and reported they felt somewhat,
slighily or not at all supported by the resource, as well as from 202{) to 2023.
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Health Information

In 2023, 53% of respondents reported they trust a doctor or other health professional the most for health information
while 24% reported the Internet. Fourteen percent reported they were/family member was in the health care field and
their most trusted source for health information. Respondents 65 and older, with a high school education or less or in
the bottom 40 percent houschold income bracket were more likely to report doctor or other health professional.
Respondents who were male, 18 to 34 years old, respondents of color or with some post high school education were
more likely to report the Internet. Respondents who were white, with at least some post high school education, in the
top 40 percent household income bracket or married respondents were more likely to report themselves or a family
member in the health care field and their most trusted source for health information. Fraom 2012 1o 2023, there was a
statistical increase in the overall percent af respondenis who reported they trust their doctor or other health
professional the most as their source of health information while from 2020 to 2023, there was no statistical change.
From 2012 to 2023, there was no statistical change in the overall percent of respondents who reported they trust the
Internet the most as their source af health information while from 2020 1o 2023, there was a statistical decrease. From
2012 1o 2023, there was a statistical increase in the overall percent of respondents who reported they were/family
member was in the health care field and their source of health information, as well as from 2020 to 2023,

Health Services

In 2023, 89% of respondents reported they have a primary care physician they regularly see for check-ups and when
they are sick; respondents 65 and older were more likely to report a primary care physician. Sixty-five percent of
respondents reported their primary place for health services when they are sick was from a doctor’s or nurse
practitioner’s office while 18% reported an urgent care center. Respondents who were female, 65 and older or with a
high school education or less were more likely to report a doctor’s or nurse practitioner’s office as their primary health
care when they are sick. Respondents 35 to 44 years old or respondents of color were more likely to report an urgent
care center as their primary health care. Nine percent reported no usual place for their primary place for health
services; respondents who were male or white were more likely to report this. From 20107 to 2023, there was no
statistical change in the overall percent of respondents who reported they have a primary care physician, as well as
JSrom 2020 o0 2023, From 2012 to 2023, there was a statistical decrease in the overall percent of respondents who
reported their primary place for health services when they are sick was a doctor 's/nurse practitioner s office while
Jfrom 2020 ta 2023, there was no statistical change. From 2012 to 2023, there was a statistical increase in the overall
percent af respondents who reported their primary place for health services when they are sick was an urgent care
center or no usual place while from 2020 to 2023, there was no statistical change.

Health Conditions

In 2023, out of six health conditions listed, the most often mentioned in the past three yvears was high blood pressure
(29%a), high blood cholesterol (24%0) or a mental health condition (19%). Respondents who were male, 65 and older,
white, with a high school education or less, in the bottom 40 percent houschold income bracket or who were
overweight were more likely to report high blood pressure. Respondents who were 55 and older, white or
overweight were more likely to report high blood cholesterol. Respondents who were female, 35 to 44 wyears old. in
the bottom 40 percent household income bracket or unmarrned were more likely to report a mental health condition.
Twelve percent reported they were treated for, or told they had heart disease/condition in the past three years.
Respondents 65 and older, with a high school education or less or in the bottom 40 percent houschold income
bracket were more likely to report heart disease/condition. Eleven percent of respondents reported diabetes;
respondents who were male, 65 and older or overweight were more likely to report this. Nine percent reported
current asthma; unmarried respondents were more likely to report this. Of respondents who reported these health
conditions, at least 72% reported they were regularly seeing a doctor, nurse or other health care provider for their
health condition. From 2012 to 2023, there was no statistical change in the overall percent of respondents who
reported high blood pressure, high blood cholesterol, diabetes or current asthma, as well as from 2020 to 2023,
From 2012 to 2023, there was no statistical change in the overall percent of respondents who reported heart
disease/condition while from 202{) to 2023, there was a statistical increase. From 2012 to 20123, there was a
statistical increase in the overall percent of respondents who reported a mental health condition while from 2020 to
20023, there was no statistical change.
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Body Weight

In 2023, 67% of respondents were classified as at least overweight while 27% were obese. Male respondents were
more likely to be at least overweight. Respondents 45 to 54 years old were more likely to be obese. From 2012 1o
20023, there was no statistical change in the overall percent of respondents who were at least overweight, as well as
Jrom 2020 ta 2023, From 2012 to 2023, there was no statistical change in the overall percent of respondents who
were obese while from 2020 to 2023, there was a statistical decrease.

Tobacco Product Use

In 2023, 9% of respondents were current tobacco cigarette smokers: respondents with a high school education or less
or in the bottom 40 percent household income bracket were more likely to be a smoker. Four percent of respondents
used electronic vapor products in the past month. Thirty-two percent of current smokers/current vapers tried to quit
smoking/vaping at least one day in the past year because they were trying to quit. Fifty-nine percent of current
smokers/vapers who saw a health professional in the past year were advised to quit smoking/vaping. From 2012 ta
20023, there was a statistical decrease in the overall percent af respondents who were current tobacco cigaretie
smokers while from 2020 1o 2023, there was no statistical change. From 2015 to 2023, there was no statistical
change in the overall percent of respondents who reported electronic vapor product use in the past month, as well as
Srom 2020 ta 2023, From 200 2 to 2023, there was no statistical change in the overall percent af current tobacco
cigarette smakers or electronic vapor product users who guit smoking/vaping for at least one day in the past year
because they were trying to quit while from 2020 to 2023, there was a statistical decrease. From 2012 to 2023, there
was no siatistical change in the overall percent af current smokers/vapers who reported in the past year their health
professional advised them to quit smoking or vaping, as well as from 2020 1o 2023, Please note: since 2020, the
tobacco cessation and health professional advised guitting questions included current smokers and current vapers.
In previous years, both questions were asked of current smokers only.

In 2023, 90% of respondents reported smoking 15 not allowed anywhere inside the home. Respondents in the top 40
percent household income bracket or with children in the household were more hikely to report smoking 1s not
allowed anywhere inside the home. Six percent of nonsmoking or nonvaping respondents reported they were
exposed to second-hand smoke or vapor in the past seven days. From 2002 to 2023, there was a statistical increase
in the overall percent of respondents who reported smoking is not allowed amywhere inside the home while from
2020 1o 2023, there was no statistical change. From 2012 1o 2023, there was a statistical decrease in the overall
percent af nonsmoking or nonvaping respondents who reported they were exposed to second-hand smoke or vapor in
the past seven days while from 2020 to 20023, there was no statistical change. Please note: since 2020, the second-
hand smoke exposure guestion included nonvapers while in previous years the guestion included nonsmokers onfy.

In 2023, 5% of respondents used cigars, ciganllos or little cigars while 4% of respondents used smokeless tobacco in
the past month. Respondents who were male or marnied were more likely to report they used cigars, cigarillos or
little cigars. Respondents who were male, 18 to 44 years old or with some post high school education were more
likely to report smokeless tobacco use. From 2015 to 2023, there was no statistical change in the overall percent af
respondents who used cigars/cigarilios/littfe cigars in the past month, as well as from 2020 to 2023, From 2015 to
20023, there was no statistical change in the overall percent of respondents who used smokeless tobacco in the past
month whife from 2020 to 2023, there was a statistical decrease.

Delta-8 Use
In 2023, 4% of respondents used Delta-8, also known as marijuana-lite, diet weed or dabs, in the past month.
Respondents 18 to 34 years old were more likely to report they used Delta-8 in the past month.

Alcohol Use

In 2023, 31% of respondents were binge drinkers in the past month {females 4+ drinks in a row and males 5+
drinks). Respondents who were male or 18 to 34 years old were more likely to have binged in the past month. Two
percent of respondents reported they had been a driver or passenger when the driver perhaps had too much to drink
in the past month. From 2012 to 2023, there was a statistical increase in the overall percent of respondents who
reported binge drinking in the past month while from 2020 ta 2023, there was no statistical change. From 2012 to
20023, there was no statistical change in the overall percent of respondents who reported in the past month they were
a driver or passenger in a vehicle when the driver perhaps had too much to drink, as well as from 2020 10 2023,
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Mental Health Status

In 2023, 4% of respondents reported they always or nearly always felt sad, blue or depressed in the past month;
respondents in the bottom 60 percent houschold mcome bracket were more likely to report this. Three percent of
respondents reported they always or nearly always felt lonely or 1solated from those around them. Three percent of
respondents felt so overwhelmed they considered suicide in the past year. Five percent of respondents reported they
seldom or never find meaning and purpose in daily life; respondents 45 to 54 years old, respondents of color or in
the bottom 60 percent houschold income bracket were more likely to report this. From 2012 to 2023, there was no
statistical change in the overall percent of respondents who reparted they always or nearly always felt sad, blue or
depressed in the past month, they considered suicide in the past vear or they seldom/never find meaning and purpose
in daily life, as well as from 2020 to 2023

Household Problems

In 2023, 2% of respondents reported someone in their houschold experienced a problem, such as legal, social,
personal, physical or medical in connection with drinking alcohol in the past year. Two percent of respondents
reported someone in their houschold experienced some kind of problem in connection with marnjuana/THC-
containing products including Delta-9 in the past year. One percent of respondents reported a houschold problem
with cocaine, heroin or other street drugs while less than one percent reported the misuse of prescription drugs/over-
the-counter drugs. From 2012 to 2023, there was no statistical change in the overall pevcent of respondents who
reported a household prablem in connection with drinking alcohal in the past year, as well as from 2020 to 2023,
From 2012 ta 2023, there was no statistical change in the overall percent af respondents who reported a household
praoblem with marijuana/ THC-containing products/including Delta-9, cocaine/heroin/other sireet drugs or misuse af
prescription drugs/over-the-counter drugs, as well as from 202{) to 2023,

Personal Safety Issues

In 2023, 4% of respondents reported someone made them afraid for their personal safety in the past year;
respondents 45 to 54 years old were more likely to report this. Two percent of respondents reported they had been
pushed, kicked, slapped or hit in the past year. A total of 6% reported at least one of these two situations;
respondents 45 to 54 years old were more likely to report this. From 2002 ta 2023, there was no statistical change in
the overall percent of respondents wha reported they were afraid for their personal safety or they were
pushedikicked/slapped/hit in the past vear, as well as from 2020 t0 2023, From 2012 1o 2023, there was no
statistical change in the overall percent of respondents who reported at least one af the two personal safety issues in
the past year, as well as from 2020 to 2023.

Children in Household

In 2023, the respondent was asked if they make health care decisions for children living in the houschold. If yes,
they were asked a senies of questions about the health and behavior of a randomly selected child. Ninety percent of
respondents reported they have one or more persons they think of as the child’s primary health care provider, with
95% reporting the child visited their primary health care provider for preventive care during the past year. Three
percent of respondents reported in the past year the child did not receive the dental care needed while 2% reported
the child did not receive the medical care needed. Fifteen percent of respondents reported the child currently had
asthma. Twelve percent of respondents reported the child had a diagnosed mental health condition. Seven percent of
respondents reported the child was overweight or obese. Zero percent of respondents reported the 5 to 17 year old
child was seldom/mever safe in their community. Two percent of respondents reported the 5 to 17 year old child
always or nearly always felt unhappy, sad or depressed in the past six months. Fourteen percent reported the 5 to 17
year old child experienced some form of bullying in the past year; 14% reported verbal bullying, 4% reported cyber
bullying and 3% reported physical bullying. Fram 2012 to 2023, there was no statistical change in the overall
percent af respondents who reported the child had a primary health care provider while from 2020 to 2023, there
was a statistical decrease. From 2002 to 2023, there was no statistical change in the overall percent of respondents
wha reported the child visited their primary health care provider in the past year for preventive care, as well as
Sfram 2020 to 2023, Fram 2012 to 2023, there was no statistical change in the overall percent of respondents who
reparted in the past vear the child had an unmet dental care need or unmet medical care need, as well as from 2020
to 2023, From 2012 1o 2023, there was a statistical increase in the overall percent of respondents who reported the
child currently had asthma while from 2020 to 2023, there was no statistical change. From 20112 to 2023, there was
no statistical change in the overall percent of respondents who reported the 5 to 17 year old child was seldom/never
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safe in their community or was always or nearly always unhappy/sadi'depressed in the past six months, as well as
Sram 2020 to 2023, From 2012 to 2023, there was no statistical change in the averall percent of respondents who
reported in the past vear the 5 to 17 vear old child was bullied overall as well as verbally bullied, physically bullied
ar cyber bullied, as well as from 2020 to 2023.

Top County Social or Economic Issues

In 2023, respondents were asked to list the top two social or economic issues in the county. The most often cited
were economic stability and employment (17%) or community vielence and crime (15%). White respondents were
more likely to report economic stability and employment as a top social or economic issue. Respondents who were
male or with a high school education or less were more likely to report community violence and crime. Fourteen
percent of respondents reported safe and affordable housing; female respondents were more likely to report this. Ten
percent of respondents reported education access and quality as a top issue. Nine percent of respondents reported
accessible and affordable health care as a top issue; white respondents were more likely to report this. Nine percent
of respondents were more likely to report food insecurity; respondents 35 to 44 years old were more likely to report
this. Eight percent of respondents reported racism and discrimination as a top issue; respondents who were male or
with a college education were more likely to report this. Six percent of respondents reported social connectedness
and belonging: respondents with a high school education or less were more likely to report this. Four percent of
respondents reported politics/government as a top issue; male respondents were more likely to report this.

Top County Health Conditions or Behaviors

In 2023, respondents were asked to list the top two health or behavioral i1ssues in the county that must be addressed
in order to improve the health of county residents. The most often cited were alcohol abuse and drug/substance use
(38%) or mental health, mental conditions and suicide (35%). White respondents were more likely to report alcohol
abuse and drug/substance use. Respondents 35 to 44 years old or with some post high school education were more
likely to report mental health, mental conditions and suicide as a top health or behavioral 1ssue. Seventeen percent of
respondents reported nutrition, physical activity and obesity; respondents 35 to 44 years old, with a college
education, m the top 60 percent household income bracket or married respondents were more hkely to report this.
Eight percent of respondents reported access to affordable health care as a top issue; respondents who were 65 and
older or white were more likely to report this. Eight percent of respondents reported chronic diseases. Four percent
of respondents reported tobacco and vaping products; male respondents were more likely to report this.
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Online Survey Results

1. Do you live in Waukesha County, Wisconsin?

NO.ccrisi s 43 = AND QIl=No.
I"m sorry, you are not eligible for this survey. We are
looking to collect data from those who live or work in
Waukesha County. Thank you for your time.

3. Generally speaking, would you say that your own health 1s...7

PR CBIIEER . cooaiss sy o s st st 10
IO SR s i i a4 B i B L BT 45 0

4. Was there a time during the last 12 months that YOU OR SOMEONE IN YOUR HOUSEHOLD did not get the
medical care needed?

WO i ol S e 23% — CONTINUE WITH Q5
L SO 76 — GO TO Q6
INOE SUPE .. 2 = GO TO Q6

5. What were the reasons you or someone in your household did not receive the medical care needed?
[110 Respondents: MULTIPLE RESPONSES ACCEPTED]

Cannot afford to pay .
Inconvenient hours........ L34
Don’t know where to go
Insurance did not cover it..

Unable to get appointment ... .22
Co-payments too high............ 14
Specialty physician not in area . 8
Poor medical care......ciinns W7
Not enough time.. .6
Uninsured. ..o 5
Technology issues/no internet or computer .............. 2
Physical barriers .

Lack of transportation ..., <1
Lack of child day care.........ccccinmnniiincncinn: <1
Language barriers .

INOE SUFE i s s

Other, (please specify) ..o, 3

* Doctor didn’t think it was necessary.

* I need a therapist, but I am older and most are too young and don’t have the experience or
gravitas to make me feel safe to talk about severe trauma.

¢ Lack of airborme infection control measures.

* Lack of county DHS not providing notice of the ability to request reasonable
accommodations.

* My husband like many of the residents that move into the assisted living where I work are
given just days to get out of rehab by insurance when they are not ready to go home.

*  Work occurrence policy.

6. Inthe past 12 months, was there a time that YOU OR SOMEONE IN YOUR HOUSEHOLD needed or considered
seeking alcohol or drug abuse treatment but did not get it?

Y BS i s 1% — CONTINUE WITH Q7
No, I got the services that I needed.......coocoiiiiiiiiiins 1 = GO TO Q8
Does not apply, I did not need services in past year..... 95 — GOTO Q8
NOL SUFE e <1 — GOTO Q8
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7. What were the reasons you or someone in vour household did not receive the alcohol or drug abuse treatment
needed? [15 Respondents: MULTIPLE RESPONSES ACCEPTED]

.10 Respondents

Not enough time.... . 7 Respondents
Cannot afford to pay ... . 6 Respondents
Co-payments too high . 5 Respondents
Don’t know where to po. . 4 Respondents

Insurance did not cover it
Inconvenient hours. ...
Poor AODA treatment care...........
Unable to get appointment ...

. 3 Respondents
. 3 Respondents
. 2 Respondents
. 2 Respondents

Lack of child day care.... . 1 Respondent
Uninsured.. . 0 Respondents
Lack of transportation........... . 0 Respondents
Specialty physmlsm not in area . 0 Respondents
Physical barriers... . 0 Respondents
Language barrlers . 0 Respondents
Technology issues/no internet or computer . . 0 Respondents
Not sure.. . 0 Respondents
Other, (please spec ty) ... . 7 Respondents

»  Declined treatment offcrcd

s Legal impacts.

e My husband did not want to at first.

»  Put with someone exactly what you're going through. It comes to a cultural barrier and a color

barrier when it comes to privilege. Individuals get treatment and then they're not harassed or
traumatized on their jobs. When it tells the people of color that follows you throughout your
treatment plan as well as your community and it's not giving the same help.

*  There is no place in Waukesha County to take a drug addict except Rogers and it is $5.000
when you walk in. How many drug addicts have $5,0007

8. Inthe past 12 months, was there a time that YOU needed or considered seeking mental health care services but did
not get it?

.25% — CONTINUE WITH Q9

No, I got the services that I needed.. i — GOTOQIO
Does not apply, I did not need services in past year..... 57 — GO TOQI0
Not sure.. 2 — GOTOQI0

9. What were the reasons you did not receive the mental health care needed? [122 Respondents: MULTIPLE
RESPONSES ACCEPTED]

Unable to get appointment ... A8%
Don’t know where to go..
Cannot afford to pay ...
Insurance did not cover it
Not enough time....... o
Stigma...
Co-payments too hi
Inconvenient hours
Poor mental health care
Specialty physician not in area.
Lack of child day care.
Uninsured
Lack of lransportatlon.
Physical barriers
Language barriers..
Technology issues/no internet or COMPUEr ......oee.
Not sure.
Other, (please spe(:lfy]
*  Again the culturally significant contact if you h.a\rc an understand the stress or traumas and the
constant layers of PTSD as well as emotional and physical trauma how can you diagnose me
or help me properly if you can't even conceive the pamn in which a person 1s going through and
it is not always textbook and most therapist follow textbook guidelines not under ding the
trauma in which a person has experienced throughout their life history and there was one
person who could and was helping in the Milwaukee arca but their insurance job
* At ER help not allowed because suicide threatened (idealized) only but not physically
attempted
* Couldn't locate one who was old enough to treat a severely traumatized senior. The young
therapists always seem intimidated by older patients. It makes me feel unsafe to talk about
things.
* Debating on if I need it and not sure where to go that my insurance covers.
Don't want to waste my time with a doctor who doesn't have the same religious beliefs as
myself.
Had to pay for other health care.
Negative experience with only available provider.
Not sure whether it would be helpful.
Other communication barriers. DHS not calling legal guardian if adult prior to beginning
outpatient services. Very poor quality. Counselor in training broke several conduct codes and
did not provide civil rights access.
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10. When you are sick, to which one of the following places do you usually go?

Doctor’s or nurse practitioner’s office ..., 55%
L T 1 L= 20
Quickcare clinic/Fasteare ClIMIC .o i cs e s ciee s s s naens 4
WOrksite ClINIC oo s s s s e 3
Virtual health/tele-medicine or electronic visil.....coi i, 3
Public health clinic or community health center..........coiii 1
Hospital @mergency FOOITT ..o et e st na e esae e =1
Hospital outpatient departiment ... s s s =1
Alternative medicine location, such as acupuncture, homeopathy, chiropractor,

. ettt rae o it e g R £ d EE £ SRR R b e b R =1

Some other kind of place, please specify ... 6
IO USUAL PLACE ...ttt et 5
IO SLITE .ottt et e et em b e m ettt e e =1

In the past three years, have you been treated for or been told by a doctor, nurse or other health care provider that:

Yes No Not Sure

11. You have diabetes, not associated with a pregnancy ..o e i 9% 90% <%
12. You have high blood pressure ... 39 61 <1
13. Your blood cholesterol is high......oooiiiiiiiiiiii e 30 68 2
14. You have heart disease or a heart condition ... 12 87 1
15. You have a mental health condition, such as an anxiety disorder,

obsessive-compulsive disorder, panic disorder, post-trauma ... 35 04 <1
16. Vou have Asthina ..ot eeaeaend 16 83 <]

17. During the past 30 days, about how often would you say you felt sad, blue, or depressed?

I BV BT i et camemre s e e st sa et s see e eaneia 19%
b s SO 37
SOMETIITIES . oeeeiiii ittt eesiaeae et sams e msssaseea eamesan 32
Nearly always. ... e 5
ADWAYS (e s s s e 2
INOE SUFE . veeveeeiemee s cesnmssse e mensenmssessnssnmsssanssmnnssnn [

L= RSSO 33%
BT o SOOI 28
S OITIETIITIES 1 eeeecaceece e camasee e meeeemaseseessnmse s e srsmnnesnn 31
Nearly always.....co s 4
ATWAYS i s 3
INOE SUTE o veeieeeieeeeciamee e e nmes e e e meesemasesenssnmss s e nrsmnnens <]
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19. In the past year have you considered suicide?

211 connects you with thousands of nonprofit and government services in yvour area. If you want personal assistance,
call the three-digit number 211, 877-947-2211 or dial 988 for a crisis hotline.

20. To which gender identity do you most identify with? The purpose of this question 1s to identify the proper follow-
up questions in this survey.

21.

MaALE Lo A8%
Female.. . S0
Transgender male/transgender female/nonbinary/prefer

not to answer/not sure/other gender 1dentity .o ieiecnnnn. 3

Considering all types of alcoholic beverages, how many times during the past 30 days did you have (5 or more

drinks male) or (4 or more drinks female) on an occasion? Note: an alcoholic drink 1s one can or bottle of beer, one
olass of wine, one can or bottle of wine cooler, one cocktail or one shot of liquor. [Due to an initial program error,
only 375 respondents completed the corrected question.]

Three times
Four or more thmes. ..o eceeeccmre e s 9
INOT STITE L ooct e cie e e e esmr e e e st meeeen e <1

During the past year, has ANYONE IN YOUR HOUSEHOLD, INCLUDING YOURSELF, experienced any kind of
problem such as legal, social, personal, physical or medical in connection with...7 (Select an option for your response
in each row below.)

Yes No Mot Sure
22, Drinking alcohol. ... s 6% 94% 0%
23. Marijuana or THC-containing products including Delta-9 3 96 <1
24, Cocaine, heroin, or other street drugs ..., 1 98 <]
25. Misuse of prescription drugs or over-the-counter-drugs ......cccooininnae 2 98 <]

In the past 30 days, did you use... {Select an option for your response in each row below.)

Yes No Mot Sure
26. Smokeless tobacco including chewing tobacco, snuff, plug, or spit ...... 2% 98% 0%
27. Cigars, cigarillos or little ClEars.. ... 3 97 0
28. Electronic cigarettes, also known as e-cigareties or vaping .................. 2 98 0
29, Delta-8, also called marijuana-lite, diet weed or dabs..........cccciiinninnne 4 26 0

30. During the past year has anyone made you afraid for your personal safety?

BT SUTE . (. e me e e =l
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The next two questions are about 1ssues that our community faces that need to be addressed in order to improve the
quality of life of county residents.

31. What are the two largest social or economic 1ssues in your community that must be addressed? (Select two.)

Accessible and affordable health care...........cooooviii A0%
Safe and affordable hoUSING. ... 26
Community violence and CrmE ... 19
Affordable childCare ..ot 19
Racism and discrimination ... 11
Economic stability and employment ... 10
Environmental health (clean air, safe water, efc.) ..o 9
Social connectedness and belonging ... 9
Access 10 50c1al SEIVICES .o 8
Education access and quality ... 6
Quality of health care........oc e 6
LR Ta B T OO OO SPTPPN 6
Accessible and affordable transportation 3
Family support ..o, 2
NOt SUFE. .o 4
Do not want to answer . 1
Other, (please Specifiy) s e 10

* A place to take a drug addict for help.

*  Access to affordable mental health services.

*  Access to mental health care in a timely manner.

*  Access to timely, professional Fire and EMS services.

*  Addiction recovery.

*  ADRC disability rep for over 50.

+ Affordable drugs.

*  All of the above.

*  Availability of mental health care.

*  Drug abuse and mental health cnisis.

+ Education is focused on college prep only. Need to bring back education in the trades and just
daily living (personal finance/maintenance).

* Good prices atfecting food I buy for a large family.

* Living on the same block as Salvation Army you are living on Skid Row of Waukesha you are
dealing with theft, drunks, overdosing, loitering in the parking lot, hiving 1n the wooded area,
and people ringing your doorbell at 4 am it's hell. Also, no help with water bill from a leak, no
option for help when the city mows your lawn because you are too sick from mental health
but they'll slap a lean on this POS, worst mistake of my life buying a house out here had less
BS in Milwaukee.

*  Many of these are connected.

* Mental Health.

* Mental health resources with getting fast appointments.

s  Mental health services for our youth.

* More access to in-person mental health services.

*  More trails/sidewalks to make walking on strects safer. I'd also like to see red light cameras

mstalled. I am an avid runner and 2-3 times a week I almost get hit by a car not stopping to
turn right on red or I witness someone doing it.
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32. What are the two largest health conditions or behaviors that must be addressed in order to improve the health of
county residents? (Select two.)

Mental health, mental conditions and smicide ........ccoooooiiiiiiiiiiiiiinns S58%
Alcohol abuse and drug/substance use. ... 40
Chronic diseases (heart disease, diabetes, cancer, autoimmune
cOndItions, Arthritis, B0 N e s maa e s e sasiamasee sansaas 26
Nutrition, physical activity and obesity ... 21
Reproductive and sexual health (STD’s, abortion, ete.) ..o 6
Maternal, infant, and child health ..., 5
Tobacco and vaping products ... 5
Intimate partner and domestic violence ... . 4
Communicable diseases or COVID-19 (flu, cold, 1¢.) ceoveeeeereeeeeee. 4
Unintentional injury, including falls and motor vehicle accidents...... 3
Oral health.....oo i ] =1
INO ST it e ittt s e s 5
Do not Want 10 ANSWET ... e 2
Other, (please specifiy) .o e 13

*  Access to imely EMS Services with access to Paramedics service.

¢  Accessible health care that supports and affirms trans youth.

+  All Health Care for All Conditions for Good Health No Matter What the Affliction.

*  Breaking down the stereotype and stigmatism that comes along with asking for help, receiving
help and not feeling this though you are this Giant Center that no one wants to help and all sin
Is sim.

* Care for elderly.

e COVID-19 and its associated after-effects including long COVID, heart attacks, strokes,
diabetes, autoimmune conditions, lymphocytopenia, ete.

¢  Gun violence.

* Homelessness.

* Lack of desire to punish criminals.

¢  Let doctors assist with health care decisions for individuals. Government/county health needs
to stop dictating health care decisions.

+  Parenting skills to better support childhood health and education.

*  Proper coordination and communication of lab results.
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Finally, a few questions about you to make sure we have a good representation of the people in Waukesha County.

33. What is your age?

18- vearm b, .. ismamsinsusissssniissrmsiierisrmesss 23%
352 years old....cmeiisaiinmmmibisassi s i 16
45-54 years olll......coouiiiiinmiisiiissaass s i 16
35-0% yeurs oM. o 19
Biand-oldercus s 23
Mo AmEmwes s L e S A 3

34. Are you Hispanic or Latino?

IR i G i R A S B S e M S S 4%
NN s sl i 45 i 92
TN EVE SIS o s i o s s <]
IO BRI i i w s ma  s 3
American Indian or Alaska Native......ccooooiiinninnin <1%
STAnT e e i S e T |
Black, African AMEriCan ... i |
Mative Hawaiian or Other Pacific Islander .........ccceee. 0
TR i i s i e S 85
Another race (please specify).....cccviiiniiiiniiinn? =1
Multple races: oo dimnanlnmanisniimnais 9
DO IR e e R R S A el <1
IO BIEWET L. Lo i viiisimat i e ass msb s s i viiasen 3

36. What is the highest grade level of education you have completed?

Bth prade or 1esR .. . coaumussmisssmmpisspimssssspssspmesss 0%
Some hiph school .. 0
High school graduate or GED ......cccooiiiiiiiiinnn. 10
Somecollepe::an o amnrainii 14
Technical school graduate...........c.ocooieiiinnnn. B
College pradmmbe:. (L. il 32
Master’'s degree or higher .....ocooiriiiecceeeeee. 33
NOL SUFE . oo s s <1
IO ANEIET .. ....ncemeasmsmansnsssrsmsanns st snmsemsamss sy smsgmsas 3
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37. What is the zip code of your primary residence?

Other (2% or 1€85) oo e
B

38. What is your current employment status?

Employed, working full-time.............c.ccocuoece.
Working part-time. ... e
Mot working by choice ...
Out of work, but looking for work..................

Out of work, but NOT currently looking for

39. What is your annual household income before taxes?

Less than $10,000 ..o
10,000 to $20,000 oo
20,001 to $30,000 cviiiiieiciiiee e e
30,001 1o $A0,000 oot e
40,001 to $50,000 (oo e
£50,001 to $O0,000 oo e
S60,001 10 $75,000 i
ST5.001 1o $90,000 oo s
$90,001 to $105,000 .o
S105,001 to 1200000 i iseeinee
SI20,001 to SI35,000 s
Over SI35,000. .

40. Was there a time during the last 12 months that your household was hungry, but didn’t eat because you didn’t have

enough food?

B ettt a e e nane e 9%
S a0
INOT TR .t e s e e nmee s <]
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41. How strongly do you agree or disagree with the following statement: “During the past month, my household has
been able to meet its needs with the money and resources we have.”

Srongly AGree ... 40%
PUIITBE . i i st S S S S s R it 42
TSRADTEE .. couunn o S o e S s S b e 14
Stromgly Disagree .. ..o e -
THOL BTG oo o i ok A S 1]

42. How many children under the age of 18 are living in the household?

0 children ..o T0% — GO TO Q46
— CONTINUE WITH Q43
— CONTINUE WITH Q43
— CONTINUE WITH Q43
— CONTINUE WITH Q43
& challdren: .....cocnanumnainni s dal — CONTINUE WITH Q43
6 or more children............imeiiiinmsiimm. 0 — CONTINUE WITH Q43
Nk I i e P R R S L TR L <1 = GO TO Q46
For the next questions, we would like to talk about the oldest child.
43. What is the age of this child? [ 134 Respondents)]
4 years old or younger..........cooooiiiieiiiene i, 21% = GO TO Q46
N il weargsnld s asnen s e s 10 — CONTINUE WITH Q44
10:te: 1 T yenrg old .o s S A 69 — CONTINUE WITH Q44
Mok BIIE ... e i i i oy 0 = GO TO Q46

44. Does the child have a diagnosed mental health condition, such as an anxiety disorder, obsessive-compulsive
disorder, panic disorder, post-traumatic stress disorder or depression? [ 106 Respondents]

W i i i i B L o SRR 21%
TN s e e S S R RS S e S S T8
N O R e s T R G R <]

ATWEYE Lo e 0%
Nearly always......cc . 6
SOMETIITIES 1eevcrierseserssvemesrseessseessrses s semsssssmensssns 19
SEldOM oo e 58
L U 15
L o PSSR 2
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46. Please list any additional thoughts or comments you have about helping us improve the health of county residents.

s A balanced diet, physical exercise, mental and social activity.

* Abortion 1s not health care and has no place in a survey related to community health.

*  Agcess to a county or community pool for physical activity.

s  Access to affordable health care/insurance has a significant impact on entrepreneurship and economic vitality.
As a disabled veteran [ receive health care at no cost through the VA, which enabled me to start the business
that has supported me for 18 vears, instead of struggling to try to hold down a traditional job which would
create conflicts with my health conditions.

Access to developmental evaluations- like ASCQ).

Access to quality mental health care, seems what is in my network, is not very good.

Advance initiatives which are inclusive and support all of our county residents.

Affordable housing and encugh food to maintam healthy outcome.

Affordable housing, not just for seniors for everyone, when you spend all your income on housing, there
becomes a huge need for other social services. Housing is a HUGE issue that that the county needs to enforce
with each municipality, because it drains the county services because the villages and towns don't offer
affordable housing. Mukwonago hasn't added affordable housing in YEARS!!! A studio apartment is
$1.200.00 per month.

* Affordable transportation evenings and weekends for those of us that no longer drive. Currently [ feel very
isolated and am never able to attend city social events. No fireworks, no parades, ete. [ never thought my life
would become like this.

* Allow the doctors to assist individuals with their personal health care decisions. The county and government
need to stop dictating the health care of the population as they are not the professionals.

s Anxiety about rising costs is difficult to manage sometimes. Having a local food pick up has been a savior for
my family.

* As one of the wealthiest counties in the state, those that are struggling to make ends meet, are struggling with
the stigma of asking for/accepting help/assistance & don't know where to look for support services without
embarrassment.

» As painful as the water/sewer bills are...thank you for completion of the needed project on time, on budget

and with minimal issues, exceptionally transparent all the way!

Ascension is not helpful to the community.

Basic needs of the residents need to be met....housing, food, ete. Especially children.

Better nutrition for school aged children, free breakfast and lunches for all.

Better resource for teens for mental health.

Bias against others and in school districts.

Caregiver support.

Change youth's attitude towards alcohol 1s what cool kids do. Many 30s, and older adults I know, think

something is wrong with yvou, if you don't want manjuana smoking in your neighborhood. You are shunned

for that. Teenagers lack a teen center to hang out at: there used to be one in Waukesha. Need a rehabilitation
center for chemically dependent people. Single homeless people especially young men need a safe place to
stay.

CLTS 1s too hmited in providing needed services. They'd rather just pay for “stuft” than services.

Combating drugs and aleohol problems will deerease the erime and violence in our commumity. This must be

a priority for Waukesha county!!

* Communication between patient and doctors who really hsten to each other.

* Decrease in drug use. More mental health services. Affordable housing and transportation. More help for
clderly in need. Kindness and patience. Understanding community 1ssues.

* Don't sell vaping stuff and cigarettes in so many stores like gas stations and drugstores. Have end stage lung
cancer patients tell their stories to be used in classrooms possibly starting in 6th grade thru 12th. Show also on
TV, movie theaters.

Easy access to therapy.
Education on healthy food and motivation for restaurants to make healthy options on their menus.

+ Education on personal responsibility is needed rather than be dependent on the community for things you can
control yourself. I believe in providing help. but personal responsibility needs to be included in the discussion.
Ensure residents know where they can seek help r/t financial or health care needs.

Faster transportation time from getting from one county to the next better lighting and stop racially profiling
individuals when they're trying to drive through the community to get to other jobs or trying to look for jobs.

+ For the first, having been in excellent health my entire life, I am now in debt with medical bills because my
teacher's salary and health insurance is so poor.
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Heading into retirement would like social security meetings NOT associated with investment firms. 1 don't
know where to find such a meeting based solely on social security process.

Health care costs and premiums are way too high. Government subsidies are not the answer, it all comes from
the taxes we pay. We must find ways to lower the costs of medical care.

I believe it is important that elected officials state clearly the things the county is doing and things individuals
can do to protect health, community, government. They must state openly and clearly that protecting the
health of others by masking, distancing, staying home, providing healthcare for all is the right thing to do.
They must state clearly that violence toward others is not appropnate in families, community, and
govemment.

I had to respond negatively to the questions regarding access to mental health services because it did not
involve family members in Waukesha County. However, | have had horrible experiences recently with a
family member who was suicidal and in a mental breakdown. It was a nightmare to try to get her the help that
she needed. When I now see commercials on tv advertising helplines 1 do not take them serously.

I love living in Waukesha, WL. I do worry about the rise of ultra conservatism in the area, embracing all sorts
of conspiracy theories and legiimizing fascist behaviors.

I think it is important to increase penalties for drunk driving and to have some common sense gun laws such
as background checks, waiting periods, and gun registration.

I think we really need to put resources directly to families to help parents learn how to develop important
parenting skills. Skills focused in building strong values and beliefs so they can provide for their children to
have better mental and physical health, as well as better education. It is very sad to sce the issues my family
members that are teachers are having to deal with in the early elementary years, which only gets worse as the
children get older.

I wish there were more sidewalks so that people could walk, run, and bike safely. This would encourage
people to walk more, improving health.

It’s two children under 18 in the houschold there should be an option for taking care of somebody else in the
household who is over 18 like a disabled person or parent.

I'm one of the lucky ones where | live in a safe, affordable place with access to insurance and health care but
Waukesha is quickly becoming a place where families will be unable to afford living here. Housing 1s crazy
expensive and the job market isn't keeping up with the standard of living. This causes stress, anxiety etc.
Increase and improve healthy diet (veggie and vegan) info and availability, leading to healthy weight and
disease prevention.

Increase of rats in city of Waukesha. I've lived here for 39 years and never saw them till early October.
Mothing 15 in my vard to attract them. Besides being disgusting, ["m concerned about the diseases they may
carry. The city just tells us to “clean up.” 1 have nothing to clean.

Intercounty transportation options are non-existent and should be a higher priority. Individual suffering from
mental health enises should not be jailed but treated humanely and with compassion. Our mental health system
15 broken. Child care options for single mothers are cost prohibited and holding women back from advancing
in our society and community. Time to have the government get involved. Employers aren't stepping up!
Invest in more alternative transportation - better sidewalks, better/safer bike lanes, safe public transportation.
It is imperative that Waukesha County school districts affirm and support transgender students. It is also
necessary to train physicians and support staff to care for transgender youth, and at the very least to have the
infrastructure to call their patients by their correct name and pronouns in Waukesha County. This will keep
the youth here healthy, and it does not endanger others to keep youth healthy in this manner.

It would be nice to have a cost friendly and less competitive option for middle school kids to participate in
sports. Mukwonago YMCA is the only option for volleyball team sport. More than skill development. It does
not have to be sports, but something that has kids moving and not on a screen with other kids of like age.
Keep growing the police community connection & presence in every neighborhood. Special concern near rail
road tracks in downtown Waukesha, too many deaths there. Also bars in downtown Waukesha need a police
presence on duty, especially on weekends, on foot in uniform like downtown Milwaukee does, too much
unnecessary violence.

Enowledge of resources.

Legalize marijuana. Need dispensaries in our state to keep revenue here instead of it going to neighboring
states.
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Make public health accountable or they will shut down schools again next time there i1s an opportunity.
Make sure disabled people know about and have help accessing supports and services available to them
through county and help work through state disability bureau and US gov.

Mental health amongst our children is an urgent concern. We have experienced this personally. Your survey
only asked about our oldest child, but we have other kids including one who has had these struggles. The
access to mental health and cnsis services 1s URGENT. When kids/families are in crisis and are waiting 12+
months to see a professional it 1s too long. Every parent should have access to help for a young person who i
struggling in our community. Additionally, we have noticed a number of professionals like dentists, vets anc
pediatricians leaving their practices in our community, and their employers being unable to replace them. W
need to make our community attractive to young professionals in these fields to continue to meet the needs
within our growing community.

Mental health services must expand. Prevention/basic health services needs to be where people are located
ischools, grocery stores ete.). Schools need to not only prepare for college but also for the trades and just
general adult living (personal management/finance/mamtenance ).

Mental health services, homelessness, drug use needs better access and services. For my personal situation,
being under employed and having limited choices to make a change due to ageism in hinng, major rent
increase over the past few years, and inflation 1s making it hard to meet current financial obligations let alon
trying to add to savings or even make any kind of contribution to retirement funds. [ also had to not have a
diagnostic mammogram done within six months of my annual one, as advised, due to cost even with
insurance and even though I am just four yvears removed from breast cancer lumpectomy and radiation. I'm
waiting for the next annual mammogram. Next yvear [ will have to cancel the stress test that gets ordered eve
other year for the first time because my insurance 1sn't changing and [ won't be able to afford it. I am paying
off the echo cardiogram that out of pocket cost to me was $1,800 this year. I basically have a running $200 :
month payment to my medical provider since cancer treatment in 2018. [ won't even discuss dental health ar
EXpEnsecs.

Mire grants to help keep up with home improvements like roof, and windows, forgiven for lack of being abl
to upkeep lawn if rare and really could use a helping hand not to lose 350 dollars and the ability to feed
myself to pay the city and making my depression and suicidal thoughts worse due to stress because you arer
working with me. 850-dollar water bill city waits two weeks to tell me again can't feed myself, can't afford
proper heat out of fear of bill to make up a year plus of water in a month no help offered...again the worst
mistake of my life buying this house with the Salvation Army the city should buy the block and build these
people housing vs. letting people relocate only to find the block in Waukesha.

More mental health services. Problem is people are not going into this field so you can’t hire more! Need to
find ways to encourage people to enter this field of work.. ..

More mental health treatment and support for unhoused people.

More needs to be done to find affordable housing for the homeless population in the city of Waukesha, Hop
Center helps where they can, but more needs to be done on the city and county level.

More oral health resources are needed in our community.

More resources for seniors,

More resources to help those who don't have insurance get it as well as get health care when they don’t.
More Vaccination Programs for Children and Adults.

My only thought as I'm completing this is that residents in Waukesha county who are having health issues (¢
for a variety of other reasons) may not be able to complete this survey online. | became aware via an emailes
newsletter but how will marginalized members of Waukesha county even have an opportunity to complete
this survey?

MNeed behavioral health ED to offload demand on hospitals for those in need of ambulatory detox.

Need more doctors in Waukesha to participate in affordable market place health insurance plans.

Need more Doctors- Family Practice and not have to use Urgent Care just to be seen. Need more Peds Drs.
Need more walk-in clinics for all not just families in poverty.

Need to have improved resources for young adults with cognitive disabilities. NMeed more job coaches
available.

MNo transportation for those who use wheelchairs in ages below 65, but if over 65 there is no 1ssue getting a
ride program. This is unbelievable.
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Offer Brand Name and Generic prescription drugs to those with an RX, especially for brand name, that
insurance won't cover. Also, get nid of the Waukesha County Mental Health Center or Get Contracts with
hospitals nearby that will ACCEPT Medicaid (not just Medicare). This federal policy not allowing an IMD to
bill MEDICAID causes residents emotional and financial suffering beyond words. When a person has
MEDICAID, they should be able to use it. If the FEDS won't change the laws, then our county should be
empathetic and proactive enough to change the current practices. Send patients with MEDICAID to a hospital
who accepts their insurance(s). Please recertify this facility and follow what Granite Hills has done for
Milwaukee residents - they accept and can bill Medicaid!

Older residents have resources, it is the younger 18-40 year olds with debt despite a "decent” wage who are
struggling financially and do not take time to see a doctor for a physical or maintenance care.

Onr politicians have to stop representing themselves and start doing the work that supports the community.
Or residents need to have access to more free activities that are for families and people of all ages ona
regular basis, not just for a few sparse days out of an entire year. The core benefits outweigh the costs.

Pay attention to the big causes of death/disease: CV, cancer, Covid...too much communication and attention to
drug abuse, especially Fentanyl. | don't know anyone in our family or friends circle that has drug abuse issues.
People need more affordable access to healthier foods versus processed foods, which is the only choice they
currently have.

Physical challenges for residents with recognition. Affordable dental care. Affordable psychiatric care that
works without drugs. Child abuse and neglect prevention.

Post Covid, we have seen lots of my child’s friends in need of mental health services. Perhaps it's the age now
in high school but would like to see a continued effort and funding to help teens.

Reasonable Cash for HC Services! Could even be based on a slide scale based on home income. Aurora HC
had a Urgent Care at Walmart in Pewaukee - $29 manned by a PA or NP. Offer minimal POC onsite testing.
Didn't accept Ins. IT was Great! Then it went up to 539, 549 - Offered Coupons for 510 & 20 off from time to
time. Then it went up to 379 and started billing insurance and NOW you have your Co-Pay 1ssue.. Now you
might has well go to vour FM/IM Provider...Can't Waukesha Community offer 1 location with the same $29
offer? Work with Local Residency programs for MD's. etc...

Reasonably priced health care available to home/bedbound patients. I'm often denied care because I'm
chronically ill and can’t leave my bed. During the last year | needed an ambulance to receive emergency
treatment and was admitted each time. Despite having BCBS through my spouses employer, we still owed
over $700 for each ride even after all deductibles were met. No one should be forced to ambulance shop in an
emergency!

Remove covid restrictions so health care workers can get back to work. We need them!

Safety re: guns, in schools, home and elsewhere should also be considered a health i1ssue.

Senior care and Day Care programs for Seniors.

Seniors need a source to find safe housing that they can afford on fixed income. Wait lists for subsidized
housing are way too many years long. This uncertainty causes anxiety and depression.

Social media.

Social services are an important support system for people in our community to have access to. Shelter and
food security are the baseline that people need to be successful in other aspects of their lives.

Society needs a universal health care system that gives comprehensive full care to all regardless of financial
status. The total wealth of a very small percentage of the population 1s more than enough, when taxed fairly,
to cover full universal health care.

Spread out the locations of your Agencies, most resources are located in Waukesha.

Thank you for domng this.

Thank you for reaching out to the community.

Thank you for taking this survey - [ would like to have erime and prevention and community invelvement
increase as we gain a larger population - also taking care of infants and young children to take some burden
off young families will pay off for the county in the long run - overall this is a great place to live!

The ADRC in Waukesha is an excellent resource.

The county seems to be doing well. Keep it up.

The fact that you offer this survey for residents to complete will help!
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The vaping that exists with young adults who do not believe that addiction will oceur with use.

There is too many competing health care providers that are saturating the market with little concern about the
economically disadvantaged in our community.

Too many anti everything people in Waukesha county. Lots of me, myself, | kinds of individuals in the rural
arcas.

Vote republicans out of office.

Waukesha Memonal Hospital needs better mental health professional educated staff or call in NAMI resource
during crises. It gets assumed all mental health is substance abuse and that 1s very damaging. Goal should be
to help that population before they turn to drugs/alechol. If Waukesha County programs decide to share
resources with Milwaukee county there needs to be things available outside of Milwaukee. Crime fear and
lack of transportation prevents using inner city group/pecr resources.

We appreciate the efforts you are making to improve the health of county residents. Please use the
information people are giving vou to follow up with constructive, realistic efforts.

We are blessed.

We desperately need to address indoor air quality in our schools, businesses, medical facilities, ete. We
particularly need our hospitals, clinics, pharmacies, and other medical facilities to address infection control
and prevention of airbome transmission of pathogens including, but not limited to SARS-CoV-2.
Immunocompromised people should not have to risk their lives to seek health care. Cancer patients should not
risk acquiring COVID when they get chemo. Hospital-acquired COVID infections have over a 10% fatality
rate. We need mask mandates in health care facilities and on public transit, as well as HEPA filtration, CO2
monitoring and ventilation in all public spaces. Mot only will this reduce the transmission of COVID, but it
will also reduce flu, RSV, strep, tuberculosis, and many, many other pathogens, and it will protect members
of our community who are unable to mask such as newborn babies and disabled people. We also need a public
health information campaign so that the public understands airbomne transmission (i.e. that pathogens spread
through the air like smoke) and so that the public understands that COVID 1s not "just a cold” or "just the flu"
but rather that it 1s a serious vascular condition and that a "mild" initial infection does not mean that no
damage was done. We also need to invest more in wastewater monitoring, both for SARS-CoV-2 and for
other pathogens, because this is our best early-warning system. It is unfortunate that Waukesha stopped
sampling our wastewater, and it would be extremely beneficial if we could restart now that the Lake Michigan
water project 1s complete. And finally, we need to be investing heavily in accessibility and infrastructure to
support the people being disabled by COVID. Our community is unprepared for the dramatic increase in
neurclogical and physical problems that COVID is causing.

We must educate people and promote acceptance of all races and genders. The hate that exists because of the
political climate 1s dangerous.

We need affordable health care and we need to be able to see a doctor when needed not 5 months down the
road. I use Froedtert physicians and you can't get in to see them when you need to.

We need more Froedtert clinics in Waukesha city.

We need to address mental health and substance abuse because it not only affects the individual but also their
family and parents and/or children. There are inadequate resources and treatment options for children with
fetal aleohol spectrum disorders (FASD) and the best thing 1s to prevent FASD from occurning.

We need to strengthen our elder care services and the number of quality skilled nursing facilities in the arca.
Working with legislation to lower the cost of health insurance and medical costs.

You are not dementia friendly.

There should have been a question about how long it takes to get services at the county or at an agency...wait-
list.
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Appendix E: 2025 Froedtert Community Hospital — New Berlin Community
Health Needs Assessment: A Summary of 2023 Waukesha County Key
Stakeholder Interviews

The Waukesha County Health Needs Assessment: A Summary of Key Informant Interviews Report can
be found here: https://www.froedtert.com/community-engagement

This report presents a summary of public health priorities for Waukesha County, as identified and
reported in 2023 by a range of providers, policymakers and other local experts and community members
(“key stakeholders™). These findings are a critical supplement to the Waukesha County Community
Health Survey conducted through a partnership between Ascension Wisconsin, Aurora Health Care,
Froedtert ThedaCare, ProHealth Care and the Waukesha Public Health Department. The Community
Health Needs Assessment incorporates input from persons representing the broad interests of the
community served, and from those who possess special knowledge of or expertise in public health.

Key informants in Waukesha County were identified by Ascension Wisconsin, Aurora Health Care,
Children’s Wisconsin, Froedtert ThedaCare and ProHealth Care in partnership with the Waukesha County
Public Health Division. These organizations also invited the stakeholders to participate and conducted the
interviews from August and October 2023. The interviewers used a standard interview script that included
the following elements:
Social Determinants of Health (SDOH):
e Top Rank, Second Rank
e What populations in our communities are most affected by this issue? How are they affected?
e What are the existing strategies and stakeholders to address the health issue? What is working
well?
e If your organization works in this space, what is the best way that public health or health care
organizations can support you?
e How has COVID-19 impacted this issue?
Health Conditions/Behaviors:
e Top Rank, Second Rank
e What populations in our communities are most affected by this issue? How are they affected?
e What are the existing strategies and stakeholders to address the health issue? What is working
well?
e What additional strategies are needed to address this issue? What is keeping our community from
doing what needs to be done to improve this issue?
e If your organization works in this space, what is the best way that public health or health care
organizations can support you?
e How has COVID-19 impacted this issue?
Additional Questions/Comments:
e How would you suggest organizations reach out to community members to implement health
initiatives?
e Do you have any additional comments you would like to share?

All stakeholders were made aware that participation was voluntary and that responses would be shared
with JKV Research, LLC for analysis and reporting. Team members interviewed the key stakeholders and
provided notes for analysis. Based on the summaries provided to JKV Research, LLC, this report presents
the results of the 2023 key stakeholder interviews for Waukesha County.

The report first presents the social determinants of health issue rankings, including a list of the top six
issues which were ranked most frequently by respondents, followed by summaries of the key
stakeholders’ responses to the social determinants of health items from the interview guide. It then
presents the health conditions and behaviors issue rankings, including a list of the six issues which were

38|Page


https://www.froedtert.com/community-engagement

ranked most frequently by respondents, followed by summaries of the key stakeholders’ responses to the
health conditions and behaviors items from the interview guide.

Limitations: This qualitative data, while useful, has limitations. The sample was developed by team
members to represent Waukesha County. Inadvertent exclusions may have an impact on the results. Use
this in conjunction with quantitative research data.

A total of 30 key stakeholders

were asked to identify major Table 1. Community/Population Served (More Than One Response Accepted)

health-related issues in , Lount
Waukesha County. Al POPUIETIONS .o 14
People experiencing 10w SES ... 11
As shown in the table below, a SEMIONS [B5H] et et s 5]
Variety of community B TV 5 SO TURPIN 5
populations are represented. Communities of Color ... 4
Half of informants (58%) Rural commuUnIties.. ... 2
selected one population served. LGBTOA i sr st in s s iam s s s e ns e ban e as e srn s e camsas 2

Several wanted to clarify their Other specific populations

served population by Uninsured, underinsured, low inCOME.......ccccoveiiiceeiieececiacin. 2
specifying an “other.” Adults with disabilities ... 1
BUISIMEES ciiiieierie s s e s s 1
Key Findings Grandparents raising grandchildren ..., 1
1) The top social People experiencing homelessness .............ccccoeevcvccecicennne. 1
determinants of health Staff, parents, families ... 1
were safe and Students with disabilities ..o, 1
affordable housing; Those affected by alcohol/substance abuse ..., 1

accessible, affordable
and quality health care; food insecurity; social connectedness and belonging; economic stability
and employment and accessible and affordable transportation. The complexities of the inter-
connected determinants were highlighted often. Populations affected varied somewhat, although
people with low income, unemployed/underemployed, older, or people of color crossed several
social determinants of health. Starting or expanding collaborations, more funding or
marketing/communication of services to increase awareness were needed strategies to address
most issues. The best way to be supported was more funding, support of existing services or
increase access/resources. Key stakeholders varied somewhat on the determinant, but typically
included government agencies, healthcare systems, advocates, employers and community leaders.
2) By far, the top health condition/behavior in their community was mental health, mental
conditions and suicide followed by alcohol and substance use. Chronic diseases and
nutrition/physical activity and obesity were next. “Everyone,” people who were older or with low
income were the most often listed affected populations. Similar to social determinants of health,
the health conditions/ behaviors were not necessarily singular. Collaboration, additional
providers/services as well as increasing awareness, education or access were the most often listed
strategies needed. The best way to be supported included more funding, support of existing
services or increase access/resources. Key stakeholders varied somewhat on the
condition/behavior, but typically included schools, government agencies and health care systems,
including mental health.

Summaries of barriers/challenges, needed strategies and priority populations for each health issue are

presented below in the order listed above. In addition, community-identified resources and partners are
listed below.
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Social Determinants of Health Rankings

Table 2. Social Determinants of Health Rankings

Key informants were asked to select the Count
top two social determinants of health in Top2 | Number1
the community they serve. Table 2 Safe an.d Affordable Housing . 14 9
indicates the selected determinants and the Acczsmhle, Aﬁordable and Quality Health Care 7 3
number of key informants who ranked it as ;E?iallr;?:nic:;:tti dness and Belonging ; :
the top social determinant of health. The Economic Stability and Emplovment 6 5
. . . Y an proy
top six social determinants of health are Accessible and Affordable Transportation B 1
listed in detail. The remaining Affordable Childcare 5 2
determinants are limited in the amount of Access to Social Services (welfare programs,
information available. housing assistance, etc.) 5 1
Family Support 3 3
General Themes Community Violence and Crime 0 0
Several key informants indicated it was Education Access and Quality 0 0
difficult to identify two social Environmental Health (clean air, safe water, etc.) 0 0
determinants of health because they were Racism and Discrimination 0 0
so inter-related. For example, safe and Other Social Determinartt 0 0

affordable housing, the top social

determinant of health, is invariably linked to food insecurity, accessible and affordable transportation and
economic stability and employment. Populations affected varied somewhat, although people with low
income, unemployed/underemployed, older, or people of color crossed several social determinants of
health. Starting or expanding collaborations, more funding or marketing/communication of services to
increase awareness were needed strategies to address most issues. The best way to be supported was more
funding, support of existing services or increased access/resources. Stakeholders included government
agencies, advocates, employers, community leaders and health care systems. COVID-19 exacerbated
most issues.

TOP SOCIAL DETERMINANTS OF HEALTH SUMMARIES

Safe and Affordable Housing
Fourteen key informants’ interview rankings included safe and affordable housing as a top social
determinant of health, and nine ranked it number one.

e Populations Affected and How: The most often cited population affected was the low to mid
income households. People who were older, with special needs/disabilities or with mental health
issues were also listed a handful of times. The jobless/under-employed/underinsured, people of
color, youth, single parents or families were also mentioned. Instability was the description of
how populations are affected. The lack of affordable housing or landlord refusal of vouchers can
create issues with finances, employment and lead to homelessness or overall instability.

e Existing Strategies: Collaborations/coalitions, housing resources, government services, social
support agencies, nonprofits or funding to help make housing more affordable were the most
often cited strategies. Crisis management or vouchers were also mentioned.

e C(Critical Community Stakeholders: Top critical stakeholders included government leaders and
government agencies. Collaborations/partnerships were listed next. Nonprofits, city planners,
landlords/property managers and employers were also listed by a few key stakeholders.

e Best Way to be Supported: Over three-quarters of key informants indicated that raising awareness
about the housing situation was the best way organizations could be supported. In addition, there
should be health system participation, collaboration or more funding. Communities need to build
more affordable rentals and permanent supportive housing since there are not enough to meet the
need. Increased landlord accountability/responsibility, a centralized services system/navigators,
just-in-time help as well as legislative policy changes were also ways to support organizations
that worked in this space. In addition, efforts to be inclusive should be practiced.

e COVID-19 Impact: Nearly half of key informants stated COVID-19’s impact was an increased
demand for affordable housing. COVID exacerbated unemployment/business closures/stable
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income and increased rent/housing costs. The ending of the rent moratorium and federal
assistance also had an impact.

Accessible, Affordable and Quality Health Care
Seven informants’ interview rankings included accessible and affordable health care as a top social
determinant of health, and three ranked it number one.

e Populations Affected and How: The most often cited populations affected were households with
low to mid income or near/below poverty level. People of color were also identified. Poor access
to health care due to a high-cost burden can affect their economic stability, delay services and
have less overall health/wellbeing.

o Existing Strategies: Health care providers were the most often cited existing strategy followed by
nonprofits or mental health services. More funding was also listed.

e C(Critical Community Stakeholders: Critical stakeholders included health care providers/systems,
government agencies and collaborations/partnerships.

e Best Way to be Supported: Collaboration, awareness of resources or health system participation
were the most often mentioned ways organizations could be best supported. Increased funds,
accessibility, affordability or mental health providers were also mentioned. Navigators to help
identify resources available or provide support through a continuum of care were ways to support
organizations.

e COVID-19 Impact: Half of key informants stated COVID-19 had an impact on people delaying
health care services due to cuts in services. Money came from the federal level to support health
care industry but it has now been cut. Lack of awareness on how to access health care was also
listed.

Food Insecurity
Seven informants’ interview rankings included food insecurity as a top social determinant of health, and
three ranked it number one.

e Populations Affected and How: The most often cited populations affected were people who were
older or households with low income or near/below poverty. Lack of support/limited resources or
travel distance for food has increased food insecurity. High-cost burden can lead to an unhealthy
quality of life. Food pantries have seen an increase of patrons.

o Existing Strategies: Nonprofits were the most often cited strategy. Collaborations/coalitions,
community programs, free/reduced school lunch, government services or volunteers were also
existing strategies.

e Critical Community Stakeholders: Critical stakeholders included government agencies,
collaborations/ partnerships and the faith community.

o Best Way to be Supported: Awareness of resources, navigators to help identify the resources
available, collaborations or health system participation were the most often mentioned ways
organizations could be best supported. Increased access, increased affordability as well as target
at-risk populations were also listed.

e COVID-19 Impact: Half of key informants stated COVID-19 decreased income through
unemployment/closures, which then increased food insecurity. Funding at the federal level helped
at first, but with that assistance ending, food insecurity increased.

Social Connectedness and Belonging
Seven informants’ interview rankings included social connectedness and belonging as a top social
determinant of health, and three ranked it number one.

e Populations Affected and How: “Everyone” was most often cited population affected. People
who were older, youth, people of color or teens were specifically listed. With a lack of social
connectedness, people feel isolated or do not feel like they belong, increasing mental health
issues. Some noted that social media has been a mostly negative influence on connectedness.
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e Existing Strategies: Community programs or safe social groups were the most often cited
strategies. Peer coach/recovery coach/support groups or accessibility to resources were listed by a
few informants as well.

e Critical Community Stakeholders: Critical stakeholders were schools, government agencies,
public sector/community centers, health care providers/systems, collaborations/partnerships and
nonprofits.

e Best Way to be Supported: Increased awareness or more marketing of programs for social
connectedness/ belonging were the most often mentioned ways organizations could be supported.
Collaborations, support of existing programs, more planning efforts or health system participation
were also efforts to address social connectedness and belonging.

e COVID-19 Impact: Half of key informants stated COVID-19’s impact was an increase in
isolation and social disconnectedness. COVID-19 exacerbated the issue and delayed social skills
for children due to virtual learning which wasn’t as effective as in-school learning. One positive
outcome was some families reconnected and started new hobbies due to safety procedures of
staying home.

Economic Stability and Employment
Six informants’ interview rankings included economic stability and employment as a top social
determinant of health, and five ranked it number one.

e Populations Affected and How: The most often cited populations affected were the unemployed,
underemployed or under/uninsured. People who were older were also listed. The lack of
training/job preparation can affect one’s employment or finances.

e Existing Strategies: Job training education was the most often cited strategy. Keeping workers
employed or government services were also existing strategies.

e Critical Community Stakeholders: Most often cited critical stakeholders were health care
providers/systems, government agencies, employers, schools, nonprofits and
collaborations/partnerships. Best Way to be Supported: Several key informants indicated health
system participation was the way organizations could be best supported. Awareness of resources,
navigators to help identify the resources available, collaborations or increased funding were
mentioned. Employer education of maintaining a healthy workforce, health education or
prevention/early prevention would also help with economic stability.

e COVID-19 Impact: Key informants stated COVID-19’s impact was an increase in
unemployment/ business closures/income instability as well as the impact of inflation on the
economy.

Accessible and Affordable Transportation
Six informants’ interview rankings included accessible and affordable transportation as a top social
determinant of health, and one ranked it number one.

e Populations Affected and How: Half of key informants indicated rural residents or those who
were homebound as the most affected populations. People who were older were also listed.
Without affordable transportation access, community members’ have limited access to health
care, employment as well as healthy food options.

e Existing Strategies: Transportation accessibility or resources were the most often cited existing
strategies. Critical Community Stakeholders: Critical stakeholders included government agencies
and nonprofits. Collaborations/partnerships were also listed.

e Best Way to be Supported: Increased awareness through marketing/communication, easier access
or more affordable were the most often mentioned ways organizations could be supported.
Collaboration or training of staff were also mentioned.

e COVID-19 Impact: A few key informants stated COVID-19’s impact was fewer transportation
services offered, as well as fewer staff/volunteers who returned after the shut-down.
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Remaining Social Determinants of Health

The remaining social determinants of health are listed below along with populations affected, strategies,
critical stakeholders, best way to be supported and COVID-19 impact. Please be aware of the limited
number of key informants who listed these as one of their top two rankings.

Affordable Childcare

Five informants’ interview rankings included affordable childcare as a top social determinant of health,
and two ranked it number one. Existing strategies to meet the issue included before/after care at schools,
schools starting a 3-year-old program and expanding 4-year-old program or training childcare providers.
Schools and government agencies were listed as critical community stakeholders. Employee-
based/sponsored childcare, increased childcare staffing, school run daycares or affordability were the
most often mentioned ways organizations could be supported. COVID-19 increased the awareness of the
problem and increased cost. This caused a reduction in staff, increasing the need for affordable childcare.

Access to Social Services

Five informants’ interview rankings included access to social services as a top social determinant of
health, and one ranked it number one. Existing strategies included navigators to help connect people to
the resources that they need. Critical stakeholders included government agencies, schools, nonprofits,
volunteers and health care providers/systems. Increased awareness, communication, funding, support for
current agencies, collaborations, a simpler process or navigators were the most often mentioned ways
organizations could be best supported.

Family Support

Three informants’ interview rankings included family support as a top social determinant of health, and
they ranked it number one. Communication/awareness of available resources that focus on family
support, social connectedness and physical activity for families were existing strategies. Nonprofits,
schools, community centers, collaborations/ partnerships and faith community were listed as critical
stakeholders. Educational programs on how to be a supportive family member, increased awareness or
communication of current resources were the most often mentioned ways organizations could be
supported.

Table 3. Health Conditions/Behaviors Rankings

Health Conditions/Behaviors

. Count
Ranlflngs Top 2 Number 1
Key informants were asked to select the Mental Health, Mental Conditions, and Suicide 23 14
top two health conditions/behaviors in Alcohol and Substance Use 16 6
their service area. Table 3 indicates the Chronic Diseases 9 7
conditions/behaviors that were selected Nutrition, Physical Activity, and Obesity 9 3

. Reproductive Health, Sexual Health, and 5TI's 1 0
as well as the number of key informants :

h lected it as the t Tobacco and Vaping Products 1 0
who Se ected 1 qs ¢ top Other health condition/behavior 1 0
Cond¥t¥0n/behaV1(.)r- The tqp foqr health Communicable Diseases/COVID-19 0 0
conditions/behaviors are listed in detail. Intimate Partner/Domestic Vialence 0 0
The remaining conditions/behaviors are Maternal, Infant, and Child Health 0 0
limited in the amount of information Oral Health 0 0
available Unintentional Injury (Falls, Motor Vehicle Crashes) 0 0

General Themes

“Everyone,” people who were older, or with low income were listed most often when asked about
populations affected for most of the top four health conditions/behaviors. Mental
health/conditions/suicide was overwhelmingly listed as the top priority. Similar to social determinants of
health, the health conditions/behaviors were not necessarily singular. As a result, holistic approaches and
collaboration were often listed as strategies to best meet the inter-connected conditions/behaviors.
Awareness of services or education were often listed as well. The best way to support organizations who
work in this space reported more funding, support of existing services or increase access/resources. Key
stakeholders varied somewhat on the condition/behavior, but typically included schools, government
agencies and health care systems.
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TOP HEALTH CONDITIONS/BEHAVIORS SUMMARIES

Mental Health, Mental Conditions and Suicide

Twenty-three key informants’ interview rankings included mental health, mental conditions and suicide
as a top health condition/behavior and 14 (61%) ranked it number one. All informants were asked to
select the most important health topic of the three (mental health, mental conditions and suicide) that must
be addressed in Waukesha County to improve the health and quality of life in their community. Twelve
key informants ranked overall mental health as the most important health topic. Five key informants
ranked mental health conditions as the most important health topic followed by two key informants who
ranked suicide. The remaining five did not select any of the three.

e Populations Affected and How: Over half of key informants reported the most affected
population was “everyone.” Youth, people with low income or who were older were listed next.
People who were uninsured, who lacked knowledge of health care access, teens, people of color
or homeless/transient people were also listed. Poor mental health can affect their social
connectedness/sense of belonging, families, employment, relationships or school success.
Affected populations may have poor access to health care, lack AODA or mental health
knowledge, have an unhealthy quality of life, have housing issues or suicide ideation. Employers
also lack resources.

e Existing Strategies and Critical Community Stakeholders: Collaborations, government services,
accessible resources or awareness were the most often cited strategies. Mental health
screenings/services in schools, crisis management, nonprofits, student programs or education
were also existing strategies. Training, health care providers, more funding, community
campaigns and programs, mental health providers with officers, telehealth, social support,
prevention, access for under-insured people or decreasing stigma were also listed. Government
agencies, law enforcement, schools, communication, health care providers/systems, social support
agencies and AODA providers were critical stakeholders.

e Additional Strategies Needed: Additional strategies included more access/resources,
collaboration, education, crisis management, more providers, nonprofits or reduce stigma.
Increased funding or staff as well as expand behavioral or mental health services were also
mentioned. Law enforcement de-escalation or training were listed by a few key informants.
Navigators, school mental health screening, social support agencies or more corporate buy-in
were also listed.

e Best Way to be Supported: Collaboration, health system participation or
marketing/communication to increase awareness were the most often mentioned ways
organizations could be best supported. Mental health education, increased funding or support of
existing services were also mentioned. More mental health providers, school-based programs,
mental health services provided at school, staffing, professional development/training or referrals
were listed by a few informants. Just-in-time help, planning, prevention, early intervention,
trauma-informed care or EAP including mental health were also listed.

e COVID-19 Impact: Isolation and social disconnectedness increased stress levels/anxiety/mental
health which was exacerbated by the COVID pandemic, revealing the greater need for services
and a longer waiting list. Dealing with the grief and stress of the COVID-19 pandemic was also
listed. Access became more difficult until there were some telehealth services, which improved
access for some. One positive outcome of the COVID pandemic was an overall increase of the
importance of mental health.

Alcohol and Substance Use
Sixteen key informants’ interview rankings included alcohol and substance use as a top health
condition/behavior and six ranked it number one.

e Populations Affected and How: Nearly half of key informants reported the most affected
population was “everyone.” People with mental health issues, teens, families or people with high
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ACE’s were also listed. Alcohol and substance use may affect employment, finances, housing,
relationships, access to health care or impact overall health, including mental health.

e Existing Strategies and Critical Community Stakeholders: Collaborations or government services
were the most often cited strategies. Awareness, nonprofits or mental health services were also
existing strategies. Behavioral health services, Narcan or reducing stigma were listed by a few
informants as well. Education, community campaigns, peer coaching, medication, housing
resources or more funding were also listed. Government agencies, granting agencies, health care
providers/systems, AODA providers, mental health providers, treatment facilities, law
enforcement, schools, college involvement/adult educators, nonprofits, caregivers and
neighborhood/community were listed as stakeholders.

e Additional Strategies Needed: Education, access to services/resources or increased awareness of
the issue were the most often identified additional strategies needed. Criminal justice system,
government services, behavioral health service or more funding were also listed. More
collaboration, student programs, peer coaching, determine root causes, reduce stigma, housing
resources, health care providers or early intervention were also listed.

¢ Best Way to be Supported: Collaboration was the most often mentioned way organizations could
be best supported. Marketing/communication to increase awareness, health system participation
or more AODA services were also mentioned. Long-term patient focus, more affordable, early
intervention, holistic continuum, support of existing services, family involvement or target at-risk
populations were also listed.

e COVID-19 Impact: Isolation and social disconnectedness increased with the COVID-19
pandemic and also increased alcohol and substance use.

Chronic Diseases
Nine key informants’ interview ranking included chronic diseases as a top health condition/behavior and
seven ranked it number one.

e Populations Affected and How: Older people were the most often listed affected population
followed by low-income households, people of color or “everyone.” Affected populations may
have a high-cost burden or lack of education about health care/nutrition/physical activity/mental
health.

o Existing Strategies and Critical Community Stakeholders: Education or collaboration were the
most often cited strategies. Accessible resources, health care providers, prevention or early
intervention were also existing strategies listed. Health care providers/systems were the most
often listed critical stakeholders. Public sector/community centers, schools and insurance
companies were also mentioned.

e Additional Strategies Needed: Education, more access to resources or more funding were the top
additional strategies needed. Health care providers, affordability of insurance, awareness, healthy
eating/nutrition or physical activity options were listed as additional strategies needed.

e Best Way to be Supported: Collaboration, marketing/communication to increase awareness,
health education or nutrition support were the most often mentioned ways organizations could be
best supported. Health system participation, increased access, more affordable, as well as a good
referral system were also listed.

e COVID-19 Impact: COVID-19’s safety procedures caused health care delays and caused a more
sedentary life with less activity and poor nutrition.

Nutrition, Physical Activity, and Obesity

Nine key informants’ interview rankings included nutrition, physical activity and obesity as a top health
condition/behavior and three ranked it number one. All informants were asked to select the most
important health topic of the three (nutrition, physical activity and obesity) that must be addressed in
Waukesha County to improve the health and quality of life in their community. Five key informants
ranked nutrition as the most important health topic while two key informants ranked obesity. Zero key
informants selected physical activity. Two did not select any of the three topics.
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e Populations Affected and How: “Everyone” was the most often listed affected population
followed by low-income households or older people. Affected populations may have a lack of
knowledge about nutrition/physical activity, unhealthy convenient foods, chronic diseases or have
an unhealthy quality of life, which all can lead to physical health issues/chronic diseases.

e Existing Strategies and Critical Community Stakeholders: Nonprofits were listed as the most
critical existing strategy. Collaborations, education, cooking/nutrition classes, community
programs, wellness incentives, fitness centers/programs, healthy eating/nutrition education,
accessible resources or government services were also listed. Additional stakeholders included
colleges/adult educators and farmers.

e Additional Strategies Needed: Physical activity options through fitness centers or healthy
eating/nutrition education were most often listed additional strategies needed. Increased access,
affordability of resources or community programs were also mentioned.

e Best Way to be Supported: Collaboration was the most often mentioned way organizations could
be best supported. Health system participation, nutrition support, health education,
marketing/communication to increase awareness or support of existing services were listed by a
few informants.

e COVID-19 Impact: COVID-19 caused a more sedentary life with less activity and poor nutrition.
COVID exacerbated bad habits, isolation and social disconnectedness.

Remaining Health Conditions/Behaviors

The remaining health conditions/behaviors are listed below along with populations affected, strategies,
critical stakeholders, best way to be supported and COVID-19 impact. Please be aware of the limited
number of key informants who listed these as one of their top two rankings.

Reproductive Health, Sexual Health, and STI’s

One key informant interview ranking included reproductive health, sexual health, and STI’s as a top
health condition/behavior and zero ranked it number one. Awareness of the issue, accessibility of services
or reproductive education were listed as additional strategies needed. Marketing/communication to
increase awareness or health education for young women was mentioned as a way an organization could
be supported.

Tobacco and Vaping Products

One key informant’s interview ranking included tobacco and vaping products as a top health
condition/behavior and zero ranked it number one. Increased mental health providers, parental education
or longer medical appointments were listed as additional strategies needed. Mental health education for
parents was mentioned as a way an organization could be supported.

Feminine and Hygiene Products

One key informant’s interview ranking included feminine and hygiene products as a top health
condition/behavior and zero ranked it number one. Increase donations or more funding to provide
products to women and families were additional strategies needed.

Identified Community Resources

Landlords

Health Systems

Chamber of Commerce

Washington Ozaukee Public Health Department

Economic Development

Mental Health Providers

Government Officials

Non-Profit Organizations

Independent Living and Senior Housing Facilities

Government Agencies

YMCA

Parks and Recreation

School Districts and Youth

Judicial System

Higher Education Faith-Based Organizations
Childcare Providers Transportation Services
Employers First Responders

Community Leaders

People with Lived Experience
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Appendix F: 2025 Froedtert Community Hospital — New Berlin Community
Health Needs Assessment: A Summary of Key Stakeholder Focus Groups

The Froedtert Community Hospital Community Health Needs Assessment key stakeholder focus group
results can be found at Froedtert Community Hospital Community Engagement | Froedtert & MCW.

Froedtert Community Hospital — New Berlin conducted a focus group to gain deeper insights about
perceptions, attitudes, experiences or beliefs held by community members about their health. It is
important to note that the information collected in an individual focus group is not necessarily
representative of other groups. One focus group was conducted with four respondents representing
communities that include, but were not limited to: business community, health care, and youth in
September 2025. Key partners, organizations and topic groups were invited by the Froedtert ThedaCare
Community Engagement leadership team to participate in these virtual focus groups lasting 60 minutes
and held in English.

Focus group facilitators used a standard discussion guide from which stakeholders were asked to identify:
e Ranking of three social determinants of health that are the most important issues for the service
area.

e For those three social determinants of health, identification of:
0 What populations in our communities are most affected by this issue? Ranking of two
health conditions and behaviors that are the most important issues for the service area.
0 What are the barriers/challenges to addressing this issue — What could we do differently?

0 What are the existing strategies addressing the health issue — what is working well? Who
are the key partners that are working on this?

0 If the community rallied behind one major effort to radically improve this issue, what
would that initiative be?

e Ranking of three health conditions and behaviors that are the most important issues for the
service area.

e For those two health issues, identification of:
0 What populations in our communities are most affected by this issue? Ranking of two
health conditions and behaviors that are the most important issues for the service area.

0 What are the barriers/challenges to addressing this issue — What could we do differently?

0 What are the existing strategies addressing the health issue — what is working well? Who
are the key partners that are working on this?

0 If the community rallied behind one major effort to radically improve this issue, what
would that initiative be?

All stakeholders were made aware that participation was voluntary and that responses would be analyzed
by Froedtert ThedaCare Community Engagement team members. Based on the summaries, this report
presents the results of the 2025 key stakeholder focus groups for the Froedtert Community Hospital—
New Berlin, Froedtert Community Hospital—Pewaukee, Froedtert Community Hospital—Oak Creek and
Froedtert Community Hospital—Mequon service areas.

Limitations: One key stakeholder focus group was conducted with four respondents in the Froedtert
Community Hospital — New Berlin service area. This report relies on the opinions and experiences of a
limited number of experts identified as having the community’s pulse. However, responses may not be
representative of the overall perception of community strengths and needs. It is possible that the results
would have been substantially different if a different set of stakeholders had been interviewed. Results
should be interpreted with caution and in conjunction with other Waukesha County data (e.g., key
informant interviews, community health survey and secondary data).
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Below are the summaries of barriers/challenges, needed strategies and priority populations identified in
community focus groups for each health issue. In addition, community identified resources, partners and
assets are listed below.

Accessible and Affordable Health Care
e Affected Populations:
0 Many individuals living paycheck to paycheck and having difficulty paying medical
bills with high deductible plans
0 Many young adults early in their careers not earning much
0 The broad community
e Barriers and Challenges:
0 Work schedules that don’t allow flexibility
Timely medical appointments not available
Language barriers and differences
Prefer quick care from emergency department versus waiting for specialty care
Long wait lists to see providers and high co-pays
Mental health services for adults and youth
Lack of transportation
Lack of specialty care
e Existing Strategies:
0 Occupational health services
Telehealth helps reduce barriers
Health savings accounts helpful with out-of-pocket expenses
Preventative screenings and vaccinations that are onsite at workplaces and community events
Systems like MyChart
Sliding scale for services and cost
Support more free clinics
e One Major Effort:
Wellness resource hub for older populations to receive services such as social security and
Medicaid/Medicare support or navigation
Meet people where they are
Wayfinding for health care to communicate and navigate between health systems
Focus on preventative services
More free clinics

OO0OO0OO0OO0OOo

OO0OO0OO0OO0OOo (@]

o

O O0OO0Oo

Safe and Affordable Housing
e Affected Populations:
0 Everyone
0 Single parents
0 Young families can’t afford homes or get priced out of neighborhood
e Barriers and Challenges:
0 Not enough housing
Lack of financial education and literacy
Cost of houses
Lack of financial planning
Investment in schools and youth, increase the earning power of families
Opportunities for housing for employees
0 Government subsidies
e Existing Strategies:
0 Engage clected official and developers
e One Major Effort:
0 Mandatory finance education in school
0 Workshops on reducing debt
0 Improve public transportation

O O0OO0OO0Oo
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0 Understand reasons why housing costs are up

Social Connectedness and Belonging
e Affected Populations:
O Youth and teens
o Elderly
e Barriers and Challenges:
0 Approachability
0 Encouraging volunteering and getting involved in the community
0 Get families to feel a strong connection with school districts and community
0 Social media influences and growing technology
0 Lack of transportation
e Existing Strategies:
0 Interaction in workplaces and other environments
0 Community events and social gathering with friends
0 Park systems
0 Chamber events
¢ One Major Effort:
0 More intimate community events for people to connect
0 School groups focused on comprehensive services
(0]
(0]

More funding for recreation departments
Engage seniors in social activities

Mental Health

e Affected Populations:
0 Universal issue and widespread
Youth
Middle-aged adults
Middle-aged men
Older adults lacking social connectedness
0 Veterans
e Barriers and Challenges:
0 Awvailability and affordability of care
o Establishing a provider takes time, it can take up to seven counselors to find a good fit — with
low health literacy it is even harder — most people get the immediate help they need but give
up on getting long term help
Stigma
Social isolation
Social media influences
Lack of community offerings
Parents feeling social pressure to be over scheduled
Everyone’s mental health is so individual that it is hard to create a system level solution —
needs to be based on individual needs, yet scoped up to serve a lot of people
0 Other factors can directly affect someone’s mental health — ACE, transportation,
employment, food, basic needs for living, day to day life
e Existing Strategies:
0 Onsite chaplains have been effective

O O0OO0Oo

OO0OO0OO0OO0Oo

0 Telehealth breaks down travel barriers, childcare issues

0 School-based services

0 Workforce Health — focus on adult population using education, reducing access problems

0 Spring Health (Froedtert ThedaCare)

0 SilverCloud (Froedtert & the Medical College of Wisconsin health network) for patients and
community
NAMI

0 Wellpoint
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Care Solace

Comprehensive Community Services

Mental health social workers embedded in the 911 dispatch center
Warm Lines / 211 phone resources

e One Major Effort:

O O0OO0OO0Oo

o

Teen mental health therapy groups

Schools should do more outreach

Faith-based youth groups

Universal mental health education and prevention

Every single student (middle or high school) should have a touch base with a mental health

care professional

Resources centralized — easier for people to know where to go for care

More work around stigma reduction— positive movement has been made but still need more

attention to middle-aged men and seniors who have been raised not to ask for help, need to

continue bringing awareness to how mental health is like one’s physical health (like diabetes)

More champions in the community to talk openly about mental health — bosses, teachers,

favorite podcast personalities (people in the community who are trusted)

Political leaders on both sides coming together on bipartisan effort to support mental health
* Be bolder with messaging — often messages are diluted because they don’t want to

irritate anyone

Nutrition, Physical Activity and Obesity

e Affected Populations:

(0]
(0]

(0]

o
o

People with lower social economic status — healthy food is expensive and less accessible
Kids do/eat what is modeled to them and is available to them — they are learning about
healthy habits but those behaviors could be out of their control

Aging adults experiencing health and mobility issues that may limit access to fresh foods,
grocery store access and walking

Aging population with food insecurity due to lack of transportation

e Barriers and Challenges:

(0]

OO0OO0OO0OO0OO0OO0O0

The demands of life and family have gotten greater, no family-style dinners anymore
Quick meals and late meals due to other demands

Misinformation, offer more educational programming

Cost of fresh food is high, cheaper to eat processed or ready-made foods

Prescription prices are high

Do not provide follow-up after falls care (EMS visits or hospital visits)

Falls — people living alone, isolated

It costs money to be physically active, Wisconsin weather reduces activity in the winter
Not a walking forward community — driving required for most destinations, people do not
walk to a store

e Existing Strategies:

o

O O0OO0Oo

OO0OO0OO0OO0OOo

Offer more programs

Promotion of health education topics

Cooking demos, workshops, nutrition coaching, training and teaching how to make recipes
Utilize technology

Focus and acceptance on less screen time, less focus on assessment scores, more recess times,
more time for lunch, strong school board support for these types of changes

Recreation departments

YMCA

Schools

Hospital systems

UW-Extension (Strong Bodies class)

WIC — Farmers Market Stipends (currently being underutilized, on the surface a wonderful
program, in practice this is a change on how people are used to getting their food)
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Community gardens (increase in)
Seeing more green spaces available
Insurance offering incentives

e One Major Effort:

(0}

(olNe]

O O0O0OO0

Community gardens

Health options at corner stores and buyback programs

Engage organizations like the YMCA on programming, employee discounts and educational
workshops

Community-wide challenge

More community gardens and green space is lower social economic status neighborhoods
Blue Zones Project

Free access to County Parks

Substance Misuse

e Affected Populations:

0 Youth — younger than high school
0 People with mental health needs
0 People in jail/incarcerated (experience high overdose rate when released)

e Barriers and Challenges:

0 Addiction is challenging

People need better coping mechanisms

Poor mental health is a factor

People don’t want to admit it’s a problem

Culture in Wisconsin

Lack of providers and prevention efforts

Access is so easy for youth

Delta-8 is available everywhere

Fentanyl exposure

Stigma around substance misuse and harm reduction strategies
Kids don’t think it will negatively affect them

Availability of community resources and treatment for youth under the age of 18, if abuse
recognized earlier, they have less options for help than adults
0 Billing/reimbursement for peer specialist services

OO0OO0OO0OO0OOOOOOO

e Existing Strategies:

0 Smoking cessation classes

0 American Lung Association strategies and resources related to tobacco prevention

0 Peer specialists (can interact with people who have substance abuse disorders in a unique
way)

0 Supporting building resiliency

0 Schools — moving away from consequences of a ticket and towards requiring youth to
take an online educational class (not solving the issue but making a dent)

e One Major Effort:

0 Look at the whole body when address health
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Appendix G: Key Stakeholder Organizations Interviewed for purposes of
conducting the Froedtert Community Hospital — New Berlin CHNA

Key Stakeholder Organizations

Description of Organizations

Aging & Disability Resource Center of
Waukesha County

Provides information, assistance, counseling and supportive services for older
adults, caregivers, people with disabilities and adults with mental health or
substance use concerns

Arrowhead Union High School District

Provides education to youth

Community Action Coalition for South Central

Wisconsin

Nonprofit working to end poverty

Community Outreach Health Clinic

Free medical clinic for uninsured

Community Smiles Dental

Nonprofit proving oral health services

Elmbrook Schools Provides education to youth

Eras Senior Network Nonprofit serving seniors, adults with disabilities and family caregivers
Falls Area Food Pantry Provides food for low-income individuals and families

Family Services of Waukesha Nonprofit counseling center

Habitat for Humanity Nonprofit supporting housing

Hebron Housing Services Nonprofit dedicated to ending homelessness

Lake Area Free Clinic Free medical clinic for uninsured

Mukwonago Food Pantry Provides food for low-income individuals and families

Mukwonago School District Provides education to youth

NAMI SE WI Nonprofit provides support for mental health

School District of Menomonee Falls

Provides education to youth

Shorehaven

Senior living facility

Sixteenth Street Community Health Center

Free medical clinic for uninsured

United Way of Greater Milwaukee and
Waukesha Counties

Engages, convenes and mobilizes community resources to address root causes
of local health and human services needs

UW-Madison Extension, Waukesha County

Shares, develops and delivers resources and programs to respond to
community issues

Waukesha County Business Alliance

Nonprofit supporting local businesses

Waukesha County Department of Health &
Human Services

Government department providing community programs to individuals and
families challenged by disabilities, economic hardship and safety concerns

Waukesha County Fire Chiefs Association

Emergency response

Waukesha County Government

Local government

Waukesha County Government

Local government

Waukesha County Mental Health Services

Nonprofit counseling center

Waukesha Food Pantry Provides food for low-income individuals and families
Waukesha Free Clinics Free medical clinic for uninsured
YMCA at Pabst Farms Nonprofit providing services that help people improve their health and well-

being

YMCA of Greater Waukesha County

Froedtert Community Hospital — New

Nonprofit providing services that help people improve their health and well-
being
Description of Organizations

Berlin Focus Group Organizations
YMCA of Greater Waukesha County

Nonprofit providing services that help people improve their health and well-
being

Dynatect Manufacturing, Inc

Local business

Wenthe-Davidson Engineering Co.

Local business

Froedtert Health

Health care leadership in New Berlin
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Appendix H: 2025 Secondary Data Sources

In 2025, data was collected through a secondary data analysis using Metopio and other publicly available
sources. This health data is one piece of a variety of data sources being used by local health systems to
describe their communities and the health priorities of their service areas. Indicators for which primary
data are being collected were excluded. Data for each indicator were presented by race and ethnicity and
gender when the data were available. A secondary data analysis was completed between September and
November 2025. All of the data come from publicly available data sources.

Publicly available data sources used for the Secondary Data Analysis
e Behavioral Risk Factor Surveillance System (BRFS)
e Center for Disease Control, SVI Interactive Maps — Social Vulnerability
o Center for Health Disparities Research, UW- Madison School of Medicine and Public Health,
Area Deprivation Index
e Metopio
e United Way ALICE Report
University of Wisconsin Population Health Institute. County Health Rankings. Accessible at
www.countyhealthrankings.org.
U.S. Census Data (CENSUS)
Wisconsin Department of Health Services (DHS)
Wisconsin Department of Justice
Wisconsin Family Health Survey (FHS)
Wisconsin Department of Health Services, Division of Public Health, Office of Health
Informatics
e Wisconsin Interactive Statistics on Health (WISH)

Limitations: Secondary data is limited to availability of data, with some health topic areas having a
robust set of indicators while others are more limited. Some secondary data sources do not include
subpopulation data and others only display values for a select number of race/ethnic groups.
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Appendix I: 2025 Internal Hospital Data

Internal health care data can provide a unique window into the heath needs of community members who
have received care. Custom Froedtert Community Hospital — New Berlin datasets and other information
resources were produced to help benchmark patient data against the community health needs assessment.

Froedtert ThedaCare data sources used
e EPIC: Social Determinants of Health Screening

(0]

Patients are screened using the SDOH questionnaire released by Epic, which leverages
evidence-based screening tools when available. SDOH data is used at the patient level to
enable care teams to address specific social needs of their patients and incorporate into their
care plan or refer the patient to community-based resources as appropriate. At the patient
population level, SDOH data is analyzed to understand the prevalence of social needs of our
patients by race and ethnicity, geography, payer, clinical service area, etc. This information
will then be used in planning new programs and services, advocacy efforts, and community
engagement.

e Impact 211

(0]

IMPACT 211 provides a central access point for people to take the first step toward
regaining stability. During times of personal crisis or community disaster, the free,
confidential helpline and online resource directory make it easy for residents of Waukesha
County to get connected to information and assistance. Data reports are generated to
summarize demographics, total calls and referrals, requested services and unmet services by
county and zip code.

e Wisconsin Hospital Association CHNA Dashboard

(0]

The Wisconsin Hospital Association (WHA) Information Center created a Community
Health Needs Assessment (CHNA) Mapping Tool to allow hospitals and community
partners the opportunity to identify areas of need in their community by analyzing clinical
conditions and community characteristics. Using data from both the WHA Information
Center and American Community Survey, the tool allows for specific analysis down to the
census tract level of individual communities.
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Appendix J: Review of the Fiscal Year 2024-2026 Froedtert Community

Hospital — New Berlin CHNA Implementation Strategy

Froedtert Community Hospital — New Berlin’s previous CHNA implementation strategy addressed
mental health as the priority health need.

The table below describes the actions taken during the 2024-2026 CHNA implementation strategy to
address each priority need and indicators of improvement.

Note: At the time of the report publication in May, the last fiscal year fourth quarter data was not entirely
collected. The table reflects results submitted by that time.

Significant
Health Need
Mental Health

Objective

Support mental health
outreach, education
and prevention
programs by June 30,
2026.

Improve access to
mental health services
and navigation to

Actions

Actively participate on the
Waukesha County Mental Health
Action Team.

Support mental health efforts
through charitable giving and
sponsorship.

Expand mental health care career
exploration to offer at least two
presentations or speakers for middle
school or high school students per
year.

Collaborate with community
organizations to conduct at least one
educational training to increase
awareness and skills to address
mental health concerns, improve
individual self-care and provide
community with support, tools and
resources.

Utilize and promote Impact 211 as a
central access point for people who
are in need of mental health support.

Outcomes

Active member of the Waukesha
County Mental Health Action Team
and the Waukesha County Social
Connectedness Coalition.
Allocated $3,000 in sponsorship to
support the New Berlin Police
Department Safety Saturday events.
Three mental health care career
exploration presentations were
completed at Waukesha West High
school, with an additional
presentation scheduled at Waukesha
North High School in spring 2026.
Including the upcoming session, a
total of 71 students were reached.
Post-presentation data from
completed sessions demonstrate a
38% increase in student knowledge.
Supported promotion of UW
Extension’s WeCOPE evidence-
based program focused on coping
with daily life stress. Eighteen
adults participated in the class, with
two participants reporting Froedtert
as how they learned about the
program.

Supported promotion of the
Community Action Coalition’s free
educational offerings, including
Mental Health First Aid,
Psychological First Aid, and QPR
Suicide Prevention. In total, 35
sessions were promoted.

Supported promotion of the Pamela
Parker Community Outreach Health
Clinic’s Understanding Anxiety
series, which had 5 registered
participants.

Social drivers of health screenings
are administered at Froedtert
Community Hospital — New Berlin
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community resources e  Explore the expansion of and Mooreland Reserve Health
by June 30, 2026. SilverCloud to the community. Center. The results are as follows:

0 1,497 patients screened for
housing with 97 identifying a
need.

0 1,078 patients screened for
utilities with 20 identifying a
need.

0 4,132 patients screened for
personal safety with 197
identifying a need.

0 1,496 patients screened for
transportation with 54
identifying a need.

0 1,497 patients screened for
food insecurity with 122
identifying a need.

e Utilized Impact 211 promotional
materials to distribute at community
events. Over the last three years,
Impact 211 received over 4,000
service requests for mental health
concerns in Waukesha County.

e Delivered four 211 training
sessions, engaging 22 organizations
and reaching a total of 43
participants.

e Coordinated a SilverCloud
workgroup with representatives
from Community Engagement,
Behavioral Health and Inception
Health, and Marketing in FY24.

e Launched SilverCloud for the
Community on Feb. 1, 2025.

e Programs offered include resiliency
and stress programs and open for all
community members.

e Developed promotional flyers and
slims to support promotion of the
SilverCloud program and distributed
materials to community partner
organizations.

e Hosted two SilverCloud
informational sessions for
organizations to increase awareness
and understanding of the program.

e Created a SilverCloud Discussion
Group Facilitator Guide and
encouraged partner organizations to
integrate the tool into their ongoing
programming.

e Since launch, 77 individuals
activated accounts to participate in
the program.
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	Executive Summary 
	Community Health Needs Assessment for Froedtert Community Hospital – New Berlin  
	 
	A community health needs assessment (CHNA) is a tool to gather data and important health information on the communities Froedtert Community Hospital – New Berlin serves. This assessment guides our investments and helps us identify and measure community health needs and assets, which we are then able to better tailor our engagement with communities and allocate resources. 
	 
	To produce this CHNA, Froedtert Community Hospital – New Berlin utilized data from the 2023 Waukesha County Community Health Needs Assessment (CHNA) and focus groups specific to the Froedtert Community Hospital – New Berlin service area. 
	 
	Every three years, Froedtert ThedaCare, Advocate Aurora Health, Ascension Wisconsin, Children's Wisconsin, ProHealth Care and the Waukesha County Public Health Division align resources to participate in a robust, shared Waukesha County CHNA data collection process. Supported by additional analysis from the JKV Research, LLC, the CHNA includes findings from a community health survey, key informant interviews, a compiling of secondary source data and internal hospital data.  
	 
	Froedtert ThedaCare also conducted focus groups specific to the Froedtert Community Hospital – New Berlin service area. The data helps inform an independent CHNA specific to Froedtert Community Hospital – New Berlin’s service area and community health needs. The independent CHNA serves as the basis for the creation of an implementation strategy to improve health outcomes and reduce disparities in Froedtert Community Hospital – New Berlin’s service area. 
	 
	The CHNA was reviewed by the Froedtert Community Hospital – New Berlin CHNA/Implementation Strategy Advisory Committee (Appendix A), which consists of members of the Froedtert Community Hospital – New Berlin Community Advisory Committee, local health department representatives, Waukesha County community partners, and hospital and health system leadership and team members. Committee members were selected based on their specific knowledge of health needs and resources in the Froedtert Community Hospital – New
	 
	Following the review of the CHNA, an implementation strategy was developed, identifying evidence-based programs, and allocating resources appropriately. Froedtert Community Hospital – New Berlin Community Engagement leadership and staff will regularly monitor and report on progress toward achieving the implementation strategy’s objectives. They also will provide quarterly reports to the Froedtert Community Hospital – New Berlin Community Advisory Committee. Additional progress on the Implementation Strategy
	 
	 
	 

	 
	 
	 
	 
	 
	Froedtert Community Hospital – New Berlin Community Service Area  
	 
	Overview 
	Froedtert Community Hospital, part of the Froedtert & the Medical College of Wisconsin health network, includes locations in Mequon, Oak Creek, New Berlin and Pewaukee. Each licensed, accredited, acute-care facility provides high-quality care close to home in a small-scale hospital setting and features an emergency department, inpatient beds, laboratory, pharmacy and imaging services. 
	 
	H2
	Span
	The Froedtert & the Medical College of Wisconsin health network
	The Froedtert & the Medical College of Wisconsin health network

	 is a partnership between Froedtert ThedaCare and the Medical College of Wisconsin, supporting a shared commitment to patient care, innovation, medical research and education. Our health network operates eastern Wisconsin's only academic medical center and adult Level I Trauma Center at Froedtert Hospital, Milwaukee, an internationally recognized training and research center engaged in thousands of clinical trials and studies. The Froedtert & MCW health network, which includes 10 hospital locations, more th

	 
	In addition to Froedtert Hospital, the network includes Froedtert Bluemound Rehabilitation Hospital, Froedtert Holy Family Memorial Hospital, Froedtert Menomonee Falls Hospital, Froedtert West Bend Hospital and Froedtert Community Hospital with locations in Mequon, New Berlin, Oak Creek and Pewaukee. The health network represents the collaboration of Wisconsin’s largest multispecialty physician practice with two community-based physician groups. In 2017, an existing affiliation with the former United Hospit
	 
	Mission Statement 
	To advance the health of our communities through excellence and discovery, inspiring each person to live their unique, best life. 
	 
	Froedtert Community Hospital – New Berlin Service Area and Demographics 
	For the purpose of the Community Health Needs Assessment, the community is defined as ZIP codes within Milwaukee, Racine, and Waukesha County, because 84.9% of discharges occur from this geography. All programs, activities, and partnerships under the CHNA will be delivered in Waukesha County. Froedtert Community Hospital – New Berlin determines its primary service area by completing an annual review and analysis of hospital discharges and market share according to various determinants. 
	Figure
	 
	The Froedtert Community Hospital – New Berlin total service area consists of 25 zip codes: 53005 (Brookfield), 53045 (Brookfield), 53051 (Menomonee Falls), 53072 (Pewaukee), 53103 (Big Bend), 53122 (Elm Grove), 53129 (Greendale), 53130 (Hales Corners), 53132 (Franklin), 53146 (New Berlin), 53149 (Mukwonago), 53150 (Muskego), 53151 (New Berlin), 53185 (Waterford), 53186 (Waukesha), 53188 (Waukesha), 53189 (Waukesha), 53213 (Milwaukee), 53214 (Milwaukee), 53219 (Milwaukee), 53220 (Milwaukee), 53221 (Milwaukee
	 
	Froedtert Community Hospital – New Berlin  Primary Service Area Demographics  
	 
	 Age – The Froedtert Community Hospital – New Berlin service area has a larger older population compared to the Milwaukee Five-County Area. The 45 and older age groups are larger in the Froedtert Community Hospital – New Berlin service area with 46.4% of population, while the Milwaukee Five-County Area 45 and older age groups make up 43.1% of the population. 
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	Race – The racial distribution in the Froedtert Community Hospital – New Berlin service area is predominantly White (78.3%). The Milwaukee Five-County Area is 66.2% White and 15.5% African American. 
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	Household Income – Households where income is less than $50,000 make up 24.4% of the distribution in the Froedtert Community Hospital – New Berlin service area. Within the Milwaukee Five-County Area, the percent of households where income is less than $50,000 is 30.5%. 
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	Payer Mix – For adult inpatients, 10.1% of Froedtert Community Hospital – New Berlin service area patients are Medicaid and Self Pay payers. The Milwaukee Five-County Area has 17.1% Medicaid and Self Pay patients in the payer mix. 
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	*Milwaukee Five-County Area: Milwaukee, Ozaukee, Racine, Waukesha, and Washington 
	 
	 
	 
	 
	 
	 
	 
	Community Health Needs Assessment Process and Methods Used 
	In 2025, a CHNA was conducted to 1) determine current community health needs in the Froedtert Community Hospital – New Berlin service area, 2) gather input from persons who represent the broad interest of the community and identify community assets, 3) identify and prioritize significant health needs, and 4) develop implementation strategies to address the prioritized health needs. Froedtert Community Hospital – New Berlin assessed the health needs of the communities it serves through a comprehensive data c
	 
	Community Health Survey:  Froedtert Community Hospital – Pewaukee utilized data from the 2023 Waukesha County CHNA telephone and online survey of 888 residents that was conducted by Froedtert Menomonee Falls Hospital in collaboration with other local health care systems. The full report of these surveys can be found at 
	Community Health Survey:  Froedtert Community Hospital – Pewaukee utilized data from the 2023 Waukesha County CHNA telephone and online survey of 888 residents that was conducted by Froedtert Menomonee Falls Hospital in collaboration with other local health care systems. The full report of these surveys can be found at 
	Froedtert Menomonee Falls Hospital Community Engagement
	Froedtert Menomonee Falls Hospital Community Engagement

	. 

	 
	Key Stakeholder Interviews:  Froedtert Community Hospital – Pewaukee utilized data from the 2023 Waukesha County CHNA of 30 phone interviews with Waukesha County community leaders of various school districts, non-profit organizations, health and human service department and business leaders. In addition, the Community Engagement team and leaders conducted a focus group with four key stakeholders in the Froedtert Community Hospital – Pewaukee service area in 2025. A list of organizations can be found in Appe
	Key Stakeholder Interviews:  Froedtert Community Hospital – Pewaukee utilized data from the 2023 Waukesha County CHNA of 30 phone interviews with Waukesha County community leaders of various school districts, non-profit organizations, health and human service department and business leaders. In addition, the Community Engagement team and leaders conducted a focus group with four key stakeholders in the Froedtert Community Hospital – Pewaukee service area in 2025. A list of organizations can be found in Appe
	Froedtert Menomonee Falls Hospital Community Engagement
	Froedtert Menomonee Falls Hospital Community Engagement

	.   

	 
	Secondary Data Sources: Utilizing multiple county and community-based publicly available reports and Metopio, information was gathered regarding mortality/morbidity data, health care utilizations, health behaviors, chronic diseases, public safety/crime reports and socio-economic/social driver data.  
	 
	Internal Hospital Data:  Internal data was gathered from Froedtert Community Hospital – New Berlin’s service area to gain a better understanding of specific health needs impacting the hospital’s patient population.   
	 
	Health Impact 
	Froedtert Community Hospital – New Berlin has a commitment to being a culturally competent organization that provides exceptional care to everyone; therefore, belonging is a priority for not only the hospital but the entire health network. Health impact focuses on minimizing these differences and drives us to increase opportunities for good health by eliminating systemic, avoidable, unfair and unjust barriers. Health impact was a focus of consideration during the entire community health needs assessment, th
	 
	Data Collection Collaborators  
	Froedtert Community Hospital – New Berlin completed its 2023 and 2025 data collection in collaboration with multiple community organizations serving Waukesha County. These organizations were heavily involved in identifying and collecting the data components of the CHNA: 
	• Ascension Wisconsin 
	• Ascension Wisconsin 
	• Ascension Wisconsin 

	• Aurora Health Care 
	• Aurora Health Care 

	• Children’s Wisconsin 
	• Children’s Wisconsin 

	• Froedtert ThedaCare  
	• Froedtert ThedaCare  

	• ProHealth Care 
	• ProHealth Care 

	• Waukesha County Public Health Division 
	• Waukesha County Public Health Division 


	 
	 
	Data Collection Consultants   
	JKV Research, LLC was commissioned to support report preparation for the 2023 shared Waukesha County data collection process and provided analysis of the community health survey and key stakeholder interviews. 
	 
	Community Health Needs Assessment Solicitation and Feedback 
	Froedtert Community Hospital – New Berlin is committed to addressing community health needs collaboratively with local partners. Froedtert Community Hospital – New Berlin used the following methods to gain community input from August to October 2023 and August to September 2025 on the significant health needs of the Froedtert Community Hospital – New Berlin community. These methods provided additional perspectives on how to select and address top health issues facing Froedtert Community Hospital – New Berli
	 
	Input from Community Members 
	Key Stakeholder Interviews: Key organizations with specific knowledge and information relevant to the scope of the identified significant health needs (“informants”) in Froedtert Community Hospital – New Berlin’s community were identified by organizations and professionals that represent the broad needs of the community, and organizations that serve low-income and underserved populations. A list of key stakeholders can be found in Appendix G. These local partnering organizations also invited stakeholders to
	 
	Social Determinants of Health (SDOH): 
	• Top Rank, Second Rank  
	• Top Rank, Second Rank  
	• Top Rank, Second Rank  

	• What populations in our communities are most affected by this issue? How are they affected?  
	• What populations in our communities are most affected by this issue? How are they affected?  

	• What are the existing strategies and stakeholders to address the health issue? What is working well?  
	• What are the existing strategies and stakeholders to address the health issue? What is working well?  

	• If your organization works in this space, what is the best way that public health or health care organizations can support you?  
	• If your organization works in this space, what is the best way that public health or health care organizations can support you?  

	• How has COVID-19 impacted this issue? 
	• How has COVID-19 impacted this issue? 


	Health Conditions/Behaviors: 
	• Top Rank, Second Rank 
	• Top Rank, Second Rank 
	• Top Rank, Second Rank 

	• What populations in our communities are most affected by this issue? How are they affected?  
	• What populations in our communities are most affected by this issue? How are they affected?  

	• What are the existing strategies and stakeholders to address the health issue? What is working well?  
	• What are the existing strategies and stakeholders to address the health issue? What is working well?  

	• What additional strategies are needed to address this issue? What is keeping our community from doing what needs to be done to improve this issue?  
	• What additional strategies are needed to address this issue? What is keeping our community from doing what needs to be done to improve this issue?  

	• If your organization works in this space, what is the best way that public health or health care organizations can support you? 
	• If your organization works in this space, what is the best way that public health or health care organizations can support you? 

	• How has COVID-19 impacted this issue? 
	• How has COVID-19 impacted this issue? 


	Additional Questions/Comments: 
	• How would you suggest organizations reach out to community members to implement health initiatives? 
	• How would you suggest organizations reach out to community members to implement health initiatives? 
	• How would you suggest organizations reach out to community members to implement health initiatives? 

	• Do you have any additional comments you would like to share? 
	• Do you have any additional comments you would like to share? 


	 
	The 2025 Froedtert Community Hospital – New Berlin CHNA interviewers used a standard interview script that included the following elements for the focus group: 
	• Ranking of three social determinants of health that are the most important issues for the service area.  
	• Ranking of three social determinants of health that are the most important issues for the service area.  
	• Ranking of three social determinants of health that are the most important issues for the service area.  

	• For those three social determinants of health, identification of:  
	• For those three social determinants of health, identification of:  
	• For those three social determinants of health, identification of:  
	o What populations in our communities are most affected by this issue? Ranking of two health conditions and behaviors that are the most important issues for the service area.  
	o What populations in our communities are most affected by this issue? Ranking of two health conditions and behaviors that are the most important issues for the service area.  
	o What populations in our communities are most affected by this issue? Ranking of two health conditions and behaviors that are the most important issues for the service area.  

	o What are the barriers/challenges to addressing this issue – What could we do differently? 
	o What are the barriers/challenges to addressing this issue – What could we do differently? 

	o What are the existing strategies addressing the health issue – what is working well? Who are the key partners that are working on this? 
	o What are the existing strategies addressing the health issue – what is working well? Who are the key partners that are working on this? 

	o If the community rallied behind one major effort to radically improve this issue, what would that initiative be? 
	o If the community rallied behind one major effort to radically improve this issue, what would that initiative be? 

	o What populations in our communities are most affected by this issue? Ranking of two health conditions and behaviors that are the most important issues for the service area.  
	o What populations in our communities are most affected by this issue? Ranking of two health conditions and behaviors that are the most important issues for the service area.  

	o What are the barriers/challenges to addressing this issue – What could we do differently? 
	o What are the barriers/challenges to addressing this issue – What could we do differently? 

	o What are the existing strategies addressing the health issue – what is working well? Who are the key partners that are working on this? 
	o What are the existing strategies addressing the health issue – what is working well? Who are the key partners that are working on this? 

	o If the community rallied behind one major effort to radically improve this issue, what would that initiative be? 
	o If the community rallied behind one major effort to radically improve this issue, what would that initiative be? 





	• Ranking of three health conditions and behaviors that are the most important issues for the service area.  
	• Ranking of three health conditions and behaviors that are the most important issues for the service area.  
	• Ranking of three health conditions and behaviors that are the most important issues for the service area.  

	• For those three health issues, identification of:  
	• For those three health issues, identification of:  


	 
	Underserved Population Input: Froedtert Community Hospital – New Berlin is dedicated to reducing health disparities. Input from community members who are medically underserved, low-income and minority populations and/or organizations that represent those populations are important in addressing community health needs. With that in mind, Froedtert Community Hospital – New Berlin took the following steps to gain input: 
	• 2023 Waukesha County Community Health Survey: When appropriate, data was stratified by gender, age, education household income level and marital status. 
	• 2023 Waukesha County Community Health Survey: When appropriate, data was stratified by gender, age, education household income level and marital status. 
	• 2023 Waukesha County Community Health Survey: When appropriate, data was stratified by gender, age, education household income level and marital status. 

	• 2023 and 2025 Key Stakeholder Interviews and Focus Group: The key stakeholder interviews included input from members of organizations representing medically underserved, low-income and minority populations. 
	• 2023 and 2025 Key Stakeholder Interviews and Focus Group: The key stakeholder interviews included input from members of organizations representing medically underserved, low-income and minority populations. 


	 
	Summary of Community Member Input 
	The top health issues/behaviors and social needs ranked most consistently or most often cited in the community health survey and by key stakeholders were: 
	 
	 
	 
	 
	 
	 

	Community Health Survey 
	Community Health Survey 

	Key Stakeholder Interviews 
	Key Stakeholder Interviews 

	Focus Group 
	Focus Group 



	Health Issues and Behaviors 
	Health Issues and Behaviors 
	Health Issues and Behaviors 
	Health Issues and Behaviors 

	• Alcohol Abuse and Drug/Substance Use 
	• Alcohol Abuse and Drug/Substance Use 
	• Alcohol Abuse and Drug/Substance Use 
	• Alcohol Abuse and Drug/Substance Use 

	• Mental Health, Mental Conditions and Suicide 
	• Mental Health, Mental Conditions and Suicide 

	• Nutrition, Physical Activity and Obesity 
	• Nutrition, Physical Activity and Obesity 

	• Access to Affordable Health Care 
	• Access to Affordable Health Care 

	• Chronic Diseases 
	• Chronic Diseases 



	• Mental Health, Mental Conditions and Suicide 
	• Mental Health, Mental Conditions and Suicide 
	• Mental Health, Mental Conditions and Suicide 
	• Mental Health, Mental Conditions and Suicide 

	• Alcohol and Substance Use 
	• Alcohol and Substance Use 

	• Chronic Diseases 
	• Chronic Diseases 

	• Nutrition, Physical Activity and Obesity 
	• Nutrition, Physical Activity and Obesity 

	• Reproductive Health, Sexual Health and STI’s 
	• Reproductive Health, Sexual Health and STI’s 



	• Mental Health 
	• Mental Health 
	• Mental Health 
	• Mental Health 

	• Nutrition, Physical Activity and Obesity 
	• Nutrition, Physical Activity and Obesity 

	• Substance Misuse 
	• Substance Misuse 




	Social Determinants of Health 
	Social Determinants of Health 
	Social Determinants of Health 

	• Economic Stability  
	• Economic Stability  
	• Economic Stability  
	• Economic Stability  

	• Community Violence and Safety 
	• Community Violence and Safety 

	• Safe and Affordable Housing 
	• Safe and Affordable Housing 

	• Education Access and Quality 
	• Education Access and Quality 

	• Accessible and Affordable Health Care 
	• Accessible and Affordable Health Care 



	• Safe and Affordable Housing 
	• Safe and Affordable Housing 
	• Safe and Affordable Housing 
	• Safe and Affordable Housing 

	• Accessible, Affordable and Quality Health Care 
	• Accessible, Affordable and Quality Health Care 

	• Food Insecurity 
	• Food Insecurity 

	• Social Connectedness and Belonging 
	• Social Connectedness and Belonging 

	• Economic Stability and Employment  
	• Economic Stability and Employment  



	• Accessible, Affordable, and Quality Health Care 
	• Accessible, Affordable, and Quality Health Care 
	• Accessible, Affordable, and Quality Health Care 
	• Accessible, Affordable, and Quality Health Care 

	• Safe and Affordable Housing 
	• Safe and Affordable Housing 

	• Social Connectedness and Belonging 
	• Social Connectedness and Belonging 
	• Social Connectedness and Belonging 
	• Behavioral Health 
	• Behavioral Health 
	• Behavioral Health 

	• Access to Health Care 
	• Access to Health Care 

	• Chronic Diseases 
	• Chronic Diseases 

	• Unintentional Falls 
	• Unintentional Falls 





	 




	 
	Prioritization of Significant Health Needs  
	Froedtert Community Hospital – New Berlin analyzed secondary data of several indicators, gathered community input from key stakeholders and utilized data from a phone and online survey to identify the 
	needs in the Froedtert Community Hospital – New Berlin service area. Based on the information from all the CHNA data collection sources, the health needs were identified as: 
	 
	The CHNA was reviewed by the Froedtert Community Hospital – New Berlin CHNA/Implementation Strategy Advisory Committee (Appendix A), which consists of members of the Froedtert Community Hospital – New Berlin Community Advisory Committee, local health department representatives, Waukesha County community partners, and hospital and health system leadership and staff. Committee members were selected based on their specific knowledge of health needs and resources in the Froedtert Community Hospital – New Berlin
	1. Review the Community Health Needs Assessment results for identification and prioritization of community health needs. 
	1. Review the Community Health Needs Assessment results for identification and prioritization of community health needs. 
	1. Review the Community Health Needs Assessment results for identification and prioritization of community health needs. 

	2. Review previous 2024-2026 Implementation Strategy programs and results. 
	2. Review previous 2024-2026 Implementation Strategy programs and results. 

	3. Rank and select priority areas. 
	3. Rank and select priority areas. 

	4. Brainstorm evidence-based strategies, partnerships, and programs to address community health needs. 
	4. Brainstorm evidence-based strategies, partnerships, and programs to address community health needs. 


	 
	During a facilitated workout session in January 2026, members of the CHNA/Implementation Strategy Advisory Committee were asked to rate each health need based on the following criteria to identify the significant health needs:  
	• Alignment: the degree to which the health issue aligns with community priorities. 
	• Alignment: the degree to which the health issue aligns with community priorities. 
	• Alignment: the degree to which the health issue aligns with community priorities. 

	• Feasibility: the degree to which the hospitals can address the need through direct programs, clinical strengths, and dedicated resources. 
	• Feasibility: the degree to which the hospitals can address the need through direct programs, clinical strengths, and dedicated resources. 

	• Partnerships: the degree to which there are current or potential community partners/coalitions. 
	• Partnerships: the degree to which there are current or potential community partners/coalitions. 

	• Health Impact: the degree to which disparities exist and can be addressed. 
	• Health Impact: the degree to which disparities exist and can be addressed. 

	• Measurable: the degree to which measurable impact can be made to address the need. 
	• Measurable: the degree to which measurable impact can be made to address the need. 

	• Upstream: the degree to which the community health need is upstream from and a root cause of other community health needs. 
	• Upstream: the degree to which the community health need is upstream from and a root cause of other community health needs. 


	 
	Based on those results, behavioral health was identified as the top priority for Froedtert Community Hospital – New Berlin’s 2027-2029 Implementation Strategy. 
	 
	Community Resources and Assets 
	Community Hospital – New Berlin Community Engagement team members, leaders and external community partners work collaboratively to address the significant health needs of the community by leveraging existing resources including in-kind donations, financial contributions, dedicated team members, marketing/IT, and clinical and medical expertise. Specific resources leveraged by the hospital are identified in the Implementation Strategy. In addition, community resources are noted by key stakeholders in Appendix
	 
	Approval of Community Health Needs Assessment 
	The completed Community Health Needs Assessment (CHNA) report was adopted by the Froedtert Health Neighborhood Hospital, LLC Board of Managers on 05/04/2026 and made publicly available on 05/05/2026. 
	 
	Summary of Impact from the Previous Implementation Strategy 
	An abridged version of the results and evaluation of the impact of actions taken to address the significant health needs identified in Froedtert Community Hospital – New Berlin’s prior CHNA can be found in Appendix J of this CHNA. A copy of the complete prior CHNA can be found on the Froedtert 
	Community Hospital – New Berlin website at 
	Community Hospital – New Berlin website at 
	Froedtert Community Hospital Community Engagement | Froedtert & MCW
	Froedtert Community Hospital Community Engagement | Froedtert & MCW

	 

	 
	Public Availability of CHNA and Implementation Strategy 
	After adopting the CHNA Report and Implementation Strategy, Froedtert Community Hospital – New Berlin publicly shares both documents with community partners, key stakeholder, hospital board members, public schools, non-profits, hospital coalition members, local public health departments and the general public. Documents are made available via email, hard copies are made available at applicable meetings, and electronic copies are made available by PDF for download on 
	After adopting the CHNA Report and Implementation Strategy, Froedtert Community Hospital – New Berlin publicly shares both documents with community partners, key stakeholder, hospital board members, public schools, non-profits, hospital coalition members, local public health departments and the general public. Documents are made available via email, hard copies are made available at applicable meetings, and electronic copies are made available by PDF for download on 
	Froedtert Community Hospital Community Engagement | Froedtert & MCW
	Froedtert Community Hospital Community Engagement | Froedtert & MCW

	. 

	 
	Feedback and public comments are always welcomed and encouraged and can be provided through the contact form on the Froedtert & MCW website at 
	Feedback and public comments are always welcomed and encouraged and can be provided through the contact form on the Froedtert & MCW website at 
	https://www.froedtert.com/contact
	https://www.froedtert.com/contact

	, or contacting Froedtert ThedaCare’s Community Engagement leadership/team members with questions and concerns by calling 414-777-3787. Froedtert Community Hospital – New Berlin received no comments or issues with the previous Community Health Needs Assessment Report and Implementation Strategy. 

	 
	 
	                                        
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	Appendix A: Froedtert Community Hospital – New Berlin  CHNA/Implementation Strategy Advisory Committee 
	 
	Name 
	Name 
	Name 
	Name 
	Name 

	Title 
	Title 

	Organization 
	Organization 

	Hospital Affiliation 
	Hospital Affiliation 



	Michelle Clark 
	Michelle Clark 
	Michelle Clark 
	Michelle Clark 

	Hospital Administrator 
	Hospital Administrator 

	Froedtert Community Hospital - New Berlin 
	Froedtert Community Hospital - New Berlin 

	CAC 
	CAC 


	Andy Dresang 
	Andy Dresang 
	Andy Dresang 
	 

	Executive Director, Community Engagement 
	Executive Director, Community Engagement 

	Froedtert ThedaCare 
	Froedtert ThedaCare 

	 
	 


	Haley Fleckenstein 
	Haley Fleckenstein 
	Haley Fleckenstein 

	Administrative Fellow 
	Administrative Fellow 

	Froedtert & the Medical College of Wisconsin 
	Froedtert & the Medical College of Wisconsin 

	 
	 


	Kiara Green 
	Kiara Green 
	Kiara Green 

	Executive Assistant Associate – Community Engagement 
	Executive Assistant Associate – Community Engagement 

	Froedtert ThedaCare 
	Froedtert ThedaCare 

	 
	 


	Kristin Houte 
	Kristin Houte 
	Kristin Houte 

	Account Executive 
	Account Executive 

	New Berlin Chamber of Commerce and Visitors Bureau 
	New Berlin Chamber of Commerce and Visitors Bureau 

	CAC 
	CAC 


	Erica Komorowski 
	Erica Komorowski 
	Erica Komorowski 

	Community Service Officer 
	Community Service Officer 

	New Berlin Police Department 
	New Berlin Police Department 

	CAC 
	CAC 


	Chris Kowalkiewicz 
	Chris Kowalkiewicz 
	Chris Kowalkiewicz 

	Executive Director Nursing and Clinical Ops 
	Executive Director Nursing and Clinical Ops 

	Froedtert ThedaCare 
	Froedtert ThedaCare 

	 
	 


	Katie Malone 
	Katie Malone 
	Katie Malone 

	Director, Human Resources  
	Director, Human Resources  

	Wenthe-Davidson Engineering Co. 
	Wenthe-Davidson Engineering Co. 

	CAC 
	CAC 


	Courtney Nathan 
	Courtney Nathan 
	Courtney Nathan 

	Public Health Strategist 
	Public Health Strategist 

	Waukesha County Department of Health and Human Services 
	Waukesha County Department of Health and Human Services 

	CAC 
	CAC 


	Julie Niedfeldt 
	Julie Niedfeldt 
	Julie Niedfeldt 

	VP of HR and EHS 
	VP of HR and EHS 

	Dynatect Manufacturing, Inc. 
	Dynatect Manufacturing, Inc. 

	CAC 
	CAC 


	Mandie Reedy 
	Mandie Reedy 
	Mandie Reedy 

	Community Engagement Coordinator 
	Community Engagement Coordinator 

	Froedtert ThedaCare 
	Froedtert ThedaCare 

	 
	 


	Frances Thomas 
	Frances Thomas 
	Frances Thomas 

	Public Health Strategist Supervisor 
	Public Health Strategist Supervisor 

	Waukesha County Public Health 
	Waukesha County Public Health 

	CAC 
	CAC 


	Amanda Wisth 
	Amanda Wisth 
	Amanda Wisth 

	Director of Community Benefit  
	Director of Community Benefit  

	Froedtert ThedaCare 
	Froedtert ThedaCare 

	 
	 




	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	Appendix B: Health Impact 
	 
	Health impact and health disparities are complex and closely connected, as are their root causes. This assessment derived language and context for these definitions from the Robert Wood Johnson Foundation, University of Wisconsin Population Health Institute and the American Public Health Association.  
	 
	People who are marginalized by society or who come from disadvantaged communities tend to have more chronic diseases and poorer health outcomes. Individuals' health outcomes are deeply influenced by factors such as race, ethnicity, socioeconomic status, geographic location, gender and other social determinants.  
	 
	Determinants of health reflect the many factors that contribute to an individual’s overall health.  In addition to health care and health behaviors, it is estimated that socioeconomic conditions and the physical environment represent 50% of an individual’s opportunity for good health. The determinants of health reflect a growing area of focus, research and investment in areas like housing, education, community safety and employment to help build healthier communities.  
	Figure
	 
	Health disparities are preventable differences in health outcomes (e.g., infant mortality), as well as the determinants of health (e.g., access to affordable housing) across populations.  
	 
	Health Disparities   
	Identifying health disparities and barriers to good health are important components in assessing community health needs. Once identified, understanding upstream policies, systems and social determinants that drive health disparities can help create practical, community-driven solutions that support individual and community health improvement. Analysis by race and place is utilized throughout the shared Waukesha County CHNA. 
	 
	Overall, the health disparities faced by marginalized communities are the result of complex interactions between socioeconomic, environmental and systemic factors. Addressing these disparities requires not only improving access to health care but also addressing the broader social and economic inequalities that disproportionately affect these communities. 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	  
	 
	 
	Appendix C: 2025 Froedtert Community Hospital – New Berlin Community  
	Health Needs Assessment: 2023 Waukesha County Community Health Phone and Online Survey 
	 
	The Waukesha County Community Health Survey Reports are available at 
	The Waukesha County Community Health Survey Reports are available at 
	https://www.froedtert.com/community-engagement
	https://www.froedtert.com/community-engagement

	. 

	 
	The Community Health Survey is conducted approximately every three years and is used to identify community trends and changes over time. The health topics covered by the survey are provided in the Waukesha County Community Health Survey Report (Appendix D). The purpose of this project is to provide Waukesha County with information for an assessment of the health status of residents. Primary objectives are to:  
	1. Gather specific data on behavioral and lifestyle habits of the adult population. Select information will also be collected about the respondent’s household.  
	1. Gather specific data on behavioral and lifestyle habits of the adult population. Select information will also be collected about the respondent’s household.  
	1. Gather specific data on behavioral and lifestyle habits of the adult population. Select information will also be collected about the respondent’s household.  

	2. Gather data on a random child (17 or younger) in the household through an adult who makes health care decisions for the child.  
	2. Gather data on a random child (17 or younger) in the household through an adult who makes health care decisions for the child.  

	3. Gather data on the prevalence of risk factors and disease conditions existing within the adult population.  
	3. Gather data on the prevalence of risk factors and disease conditions existing within the adult population.  

	4. Compare, where appropriate, health data of residents to previous health studies. 
	4. Compare, where appropriate, health data of residents to previous health studies. 

	5. Compare, where appropriate and available, health data of residents to state and national measurements along with Healthy People 2030 goals. 
	5. Compare, where appropriate and available, health data of residents to state and national measurements along with Healthy People 2030 goals. 


	 
	Community Health Phone Survey 
	Respondents were scientifically selected so the survey would be representative of all adults 18 years old and older in the county. The sampling strategy was two-fold. 1) A random-digit-dial landline sample of telephone numbers which included listed and unlisted numbers. The respondent within each household was randomly selected by computer and based on the number of adults in the household (n=180). 2) A cell phone-only sample where the person answering the phone was selected as the respondent (n=220). At le
	 
	With a sample size of 400, we can be 95% sure that the sample percentage reported would not vary by more than ±5 percent from what would have been obtained by interviewing all persons 18 years old and older with telephones in the county. This margin of error provides us with confidence in the data; 95 times out of 100, the true value will likely be somewhere between the lower and upper bound. The margin of error for smaller subgroups will be larger than ±5 percent, since fewer respondents are in that catego
	 
	In 2021, the Census Bureau estimated 317,879 adult residents lived in Waukesha County. Thus, in this report, one percentage point equals approximately 3,180 adults. So, when 15% of respondents reported their health was fair or poor, this roughly equals 47,700 residents 15,900 individuals. Therefore, from 31,800 to 63,600 residents likely have fair or poor health. Because the margin of error is 5%, events or health risks that are small will include zero. In 2022, the Census Bureau estimated 170,114 occupie
	 
	Community Health Online Survey 
	To supplement the Community Health Survey phone survey, an online survey was created by partners Ascension Wisconsin, Aurora Health Care, ProHealth Care, Froedtert ThedaCare and the Waukesha County Public Health Department.  
	 
	The questionnaire was entered into Survey Monkey with links and QR codes for easy access. Partners marketed the survey throughout the county. A total of 488 online surveys was completed between Sept.15, 2023 and Nov. 25, 2023. This is a convenience sample and is useful to obtain information from harder-to-reach people who are often underrepresented in general population surveys. As a result, this is a good supplemental piece to the general population survey. Post-stratification was conducted at the estimate
	 
	Partners & Contracts: This report was commissioned by Ascension Wisconsin, Aurora Health Care, Froedtert ThedaCare, ProHealth Care and the Waukesha Public Health Department. The data was analyzed and prepared by JKV Research, LLC. 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	Appendix D: 2025 Froedtert Community Hospital – New Berlin Community  
	Health Needs Assessment: 2023 Waukesha County Community Health Phone and Online Survey Results 
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	Appendix E: 2025 Froedtert Community Hospital – New Berlin Community  
	Health Needs Assessment: A Summary of 2023 Waukesha County Key Stakeholder Interviews 
	 
	The Waukesha County Health Needs Assessment: A Summary of Key Informant Interviews Report can be found here: 
	The Waukesha County Health Needs Assessment: A Summary of Key Informant Interviews Report can be found here: 
	https://www.froedtert.com/community-engagement
	https://www.froedtert.com/community-engagement

	 

	 
	This report presents a summary of public health priorities for Waukesha County, as identified and reported in 2023 by a range of providers, policymakers and other local experts and community members (“key stakeholders”). These findings are a critical supplement to the Waukesha County Community Health Survey conducted through a partnership between Ascension Wisconsin, Aurora Health Care, Froedtert ThedaCare, ProHealth Care and the Waukesha Public Health Department. The Community Health Needs Assessment incor
	 
	Key informants in Waukesha County were identified by Ascension Wisconsin, Aurora Health Care, Children’s Wisconsin, Froedtert ThedaCare and ProHealth Care in partnership with the Waukesha County Public Health Division. These organizations also invited the stakeholders to participate and conducted the interviews from August and October 2023. The interviewers used a standard interview script that included the following elements:  
	Social Determinants of Health (SDOH): 
	• Top Rank, Second Rank  
	• Top Rank, Second Rank  
	• Top Rank, Second Rank  

	• What populations in our communities are most affected by this issue? How are they affected?  
	• What populations in our communities are most affected by this issue? How are they affected?  

	• What are the existing strategies and stakeholders to address the health issue? What is working well?  
	• What are the existing strategies and stakeholders to address the health issue? What is working well?  

	• If your organization works in this space, what is the best way that public health or health care organizations can support you?  
	• If your organization works in this space, what is the best way that public health or health care organizations can support you?  

	• How has COVID-19 impacted this issue? 
	• How has COVID-19 impacted this issue? 


	Health Conditions/Behaviors: 
	• Top Rank, Second Rank 
	• Top Rank, Second Rank 
	• Top Rank, Second Rank 

	• What populations in our communities are most affected by this issue? How are they affected?  
	• What populations in our communities are most affected by this issue? How are they affected?  

	• What are the existing strategies and stakeholders to address the health issue? What is working well?  
	• What are the existing strategies and stakeholders to address the health issue? What is working well?  

	• What additional strategies are needed to address this issue? What is keeping our community from doing what needs to be done to improve this issue?  
	• What additional strategies are needed to address this issue? What is keeping our community from doing what needs to be done to improve this issue?  

	• If your organization works in this space, what is the best way that public health or health care organizations can support you? 
	• If your organization works in this space, what is the best way that public health or health care organizations can support you? 

	• How has COVID-19 impacted this issue? 
	• How has COVID-19 impacted this issue? 


	Additional Questions/Comments: 
	• How would you suggest organizations reach out to community members to implement health initiatives? 
	• How would you suggest organizations reach out to community members to implement health initiatives? 
	• How would you suggest organizations reach out to community members to implement health initiatives? 

	• Do you have any additional comments you would like to share? 
	• Do you have any additional comments you would like to share? 


	 
	All stakeholders were made aware that participation was voluntary and that responses would be shared with JKV Research, LLC for analysis and reporting. Team members interviewed the key stakeholders and provided notes for analysis. Based on the summaries provided to JKV Research, LLC, this report presents the results of the 2023 key stakeholder interviews for Waukesha County.  
	 
	The report first presents the social determinants of health issue rankings, including a list of the top six issues which were ranked most frequently by respondents, followed by summaries of the key stakeholders’ responses to the social determinants of health items from the interview guide. It then presents the health conditions and behaviors issue rankings, including a list of the six issues which were 
	ranked most frequently by respondents, followed by summaries of the key stakeholders’ responses to the health conditions and behaviors items from the interview guide.  
	 
	Limitations: This qualitative data, while useful, has limitations. The sample was developed by team members to represent Waukesha County. Inadvertent exclusions may have an impact on the results. Use this in conjunction with quantitative research data. 
	 
	A total of 30 key stakeholders were asked to identify major health-related issues in Waukesha County.  
	Figure
	 
	As shown in the table below, a variety of community populations are represented. Half of informants (58%) selected one population served. Several wanted to clarify their served population by specifying an “other.” 
	 
	Key Findings  
	1) The top social determinants of health were safe and affordable housing; accessible, affordable 
	1) The top social determinants of health were safe and affordable housing; accessible, affordable 
	1) The top social determinants of health were safe and affordable housing; accessible, affordable 

	and quality health care; food insecurity; social connectedness and belonging; economic stability and employment and accessible and affordable transportation. The complexities of the inter-connected determinants were highlighted often. Populations affected varied somewhat, although people with low income, unemployed/underemployed, older, or people of color crossed several social determinants of health. Starting or expanding collaborations, more funding or marketing/communication of services to increase aware
	and quality health care; food insecurity; social connectedness and belonging; economic stability and employment and accessible and affordable transportation. The complexities of the inter-connected determinants were highlighted often. Populations affected varied somewhat, although people with low income, unemployed/underemployed, older, or people of color crossed several social determinants of health. Starting or expanding collaborations, more funding or marketing/communication of services to increase aware

	2) By far, the top health condition/behavior in their community was mental health, mental conditions and suicide followed by alcohol and substance use. Chronic diseases and nutrition/physical activity and obesity were next. “Everyone,” people who were older or with low income were the most often listed affected populations. Similar to social determinants of health, the health conditions/ behaviors were not necessarily singular. Collaboration, additional providers/services as well as increasing awareness, ed
	2) By far, the top health condition/behavior in their community was mental health, mental conditions and suicide followed by alcohol and substance use. Chronic diseases and nutrition/physical activity and obesity were next. “Everyone,” people who were older or with low income were the most often listed affected populations. Similar to social determinants of health, the health conditions/ behaviors were not necessarily singular. Collaboration, additional providers/services as well as increasing awareness, ed


	 
	Summaries of barriers/challenges, needed strategies and priority populations for each health issue are presented below in the order listed above.  In addition, community-identified resources and partners are listed below. 
	 
	Figure
	Social Determinants of Health Rankings 
	Key informants were asked to select the top two social determinants of health in the community they serve. Table 2 indicates the selected determinants and the number of key informants who ranked it as the top social determinant of health. The top six social determinants of health are listed in detail. The remaining determinants are limited in the amount of information available. 
	 
	General Themes 
	Several key informants indicated it was difficult to identify two social determinants of health because they were so inter-related. For example, safe and affordable housing, the top social determinant of health, is invariably linked to food insecurity, accessible and affordable transportation and economic stability and employment. Populations affected varied somewhat, although people with low income, unemployed/underemployed, older, or people of color crossed several social determinants of health. Starting 
	 
	TOP SOCIAL DETERMINANTS OF HEALTH SUMMARIES 
	 
	Safe and Affordable Housing 
	Fourteen key informants’ interview rankings included safe and affordable housing as a top social determinant of health, and nine ranked it number one.  
	 
	• Populations Affected and How: The most often cited population affected was the low to mid income households. People who were older, with special needs/disabilities or with mental health issues were also listed a handful of times. The jobless/under-employed/underinsured, people of color, youth, single parents or families were also mentioned. Instability was the description of how populations are affected. The lack of affordable housing or landlord refusal of vouchers can create issues with finances, employ
	• Populations Affected and How: The most often cited population affected was the low to mid income households. People who were older, with special needs/disabilities or with mental health issues were also listed a handful of times. The jobless/under-employed/underinsured, people of color, youth, single parents or families were also mentioned. Instability was the description of how populations are affected. The lack of affordable housing or landlord refusal of vouchers can create issues with finances, employ
	• Populations Affected and How: The most often cited population affected was the low to mid income households. People who were older, with special needs/disabilities or with mental health issues were also listed a handful of times. The jobless/under-employed/underinsured, people of color, youth, single parents or families were also mentioned. Instability was the description of how populations are affected. The lack of affordable housing or landlord refusal of vouchers can create issues with finances, employ

	• Existing Strategies: Collaborations/coalitions, housing resources, government services, social support agencies, nonprofits or funding to help make housing more affordable were the most often cited strategies. Crisis management or vouchers were also mentioned.  
	• Existing Strategies: Collaborations/coalitions, housing resources, government services, social support agencies, nonprofits or funding to help make housing more affordable were the most often cited strategies. Crisis management or vouchers were also mentioned.  

	• Critical Community Stakeholders: Top critical stakeholders included government leaders and government agencies. Collaborations/partnerships were listed next. Nonprofits, city planners, landlords/property managers and employers were also listed by a few key stakeholders.  
	• Critical Community Stakeholders: Top critical stakeholders included government leaders and government agencies. Collaborations/partnerships were listed next. Nonprofits, city planners, landlords/property managers and employers were also listed by a few key stakeholders.  

	• Best Way to be Supported: Over three-quarters of key informants indicated that raising awareness about the housing situation was the best way organizations could be supported. In addition, there should be health system participation, collaboration or more funding. Communities need to build more affordable rentals and permanent supportive housing since there are not enough to meet the need. Increased landlord accountability/responsibility, a centralized services system/navigators, just-in-time help as well
	• Best Way to be Supported: Over three-quarters of key informants indicated that raising awareness about the housing situation was the best way organizations could be supported. In addition, there should be health system participation, collaboration or more funding. Communities need to build more affordable rentals and permanent supportive housing since there are not enough to meet the need. Increased landlord accountability/responsibility, a centralized services system/navigators, just-in-time help as well

	• COVID-19 Impact: Nearly half of key informants stated COVID-19’s impact was an increased demand for affordable housing. COVID exacerbated unemployment/business closures/stable 
	• COVID-19 Impact: Nearly half of key informants stated COVID-19’s impact was an increased demand for affordable housing. COVID exacerbated unemployment/business closures/stable 


	income and increased rent/housing costs. The ending of the rent moratorium and federal assistance also had an impact. 
	income and increased rent/housing costs. The ending of the rent moratorium and federal assistance also had an impact. 
	income and increased rent/housing costs. The ending of the rent moratorium and federal assistance also had an impact. 


	 
	Accessible, Affordable and Quality Health Care 
	Seven informants’ interview rankings included accessible and affordable health care as a top social determinant of health, and three ranked it number one.  
	 
	• Populations Affected and How: The most often cited populations affected were households with low to mid income or near/below poverty level. People of color were also identified. Poor access to health care due to a high-cost burden can affect their economic stability, delay services and have less overall health/wellbeing.  
	• Populations Affected and How: The most often cited populations affected were households with low to mid income or near/below poverty level. People of color were also identified. Poor access to health care due to a high-cost burden can affect their economic stability, delay services and have less overall health/wellbeing.  
	• Populations Affected and How: The most often cited populations affected were households with low to mid income or near/below poverty level. People of color were also identified. Poor access to health care due to a high-cost burden can affect their economic stability, delay services and have less overall health/wellbeing.  

	• Existing Strategies: Health care providers were the most often cited existing strategy followed by nonprofits or mental health services. More funding was also listed.  
	• Existing Strategies: Health care providers were the most often cited existing strategy followed by nonprofits or mental health services. More funding was also listed.  

	• Critical Community Stakeholders: Critical stakeholders included health care providers/systems, government agencies and collaborations/partnerships.  
	• Critical Community Stakeholders: Critical stakeholders included health care providers/systems, government agencies and collaborations/partnerships.  

	• Best Way to be Supported: Collaboration, awareness of resources or health system participation were the most often mentioned ways organizations could be best supported. Increased funds, accessibility, affordability or mental health providers were also mentioned. Navigators to help identify resources available or provide support through a continuum of care were ways to support organizations.  
	• Best Way to be Supported: Collaboration, awareness of resources or health system participation were the most often mentioned ways organizations could be best supported. Increased funds, accessibility, affordability or mental health providers were also mentioned. Navigators to help identify resources available or provide support through a continuum of care were ways to support organizations.  

	• COVID-19 Impact: Half of key informants stated COVID-19 had an impact on people delaying health care services due to cuts in services. Money came from the federal level to support health care industry but it has now been cut. Lack of awareness on how to access health care was also listed. 
	• COVID-19 Impact: Half of key informants stated COVID-19 had an impact on people delaying health care services due to cuts in services. Money came from the federal level to support health care industry but it has now been cut. Lack of awareness on how to access health care was also listed. 


	 
	Food Insecurity  
	Seven informants’ interview rankings included food insecurity as a top social determinant of health, and three ranked it number one.  
	 
	• Populations Affected and How: The most often cited populations affected were people who were older or households with low income or near/below poverty. Lack of support/limited resources or travel distance for food has increased food insecurity. High-cost burden can lead to an unhealthy quality of life. Food pantries have seen an increase of patrons.  
	• Populations Affected and How: The most often cited populations affected were people who were older or households with low income or near/below poverty. Lack of support/limited resources or travel distance for food has increased food insecurity. High-cost burden can lead to an unhealthy quality of life. Food pantries have seen an increase of patrons.  
	• Populations Affected and How: The most often cited populations affected were people who were older or households with low income or near/below poverty. Lack of support/limited resources or travel distance for food has increased food insecurity. High-cost burden can lead to an unhealthy quality of life. Food pantries have seen an increase of patrons.  

	• Existing Strategies: Nonprofits were the most often cited strategy. Collaborations/coalitions, community programs, free/reduced school lunch, government services or volunteers were also existing strategies.  
	• Existing Strategies: Nonprofits were the most often cited strategy. Collaborations/coalitions, community programs, free/reduced school lunch, government services or volunteers were also existing strategies.  

	• Critical Community Stakeholders: Critical stakeholders included government agencies, collaborations/ partnerships and the faith community.  
	• Critical Community Stakeholders: Critical stakeholders included government agencies, collaborations/ partnerships and the faith community.  

	• Best Way to be Supported: Awareness of resources, navigators to help identify the resources available, collaborations or health system participation were the most often mentioned ways organizations could be best supported. Increased access, increased affordability as well as target at-risk populations were also listed.  
	• Best Way to be Supported: Awareness of resources, navigators to help identify the resources available, collaborations or health system participation were the most often mentioned ways organizations could be best supported. Increased access, increased affordability as well as target at-risk populations were also listed.  

	• COVID-19 Impact: Half of key informants stated COVID-19 decreased income through unemployment/closures, which then increased food insecurity. Funding at the federal level helped at first, but with that assistance ending, food insecurity increased. 
	• COVID-19 Impact: Half of key informants stated COVID-19 decreased income through unemployment/closures, which then increased food insecurity. Funding at the federal level helped at first, but with that assistance ending, food insecurity increased. 


	 
	Social Connectedness and Belonging  
	Seven informants’ interview rankings included social connectedness and belonging as a top social determinant of health, and three ranked it number one.  
	 
	• Populations Affected and How: “Everyone” was most often cited population affected. People who were older, youth, people of color or teens were specifically listed. With a lack of social connectedness, people feel isolated or do not feel like they belong, increasing mental health issues. Some noted that social media has been a mostly negative influence on connectedness.  
	• Populations Affected and How: “Everyone” was most often cited population affected. People who were older, youth, people of color or teens were specifically listed. With a lack of social connectedness, people feel isolated or do not feel like they belong, increasing mental health issues. Some noted that social media has been a mostly negative influence on connectedness.  
	• Populations Affected and How: “Everyone” was most often cited population affected. People who were older, youth, people of color or teens were specifically listed. With a lack of social connectedness, people feel isolated or do not feel like they belong, increasing mental health issues. Some noted that social media has been a mostly negative influence on connectedness.  


	• Existing Strategies: Community programs or safe social groups were the most often cited strategies. Peer coach/recovery coach/support groups or accessibility to resources were listed by a few informants as well. 
	• Existing Strategies: Community programs or safe social groups were the most often cited strategies. Peer coach/recovery coach/support groups or accessibility to resources were listed by a few informants as well. 
	• Existing Strategies: Community programs or safe social groups were the most often cited strategies. Peer coach/recovery coach/support groups or accessibility to resources were listed by a few informants as well. 

	• Critical Community Stakeholders: Critical stakeholders were schools, government agencies, public sector/community centers, health care providers/systems, collaborations/partnerships and nonprofits.  
	• Critical Community Stakeholders: Critical stakeholders were schools, government agencies, public sector/community centers, health care providers/systems, collaborations/partnerships and nonprofits.  

	• Best Way to be Supported: Increased awareness or more marketing of programs for social connectedness/ belonging were the most often mentioned ways organizations could be supported. Collaborations, support of existing programs, more planning efforts or health system participation were also efforts to address social connectedness and belonging.  
	• Best Way to be Supported: Increased awareness or more marketing of programs for social connectedness/ belonging were the most often mentioned ways organizations could be supported. Collaborations, support of existing programs, more planning efforts or health system participation were also efforts to address social connectedness and belonging.  

	• COVID-19 Impact: Half of key informants stated COVID-19’s impact was an increase in isolation and social disconnectedness. COVID-19 exacerbated the issue and delayed social skills for children due to virtual learning which wasn’t as effective as in-school learning. One positive outcome was some families reconnected and started new hobbies due to safety procedures of staying home. 
	• COVID-19 Impact: Half of key informants stated COVID-19’s impact was an increase in isolation and social disconnectedness. COVID-19 exacerbated the issue and delayed social skills for children due to virtual learning which wasn’t as effective as in-school learning. One positive outcome was some families reconnected and started new hobbies due to safety procedures of staying home. 


	 
	Economic Stability and Employment  
	Six informants’ interview rankings included economic stability and employment as a top social determinant of health, and five ranked it number one.  
	 
	• Populations Affected and How: The most often cited populations affected were the unemployed, underemployed or under/uninsured. People who were older were also listed. The lack of training/job preparation can affect one’s employment or finances.  
	• Populations Affected and How: The most often cited populations affected were the unemployed, underemployed or under/uninsured. People who were older were also listed. The lack of training/job preparation can affect one’s employment or finances.  
	• Populations Affected and How: The most often cited populations affected were the unemployed, underemployed or under/uninsured. People who were older were also listed. The lack of training/job preparation can affect one’s employment or finances.  

	• Existing Strategies: Job training education was the most often cited strategy. Keeping workers employed or government services were also existing strategies.  
	• Existing Strategies: Job training education was the most often cited strategy. Keeping workers employed or government services were also existing strategies.  

	• Critical Community Stakeholders: Most often cited critical stakeholders were health care providers/systems, government agencies, employers, schools, nonprofits and collaborations/partnerships. Best Way to be Supported: Several key informants indicated health system participation was the way organizations could be best supported. Awareness of resources, navigators to help identify the resources available, collaborations or increased funding were mentioned. Employer education of maintaining a healthy workfo
	• Critical Community Stakeholders: Most often cited critical stakeholders were health care providers/systems, government agencies, employers, schools, nonprofits and collaborations/partnerships. Best Way to be Supported: Several key informants indicated health system participation was the way organizations could be best supported. Awareness of resources, navigators to help identify the resources available, collaborations or increased funding were mentioned. Employer education of maintaining a healthy workfo

	• COVID-19 Impact: Key informants stated COVID-19’s impact was an increase in unemployment/ business closures/income instability as well as the impact of inflation on the economy.  
	• COVID-19 Impact: Key informants stated COVID-19’s impact was an increase in unemployment/ business closures/income instability as well as the impact of inflation on the economy.  


	 
	Accessible and Affordable Transportation  
	Six informants’ interview rankings included accessible and affordable transportation as a top social determinant of health, and one ranked it number one. 
	 
	• Populations Affected and How: Half of key informants indicated rural residents or those who were homebound as the most affected populations. People who were older were also listed. Without affordable transportation access, community members’ have limited access to health care, employment as well as healthy food options.  
	• Populations Affected and How: Half of key informants indicated rural residents or those who were homebound as the most affected populations. People who were older were also listed. Without affordable transportation access, community members’ have limited access to health care, employment as well as healthy food options.  
	• Populations Affected and How: Half of key informants indicated rural residents or those who were homebound as the most affected populations. People who were older were also listed. Without affordable transportation access, community members’ have limited access to health care, employment as well as healthy food options.  

	• Existing Strategies: Transportation accessibility or resources were the most often cited existing strategies. Critical Community Stakeholders: Critical stakeholders included government agencies and nonprofits. Collaborations/partnerships were also listed.  
	• Existing Strategies: Transportation accessibility or resources were the most often cited existing strategies. Critical Community Stakeholders: Critical stakeholders included government agencies and nonprofits. Collaborations/partnerships were also listed.  

	• Best Way to be Supported: Increased awareness through marketing/communication, easier access or more affordable were the most often mentioned ways organizations could be supported. Collaboration or training of staff were also mentioned.  
	• Best Way to be Supported: Increased awareness through marketing/communication, easier access or more affordable were the most often mentioned ways organizations could be supported. Collaboration or training of staff were also mentioned.  

	• COVID-19 Impact: A few key informants stated COVID-19’s impact was fewer transportation services offered, as well as fewer staff/volunteers who returned after the shut-down. 
	• COVID-19 Impact: A few key informants stated COVID-19’s impact was fewer transportation services offered, as well as fewer staff/volunteers who returned after the shut-down. 


	 
	 
	Remaining Social Determinants of Health  
	The remaining social determinants of health are listed below along with populations affected, strategies, critical stakeholders, best way to be supported and COVID-19 impact. Please be aware of the limited number of key informants who listed these as one of their top two rankings.  
	 
	Affordable Childcare  
	Five informants’ interview rankings included affordable childcare as a top social determinant of health, and two ranked it number one. Existing strategies to meet the issue included before/after care at schools, schools starting a 3-year-old program and expanding 4-year-old program or training childcare providers. Schools and government agencies were listed as critical community stakeholders. Employee-based/sponsored childcare, increased childcare staffing, school run daycares or affordability were the most
	 
	Access to Social Services  
	Five informants’ interview rankings included access to social services as a top social determinant of health, and one ranked it number one. Existing strategies included navigators to help connect people to the resources that they need. Critical stakeholders included government agencies, schools, nonprofits, volunteers and health care providers/systems. Increased awareness, communication, funding, support for current agencies, collaborations, a simpler process or navigators were the most often mentioned ways
	 
	Family Support  
	Three informants’ interview rankings included family support as a top social determinant of health, and they ranked it number one. Communication/awareness of available resources that focus on family support, social connectedness and physical activity for families were existing strategies. Nonprofits, schools, community centers, collaborations/ partnerships and faith community were listed as critical stakeholders. Educational programs on how to be a supportive family member, increased awareness or communicat
	 
	Figure
	Health Conditions/Behaviors Rankings 
	Key informants were asked to select the top two health conditions/behaviors in their service area. Table 3 indicates the conditions/behaviors that were selected as well as the number of key informants who selected it as the top condition/behavior. The top four health conditions/behaviors are listed in detail. The remaining conditions/behaviors are limited in the amount of information available. 
	 
	General Themes  
	“Everyone,” people who were older, or with low income were listed most often when asked about populations affected for most of the top four health conditions/behaviors. Mental health/conditions/suicide was overwhelmingly listed as the top priority. Similar to social determinants of health, the health conditions/behaviors were not necessarily singular. As a result, holistic approaches and collaboration were often listed as strategies to best meet the inter-connected conditions/behaviors. Awareness of service
	 
	TOP HEALTH CONDITIONS/BEHAVIORS SUMMARIES 
	 
	Mental Health, Mental Conditions and Suicide  
	Twenty-three key informants’ interview rankings included mental health, mental conditions and suicide as a top health condition/behavior and 14 (61%) ranked it number one. All informants were asked to select the most important health topic of the three (mental health, mental conditions and suicide) that must be addressed in Waukesha County to improve the health and quality of life in their community. Twelve key informants ranked overall mental health as the most important health topic. Five key informants r
	 
	• Populations Affected and How: Over half of key informants reported the most affected population was “everyone.” Youth, people with low income or who were older were listed next. People who were uninsured, who lacked knowledge of health care access, teens, people of color or homeless/transient people were also listed. Poor mental health can affect their social connectedness/sense of belonging, families, employment, relationships or school success. Affected populations may have poor access to health care, l
	• Populations Affected and How: Over half of key informants reported the most affected population was “everyone.” Youth, people with low income or who were older were listed next. People who were uninsured, who lacked knowledge of health care access, teens, people of color or homeless/transient people were also listed. Poor mental health can affect their social connectedness/sense of belonging, families, employment, relationships or school success. Affected populations may have poor access to health care, l
	• Populations Affected and How: Over half of key informants reported the most affected population was “everyone.” Youth, people with low income or who were older were listed next. People who were uninsured, who lacked knowledge of health care access, teens, people of color or homeless/transient people were also listed. Poor mental health can affect their social connectedness/sense of belonging, families, employment, relationships or school success. Affected populations may have poor access to health care, l

	• Existing Strategies and Critical Community Stakeholders: Collaborations, government services, accessible resources or awareness were the most often cited strategies. Mental health screenings/services in schools, crisis management, nonprofits, student programs or education were also existing strategies. Training, health care providers, more funding, community campaigns and programs, mental health providers with officers, telehealth, social support, prevention, access for under-insured people or decreasing 
	• Existing Strategies and Critical Community Stakeholders: Collaborations, government services, accessible resources or awareness were the most often cited strategies. Mental health screenings/services in schools, crisis management, nonprofits, student programs or education were also existing strategies. Training, health care providers, more funding, community campaigns and programs, mental health providers with officers, telehealth, social support, prevention, access for under-insured people or decreasing 

	• Additional Strategies Needed: Additional strategies included more access/resources, collaboration, education, crisis management, more providers, nonprofits or reduce stigma. Increased funding or staff as well as expand behavioral or mental health services were also mentioned. Law enforcement de-escalation or training were listed by a few key informants. Navigators, school mental health screening, social support agencies or more corporate buy-in were also listed.  
	• Additional Strategies Needed: Additional strategies included more access/resources, collaboration, education, crisis management, more providers, nonprofits or reduce stigma. Increased funding or staff as well as expand behavioral or mental health services were also mentioned. Law enforcement de-escalation or training were listed by a few key informants. Navigators, school mental health screening, social support agencies or more corporate buy-in were also listed.  

	• Best Way to be Supported: Collaboration, health system participation or marketing/communication to increase awareness were the most often mentioned ways organizations could be best supported. Mental health education, increased funding or support of existing services were also mentioned. More mental health providers, school-based programs, mental health services provided at school, staffing, professional development/training or referrals were listed by a few informants. Just-in-time help, planning, prevent
	• Best Way to be Supported: Collaboration, health system participation or marketing/communication to increase awareness were the most often mentioned ways organizations could be best supported. Mental health education, increased funding or support of existing services were also mentioned. More mental health providers, school-based programs, mental health services provided at school, staffing, professional development/training or referrals were listed by a few informants. Just-in-time help, planning, prevent

	• COVID-19 Impact: Isolation and social disconnectedness increased stress levels/anxiety/mental health which was exacerbated by the COVID pandemic, revealing the greater need for services and a longer waiting list. Dealing with the grief and stress of the COVID-19 pandemic was also listed. Access became more difficult until there were some telehealth services, which improved access for some. One positive outcome of the COVID pandemic was an overall increase of the importance of mental health. 
	• COVID-19 Impact: Isolation and social disconnectedness increased stress levels/anxiety/mental health which was exacerbated by the COVID pandemic, revealing the greater need for services and a longer waiting list. Dealing with the grief and stress of the COVID-19 pandemic was also listed. Access became more difficult until there were some telehealth services, which improved access for some. One positive outcome of the COVID pandemic was an overall increase of the importance of mental health. 


	 
	Alcohol and Substance Use  
	Sixteen key informants’ interview rankings included alcohol and substance use as a top health condition/behavior and six ranked it number one.  
	 
	• Populations Affected and How: Nearly half of key informants reported the most affected population was “everyone.” People with mental health issues, teens, families or people with high 
	• Populations Affected and How: Nearly half of key informants reported the most affected population was “everyone.” People with mental health issues, teens, families or people with high 
	• Populations Affected and How: Nearly half of key informants reported the most affected population was “everyone.” People with mental health issues, teens, families or people with high 


	ACE’s were also listed. Alcohol and substance use may affect employment, finances, housing, relationships, access to health care or impact overall health, including mental health.  
	ACE’s were also listed. Alcohol and substance use may affect employment, finances, housing, relationships, access to health care or impact overall health, including mental health.  
	ACE’s were also listed. Alcohol and substance use may affect employment, finances, housing, relationships, access to health care or impact overall health, including mental health.  

	• Existing Strategies and Critical Community Stakeholders: Collaborations or government services were the most often cited strategies. Awareness, nonprofits or mental health services were also existing strategies. Behavioral health services, Narcan or reducing stigma were listed by a few informants as well. Education, community campaigns, peer coaching, medication, housing resources or more funding were also listed. Government agencies, granting agencies, health care providers/systems, AODA providers, menta
	• Existing Strategies and Critical Community Stakeholders: Collaborations or government services were the most often cited strategies. Awareness, nonprofits or mental health services were also existing strategies. Behavioral health services, Narcan or reducing stigma were listed by a few informants as well. Education, community campaigns, peer coaching, medication, housing resources or more funding were also listed. Government agencies, granting agencies, health care providers/systems, AODA providers, menta

	• Additional Strategies Needed: Education, access to services/resources or increased awareness of the issue were the most often identified additional strategies needed. Criminal justice system, government services, behavioral health service or more funding were also listed. More collaboration, student programs, peer coaching, determine root causes, reduce stigma, housing resources, health care providers or early intervention were also listed.  
	• Additional Strategies Needed: Education, access to services/resources or increased awareness of the issue were the most often identified additional strategies needed. Criminal justice system, government services, behavioral health service or more funding were also listed. More collaboration, student programs, peer coaching, determine root causes, reduce stigma, housing resources, health care providers or early intervention were also listed.  

	• Best Way to be Supported: Collaboration was the most often mentioned way organizations could be best supported. Marketing/communication to increase awareness, health system participation or more AODA services were also mentioned. Long-term patient focus, more affordable, early intervention, holistic continuum, support of existing services, family involvement or target at-risk populations were also listed.  
	• Best Way to be Supported: Collaboration was the most often mentioned way organizations could be best supported. Marketing/communication to increase awareness, health system participation or more AODA services were also mentioned. Long-term patient focus, more affordable, early intervention, holistic continuum, support of existing services, family involvement or target at-risk populations were also listed.  

	• COVID-19 Impact: Isolation and social disconnectedness increased with the COVID-19 pandemic and also increased alcohol and substance use. 
	• COVID-19 Impact: Isolation and social disconnectedness increased with the COVID-19 pandemic and also increased alcohol and substance use. 


	 
	 
	Chronic Diseases  
	Nine key informants’ interview ranking included chronic diseases as a top health condition/behavior and seven ranked it number one.  
	 
	• Populations Affected and How: Older people were the most often listed affected population followed by low-income households, people of color or “everyone.” Affected populations may have a high-cost burden or lack of education about health care/nutrition/physical activity/mental health.  
	• Populations Affected and How: Older people were the most often listed affected population followed by low-income households, people of color or “everyone.” Affected populations may have a high-cost burden or lack of education about health care/nutrition/physical activity/mental health.  
	• Populations Affected and How: Older people were the most often listed affected population followed by low-income households, people of color or “everyone.” Affected populations may have a high-cost burden or lack of education about health care/nutrition/physical activity/mental health.  

	• Existing Strategies and Critical Community Stakeholders: Education or collaboration were the most often cited strategies. Accessible resources, health care providers, prevention or early intervention were also existing strategies listed. Health care providers/systems were the most often listed critical stakeholders. Public sector/community centers, schools and insurance companies were also mentioned.  
	• Existing Strategies and Critical Community Stakeholders: Education or collaboration were the most often cited strategies. Accessible resources, health care providers, prevention or early intervention were also existing strategies listed. Health care providers/systems were the most often listed critical stakeholders. Public sector/community centers, schools and insurance companies were also mentioned.  

	• Additional Strategies Needed: Education, more access to resources or more funding were the top additional strategies needed. Health care providers, affordability of insurance, awareness, healthy eating/nutrition or physical activity options were listed as additional strategies needed.  
	• Additional Strategies Needed: Education, more access to resources or more funding were the top additional strategies needed. Health care providers, affordability of insurance, awareness, healthy eating/nutrition or physical activity options were listed as additional strategies needed.  

	• Best Way to be Supported: Collaboration, marketing/communication to increase awareness, health education or nutrition support were the most often mentioned ways organizations could be best supported. Health system participation, increased access, more affordable, as well as a good referral system were also listed.  
	• Best Way to be Supported: Collaboration, marketing/communication to increase awareness, health education or nutrition support were the most often mentioned ways organizations could be best supported. Health system participation, increased access, more affordable, as well as a good referral system were also listed.  

	• COVID-19 Impact: COVID-19’s safety procedures caused health care delays and caused a more sedentary life with less activity and poor nutrition. 
	• COVID-19 Impact: COVID-19’s safety procedures caused health care delays and caused a more sedentary life with less activity and poor nutrition. 


	 
	Nutrition, Physical Activity, and Obesity  
	Nine key informants’ interview rankings included nutrition, physical activity and obesity as a top health condition/behavior and three ranked it number one. All informants were asked to select the most important health topic of the three (nutrition, physical activity and obesity) that must be addressed in Waukesha County to improve the health and quality of life in their community. Five key informants ranked nutrition as the most important health topic while two key informants ranked obesity. Zero key infor
	 
	• Populations Affected and How: “Everyone” was the most often listed affected population followed by low-income households or older people. Affected populations may have a lack of knowledge about nutrition/physical activity, unhealthy convenient foods, chronic diseases or have an unhealthy quality of life, which all can lead to physical health issues/chronic diseases.  
	• Populations Affected and How: “Everyone” was the most often listed affected population followed by low-income households or older people. Affected populations may have a lack of knowledge about nutrition/physical activity, unhealthy convenient foods, chronic diseases or have an unhealthy quality of life, which all can lead to physical health issues/chronic diseases.  
	• Populations Affected and How: “Everyone” was the most often listed affected population followed by low-income households or older people. Affected populations may have a lack of knowledge about nutrition/physical activity, unhealthy convenient foods, chronic diseases or have an unhealthy quality of life, which all can lead to physical health issues/chronic diseases.  

	• Existing Strategies and Critical Community Stakeholders: Nonprofits were listed as the most critical existing strategy. Collaborations, education, cooking/nutrition classes, community programs, wellness incentives, fitness centers/programs, healthy eating/nutrition education, accessible resources or government services were also listed. Additional stakeholders included colleges/adult educators and farmers. 
	• Existing Strategies and Critical Community Stakeholders: Nonprofits were listed as the most critical existing strategy. Collaborations, education, cooking/nutrition classes, community programs, wellness incentives, fitness centers/programs, healthy eating/nutrition education, accessible resources or government services were also listed. Additional stakeholders included colleges/adult educators and farmers. 

	• Additional Strategies Needed: Physical activity options through fitness centers or healthy eating/nutrition education were most often listed additional strategies needed. Increased access, affordability of resources or community programs were also mentioned. 
	• Additional Strategies Needed: Physical activity options through fitness centers or healthy eating/nutrition education were most often listed additional strategies needed. Increased access, affordability of resources or community programs were also mentioned. 

	• Best Way to be Supported: Collaboration was the most often mentioned way organizations could be best supported. Health system participation, nutrition support, health education, marketing/communication to increase awareness or support of existing services were listed by a few informants.  
	• Best Way to be Supported: Collaboration was the most often mentioned way organizations could be best supported. Health system participation, nutrition support, health education, marketing/communication to increase awareness or support of existing services were listed by a few informants.  

	• COVID-19 Impact: COVID-19 caused a more sedentary life with less activity and poor nutrition. COVID exacerbated bad habits, isolation and social disconnectedness. 
	• COVID-19 Impact: COVID-19 caused a more sedentary life with less activity and poor nutrition. COVID exacerbated bad habits, isolation and social disconnectedness. 


	 
	Remaining Health Conditions/Behaviors  
	The remaining health conditions/behaviors are listed below along with populations affected, strategies, critical stakeholders, best way to be supported and COVID-19 impact. Please be aware of the limited number of key informants who listed these as one of their top two rankings.  
	 
	Reproductive Health, Sexual Health, and STI’s  
	One key informant interview ranking included reproductive health, sexual health, and STI’s as a top health condition/behavior and zero ranked it number one. Awareness of the issue, accessibility of services or reproductive education were listed as additional strategies needed. Marketing/communication to increase awareness or health education for young women was mentioned as a way an organization could be supported.  
	 
	Tobacco and Vaping Products  
	One key informant’s interview ranking included tobacco and vaping products as a top health condition/behavior and zero ranked it number one. Increased mental health providers, parental education or longer medical appointments were listed as additional strategies needed. Mental health education for parents was mentioned as a way an organization could be supported.  
	 
	Feminine and Hygiene Products  
	One key informant’s interview ranking included feminine and hygiene products as a top health condition/behavior and zero ranked it number one. Increase donations or more funding to provide products to women and families were additional strategies needed. 
	 
	Identified Community Resources 
	Identified Community Resources 
	Identified Community Resources 
	Identified Community Resources 
	Identified Community Resources 



	Landlords 
	Landlords 
	Landlords 
	Landlords 

	Health Systems 
	Health Systems 


	Chamber of Commerce 
	Chamber of Commerce 
	Chamber of Commerce 

	Washington Ozaukee Public Health Department 
	Washington Ozaukee Public Health Department 


	Economic Development 
	Economic Development 
	Economic Development 

	Mental Health Providers 
	Mental Health Providers 


	Government Officials 
	Government Officials 
	Government Officials 

	Non-Profit Organizations 
	Non-Profit Organizations 


	Independent Living and Senior Housing Facilities 
	Independent Living and Senior Housing Facilities 
	Independent Living and Senior Housing Facilities 

	Government Agencies 
	Government Agencies 


	YMCA 
	YMCA 
	YMCA 

	Parks and Recreation 
	Parks and Recreation 


	School Districts and Youth 
	School Districts and Youth 
	School Districts and Youth 

	Judicial System 
	Judicial System 


	Higher Education 
	Higher Education 
	Higher Education 

	Faith-Based Organizations 
	Faith-Based Organizations 


	Childcare Providers 
	Childcare Providers 
	Childcare Providers 

	Transportation Services 
	Transportation Services 


	Employers 
	Employers 
	Employers 

	First Responders 
	First Responders 


	Community Leaders 
	Community Leaders 
	Community Leaders 

	People with Lived Experience 
	People with Lived Experience 




	Appendix F: 2025 Froedtert Community Hospital – New Berlin Community Health Needs Assessment: A Summary of Key Stakeholder Focus Groups 
	 
	The Froedtert Community Hospital Community Health Needs Assessment key stakeholder focus group results can be found at 
	The Froedtert Community Hospital Community Health Needs Assessment key stakeholder focus group results can be found at 
	Froedtert Community Hospital Community Engagement | Froedtert & MCW
	Froedtert Community Hospital Community Engagement | Froedtert & MCW

	.  

	 
	Froedtert Community Hospital – New Berlin conducted a focus group to gain deeper insights about perceptions, attitudes, experiences or beliefs held by community members about their health. It is important to note that the information collected in an individual focus group is not necessarily representative of other groups. One focus group was conducted with four respondents representing communities that include, but were not limited to: business community, health care, and youth in September 2025. Key partne
	 
	Focus group facilitators used a standard discussion guide from which stakeholders were asked to identify:  
	• Ranking of three social determinants of health that are the most important issues for the service area.  
	• Ranking of three social determinants of health that are the most important issues for the service area.  
	• Ranking of three social determinants of health that are the most important issues for the service area.  

	• For those three social determinants of health, identification of:  
	• For those three social determinants of health, identification of:  
	• For those three social determinants of health, identification of:  
	o What populations in our communities are most affected by this issue? Ranking of two health conditions and behaviors that are the most important issues for the service area.  
	o What populations in our communities are most affected by this issue? Ranking of two health conditions and behaviors that are the most important issues for the service area.  
	o What populations in our communities are most affected by this issue? Ranking of two health conditions and behaviors that are the most important issues for the service area.  

	o What are the barriers/challenges to addressing this issue – What could we do differently? 
	o What are the barriers/challenges to addressing this issue – What could we do differently? 

	o What are the existing strategies addressing the health issue – what is working well? Who are the key partners that are working on this? 
	o What are the existing strategies addressing the health issue – what is working well? Who are the key partners that are working on this? 

	o If the community rallied behind one major effort to radically improve this issue, what would that initiative be? 
	o If the community rallied behind one major effort to radically improve this issue, what would that initiative be? 




	• Ranking of three health conditions and behaviors that are the most important issues for the service area.  
	• Ranking of three health conditions and behaviors that are the most important issues for the service area.  

	• For those two health issues, identification of:  
	• For those two health issues, identification of:  
	• For those two health issues, identification of:  
	o What populations in our communities are most affected by this issue? Ranking of two health conditions and behaviors that are the most important issues for the service area.  
	o What populations in our communities are most affected by this issue? Ranking of two health conditions and behaviors that are the most important issues for the service area.  
	o What populations in our communities are most affected by this issue? Ranking of two health conditions and behaviors that are the most important issues for the service area.  

	o What are the barriers/challenges to addressing this issue – What could we do differently? 
	o What are the barriers/challenges to addressing this issue – What could we do differently? 

	o What are the existing strategies addressing the health issue – what is working well? Who are the key partners that are working on this? 
	o What are the existing strategies addressing the health issue – what is working well? Who are the key partners that are working on this? 

	o If the community rallied behind one major effort to radically improve this issue, what would that initiative be? 
	o If the community rallied behind one major effort to radically improve this issue, what would that initiative be? 





	 
	All stakeholders were made aware that participation was voluntary and that responses would be analyzed by Froedtert ThedaCare Community Engagement team members. Based on the summaries, this report presents the results of the 2025 key stakeholder focus groups for the Froedtert Community Hospital—New Berlin, Froedtert Community Hospital—Pewaukee, Froedtert Community Hospital—Oak Creek and Froedtert Community Hospital—Mequon service areas. 
	 
	Limitations: One key stakeholder focus group was conducted with four respondents in the Froedtert Community Hospital – New Berlin service area. This report relies on the opinions and experiences of a limited number of experts identified as having the community’s pulse. However, responses may not be representative of the overall perception of community strengths and needs. It is possible that the results would have been substantially different if a different set of stakeholders had been interviewed. Results 
	 
	Below are the summaries of barriers/challenges, needed strategies and priority populations identified in community focus groups for each health issue. In addition, community identified resources, partners and assets are listed below. 
	 
	Accessible and Affordable Health Care  
	• Affected Populations: 
	• Affected Populations: 
	• Affected Populations: 
	• Affected Populations: 
	o Many individuals living paycheck to paycheck and having difficulty paying medical bills with high deductible plans 
	o Many individuals living paycheck to paycheck and having difficulty paying medical bills with high deductible plans 
	o Many individuals living paycheck to paycheck and having difficulty paying medical bills with high deductible plans 

	o Many young adults early in their careers not earning much 
	o Many young adults early in their careers not earning much 

	o The broad community 
	o The broad community 




	• Barriers and Challenges: 
	• Barriers and Challenges: 
	• Barriers and Challenges: 
	o Work schedules that don’t allow flexibility 
	o Work schedules that don’t allow flexibility 
	o Work schedules that don’t allow flexibility 

	o Timely medical appointments not available 
	o Timely medical appointments not available 

	o Language barriers and differences 
	o Language barriers and differences 

	o Prefer quick care from emergency department versus waiting for specialty care 
	o Prefer quick care from emergency department versus waiting for specialty care 

	o Long wait lists to see providers and high co-pays 
	o Long wait lists to see providers and high co-pays 

	o Mental health services for adults and youth 
	o Mental health services for adults and youth 

	o Lack of transportation 
	o Lack of transportation 

	o Lack of specialty care 
	o Lack of specialty care 




	• Existing Strategies: 
	• Existing Strategies: 
	• Existing Strategies: 
	o Occupational health services 
	o Occupational health services 
	o Occupational health services 

	o Telehealth helps reduce barriers 
	o Telehealth helps reduce barriers 

	o Health savings accounts helpful with out-of-pocket expenses 
	o Health savings accounts helpful with out-of-pocket expenses 

	o Preventative screenings and vaccinations that are onsite at workplaces and community events 
	o Preventative screenings and vaccinations that are onsite at workplaces and community events 

	o Systems like MyChart 
	o Systems like MyChart 

	o Sliding scale for services and cost 
	o Sliding scale for services and cost 

	o Support more free clinics 
	o Support more free clinics 




	• One Major Effort: 
	• One Major Effort: 
	• One Major Effort: 
	o Wellness resource hub for older populations to receive services such as social security and Medicaid/Medicare support or navigation 
	o Wellness resource hub for older populations to receive services such as social security and Medicaid/Medicare support or navigation 
	o Wellness resource hub for older populations to receive services such as social security and Medicaid/Medicare support or navigation 

	o Meet people where they are 
	o Meet people where they are 

	o Wayfinding for health care to communicate and navigate between health systems 
	o Wayfinding for health care to communicate and navigate between health systems 

	o Focus on preventative services 
	o Focus on preventative services 

	o More free clinics 
	o More free clinics 





	 
	Safe and Affordable Housing 
	• Affected Populations: 
	• Affected Populations: 
	• Affected Populations: 
	• Affected Populations: 
	o Everyone 
	o Everyone 
	o Everyone 

	o Single parents 
	o Single parents 

	o Young families can’t afford homes or get priced out of neighborhood 
	o Young families can’t afford homes or get priced out of neighborhood 




	• Barriers and Challenges: 
	• Barriers and Challenges: 
	• Barriers and Challenges: 
	o Not enough housing 
	o Not enough housing 
	o Not enough housing 

	o Lack of financial education and literacy 
	o Lack of financial education and literacy 

	o Cost of houses 
	o Cost of houses 

	o Lack of financial planning 
	o Lack of financial planning 

	o Investment in schools and youth, increase the earning power of families 
	o Investment in schools and youth, increase the earning power of families 

	o Opportunities for housing for employees 
	o Opportunities for housing for employees 

	o Government subsidies 
	o Government subsidies 




	• Existing Strategies: 
	• Existing Strategies: 
	• Existing Strategies: 
	o Engage elected official and developers 
	o Engage elected official and developers 
	o Engage elected official and developers 




	• One Major Effort: 
	• One Major Effort: 
	• One Major Effort: 
	o Mandatory finance education in school 
	o Mandatory finance education in school 
	o Mandatory finance education in school 

	o Workshops on reducing debt 
	o Workshops on reducing debt 

	o Improve public transportation 
	o Improve public transportation 

	o Understand reasons why housing costs are up 
	o Understand reasons why housing costs are up 





	 
	Social Connectedness and Belonging 
	• Affected Populations: 
	• Affected Populations: 
	• Affected Populations: 
	• Affected Populations: 
	o Youth and teens 
	o Youth and teens 
	o Youth and teens 

	o Elderly 
	o Elderly 




	• Barriers and Challenges: 
	• Barriers and Challenges: 
	• Barriers and Challenges: 
	o Approachability 
	o Approachability 
	o Approachability 

	o Encouraging volunteering and getting involved in the community 
	o Encouraging volunteering and getting involved in the community 

	o Get families to feel a strong connection with school districts and community 
	o Get families to feel a strong connection with school districts and community 

	o Social media influences and growing technology 
	o Social media influences and growing technology 

	o Lack of transportation 
	o Lack of transportation 




	• Existing Strategies: 
	• Existing Strategies: 
	• Existing Strategies: 
	o Interaction in workplaces and other environments 
	o Interaction in workplaces and other environments 
	o Interaction in workplaces and other environments 

	o Community events and social gathering with friends 
	o Community events and social gathering with friends 

	o Park systems 
	o Park systems 

	o Chamber events 
	o Chamber events 




	• One Major Effort: 
	• One Major Effort: 
	• One Major Effort: 
	o More intimate community events for people to connect 
	o More intimate community events for people to connect 
	o More intimate community events for people to connect 

	o School groups focused on comprehensive services 
	o School groups focused on comprehensive services 

	o More funding for recreation departments 
	o More funding for recreation departments 

	o Engage seniors in social activities 
	o Engage seniors in social activities 





	 
	Mental Health 
	• Affected Populations: 
	• Affected Populations: 
	• Affected Populations: 
	• Affected Populations: 
	o Universal issue and widespread 
	o Universal issue and widespread 
	o Universal issue and widespread 

	o Youth 
	o Youth 

	o Middle-aged adults 
	o Middle-aged adults 

	o Middle-aged men 
	o Middle-aged men 

	o Older adults lacking social connectedness 
	o Older adults lacking social connectedness 

	o Veterans  
	o Veterans  




	• Barriers and Challenges: 
	• Barriers and Challenges: 
	• Barriers and Challenges: 
	o Availability and affordability of care 
	o Availability and affordability of care 
	o Availability and affordability of care 

	o Establishing a provider takes time, it can take up to seven counselors to find a good fit – with low health literacy it is even harder – most people get the immediate help they need but give up on getting long term help 
	o Establishing a provider takes time, it can take up to seven counselors to find a good fit – with low health literacy it is even harder – most people get the immediate help they need but give up on getting long term help 

	o Stigma 
	o Stigma 

	o Social isolation 
	o Social isolation 

	o Social media influences 
	o Social media influences 

	o Lack of community offerings 
	o Lack of community offerings 

	o Parents feeling social pressure to be over scheduled 
	o Parents feeling social pressure to be over scheduled 

	o Everyone’s mental health is so individual that it is hard to create a system level solution – needs to be based on individual needs, yet scoped up to serve a lot of people 
	o Everyone’s mental health is so individual that it is hard to create a system level solution – needs to be based on individual needs, yet scoped up to serve a lot of people 

	o Other factors can directly affect someone’s mental health – ACE, transportation, employment, food, basic needs for living, day to day life 
	o Other factors can directly affect someone’s mental health – ACE, transportation, employment, food, basic needs for living, day to day life 




	• Existing Strategies: 
	• Existing Strategies: 
	• Existing Strategies: 
	o Onsite chaplains have been effective 
	o Onsite chaplains have been effective 
	o Onsite chaplains have been effective 

	o Telehealth breaks down travel barriers, childcare issues 
	o Telehealth breaks down travel barriers, childcare issues 

	o School-based services 
	o School-based services 

	o Workforce Health – focus on adult population using education, reducing access problems 
	o Workforce Health – focus on adult population using education, reducing access problems 

	o Spring Health (Froedtert ThedaCare) 
	o Spring Health (Froedtert ThedaCare) 

	o SilverCloud (Froedtert & the Medical College of Wisconsin health network) for patients and community 
	o SilverCloud (Froedtert & the Medical College of Wisconsin health network) for patients and community 

	o NAMI 
	o NAMI 

	o Wellpoint 
	o Wellpoint 

	o Care Solace 
	o Care Solace 

	o Comprehensive Community Services 
	o Comprehensive Community Services 

	o Mental health social workers embedded in the 911 dispatch center 
	o Mental health social workers embedded in the 911 dispatch center 

	o Warm Lines / 211 phone resources 
	o Warm Lines / 211 phone resources 

	o Teen mental health therapy groups 
	o Teen mental health therapy groups 

	o Schools should do more outreach 
	o Schools should do more outreach 

	o Faith-based youth groups 
	o Faith-based youth groups 

	o Universal mental health education and prevention 
	o Universal mental health education and prevention 

	o Every single student (middle or high school) should have a touch base with a mental health care professional 
	o Every single student (middle or high school) should have a touch base with a mental health care professional 

	o Resources centralized – easier for people to know where to go for care 
	o Resources centralized – easier for people to know where to go for care 

	o More work around stigma reduction– positive movement has been made but still need more attention to middle-aged men and seniors who have been raised not to ask for help, need to continue bringing awareness to how mental health is like one’s physical health (like diabetes) 
	o More work around stigma reduction– positive movement has been made but still need more attention to middle-aged men and seniors who have been raised not to ask for help, need to continue bringing awareness to how mental health is like one’s physical health (like diabetes) 

	o More champions in the community to talk openly about mental health – bosses, teachers, favorite podcast personalities (people in the community who are trusted) 
	o More champions in the community to talk openly about mental health – bosses, teachers, favorite podcast personalities (people in the community who are trusted) 

	o Political leaders on both sides coming together on bipartisan effort to support mental health 
	o Political leaders on both sides coming together on bipartisan effort to support mental health 
	o Political leaders on both sides coming together on bipartisan effort to support mental health 
	▪ Be bolder with messaging – often messages are diluted because they don’t want to irritate anyone 
	▪ Be bolder with messaging – often messages are diluted because they don’t want to irritate anyone 
	▪ Be bolder with messaging – often messages are diluted because they don’t want to irritate anyone 








	• One Major Effort: 
	• One Major Effort: 
	• One Major Effort: 


	 
	Nutrition, Physical Activity and Obesity 
	• Affected Populations: 
	• Affected Populations: 
	• Affected Populations: 
	• Affected Populations: 
	o People with lower social economic status – healthy food is expensive and less accessible 
	o People with lower social economic status – healthy food is expensive and less accessible 
	o People with lower social economic status – healthy food is expensive and less accessible 

	o Kids do/eat what is modeled to them and is available to them – they are learning about healthy habits but those behaviors could be out of their control 
	o Kids do/eat what is modeled to them and is available to them – they are learning about healthy habits but those behaviors could be out of their control 

	o Aging adults experiencing health and mobility issues that may limit access to fresh foods, grocery store access and walking 
	o Aging adults experiencing health and mobility issues that may limit access to fresh foods, grocery store access and walking 

	o Aging population with food insecurity due to lack of transportation 
	o Aging population with food insecurity due to lack of transportation 

	o  
	o  




	• Barriers and Challenges: 
	• Barriers and Challenges: 
	• Barriers and Challenges: 
	o The demands of life and family have gotten greater, no family-style dinners anymore 
	o The demands of life and family have gotten greater, no family-style dinners anymore 
	o The demands of life and family have gotten greater, no family-style dinners anymore 

	o Quick meals and late meals due to other demands 
	o Quick meals and late meals due to other demands 

	o Misinformation, offer more educational programming 
	o Misinformation, offer more educational programming 

	o Cost of fresh food is high, cheaper to eat processed or ready-made foods 
	o Cost of fresh food is high, cheaper to eat processed or ready-made foods 

	o Prescription prices are high 
	o Prescription prices are high 

	o Do not provide follow-up after falls care (EMS visits or hospital visits) 
	o Do not provide follow-up after falls care (EMS visits or hospital visits) 

	o Falls – people living alone, isolated 
	o Falls – people living alone, isolated 

	o It costs money to be physically active, Wisconsin weather reduces activity in the winter 
	o It costs money to be physically active, Wisconsin weather reduces activity in the winter 

	o Not a walking forward community – driving required for most destinations, people do not walk to a store 
	o Not a walking forward community – driving required for most destinations, people do not walk to a store 




	• Existing Strategies: 
	• Existing Strategies: 
	• Existing Strategies: 
	o Offer more programs 
	o Offer more programs 
	o Offer more programs 

	o Promotion of health education topics 
	o Promotion of health education topics 

	o Cooking demos, workshops, nutrition coaching, training and teaching how to make recipes 
	o Cooking demos, workshops, nutrition coaching, training and teaching how to make recipes 

	o Utilize technology 
	o Utilize technology 

	o Focus and acceptance on less screen time, less focus on assessment scores, more recess times, more time for lunch, strong school board support for these types of changes 
	o Focus and acceptance on less screen time, less focus on assessment scores, more recess times, more time for lunch, strong school board support for these types of changes 

	o Recreation departments 
	o Recreation departments 

	o YMCA 
	o YMCA 

	o Schools 
	o Schools 

	o Hospital systems 
	o Hospital systems 

	o UW-Extension (Strong Bodies class) 
	o UW-Extension (Strong Bodies class) 

	o WIC – Farmers Market Stipends (currently being underutilized, on the surface a wonderful program, in practice this is a change on how people are used to getting their food) 
	o WIC – Farmers Market Stipends (currently being underutilized, on the surface a wonderful program, in practice this is a change on how people are used to getting their food) 

	o Community gardens (increase in)  
	o Community gardens (increase in)  

	o Seeing more green spaces available 
	o Seeing more green spaces available 

	o Insurance offering incentives 
	o Insurance offering incentives 





	 
	• One Major Effort: 
	• One Major Effort: 
	• One Major Effort: 
	• One Major Effort: 
	o Community gardens 
	o Community gardens 
	o Community gardens 

	o Health options at corner stores and buyback programs 
	o Health options at corner stores and buyback programs 

	o Engage organizations like the YMCA on programming, employee discounts and educational workshops 
	o Engage organizations like the YMCA on programming, employee discounts and educational workshops 

	o Community-wide challenge 
	o Community-wide challenge 

	o More community gardens and green space is lower social economic status neighborhoods 
	o More community gardens and green space is lower social economic status neighborhoods 

	o Blue Zones Project 
	o Blue Zones Project 

	o Free access to County Parks 
	o Free access to County Parks 





	 
	Substance Misuse 
	• Affected Populations: 
	• Affected Populations: 
	• Affected Populations: 
	• Affected Populations: 
	o Youth – younger than high school 
	o Youth – younger than high school 
	o Youth – younger than high school 

	o People with mental health needs 
	o People with mental health needs 

	o People in jail/incarcerated (experience high overdose rate when released) 
	o People in jail/incarcerated (experience high overdose rate when released) 




	• Barriers and Challenges: 
	• Barriers and Challenges: 
	• Barriers and Challenges: 
	o Addiction is challenging 
	o Addiction is challenging 
	o Addiction is challenging 

	o People need better coping mechanisms 
	o People need better coping mechanisms 

	o Poor mental health is a factor 
	o Poor mental health is a factor 

	o People don’t want to admit it’s a problem 
	o People don’t want to admit it’s a problem 

	o Culture in Wisconsin 
	o Culture in Wisconsin 

	o Lack of providers and prevention efforts 
	o Lack of providers and prevention efforts 

	o Access is so easy for youth 
	o Access is so easy for youth 

	o Delta-8 is available everywhere 
	o Delta-8 is available everywhere 

	o Fentanyl exposure 
	o Fentanyl exposure 

	o Stigma around substance misuse and harm reduction strategies 
	o Stigma around substance misuse and harm reduction strategies 

	o Kids don’t think it will negatively affect them 
	o Kids don’t think it will negatively affect them 

	o Availability of community resources and treatment for youth under the age of 18, if abuse recognized earlier, they have less options for help than adults 
	o Availability of community resources and treatment for youth under the age of 18, if abuse recognized earlier, they have less options for help than adults 

	o Billing/reimbursement for peer specialist services 
	o Billing/reimbursement for peer specialist services 




	• Existing Strategies: 
	• Existing Strategies: 
	• Existing Strategies: 
	o Smoking cessation classes 
	o Smoking cessation classes 
	o Smoking cessation classes 

	o American Lung Association strategies and resources related to tobacco prevention 
	o American Lung Association strategies and resources related to tobacco prevention 

	o Peer specialists (can interact with people who have substance abuse disorders in a unique way)  
	o Peer specialists (can interact with people who have substance abuse disorders in a unique way)  

	o Supporting building resiliency 
	o Supporting building resiliency 

	o Schools – moving away from consequences of a ticket and towards requiring youth to take an online educational class (not solving the issue but making a dent) 
	o Schools – moving away from consequences of a ticket and towards requiring youth to take an online educational class (not solving the issue but making a dent) 




	• One Major Effort: 
	• One Major Effort: 
	• One Major Effort: 
	o Look at the whole body when address health 
	o Look at the whole body when address health 
	o Look at the whole body when address health 





	 
	 
	 
	 
	 
	 
	 
	 
	 
	Appendix G: Key Stakeholder Organizations Interviewed for purposes of conducting the Froedtert Community Hospital – New Berlin CHNA 
	 
	Key Stakeholder Organizations 
	Key Stakeholder Organizations 
	Key Stakeholder Organizations 
	Key Stakeholder Organizations 
	Key Stakeholder Organizations 

	Description of Organizations 
	Description of Organizations 



	Aging & Disability Resource Center of Waukesha County 
	Aging & Disability Resource Center of Waukesha County 
	Aging & Disability Resource Center of Waukesha County 
	Aging & Disability Resource Center of Waukesha County 

	Provides information, assistance, counseling and supportive services for older adults, caregivers, people with disabilities and adults with mental health or substance use concerns 
	Provides information, assistance, counseling and supportive services for older adults, caregivers, people with disabilities and adults with mental health or substance use concerns 


	Arrowhead Union High School District 
	Arrowhead Union High School District 
	Arrowhead Union High School District 

	Provides education to youth 
	Provides education to youth 


	Community Action Coalition for South Central Wisconsin 
	Community Action Coalition for South Central Wisconsin 
	Community Action Coalition for South Central Wisconsin 

	Nonprofit working to end poverty 
	Nonprofit working to end poverty 


	Community Outreach Health Clinic 
	Community Outreach Health Clinic 
	Community Outreach Health Clinic 

	Free medical clinic for uninsured 
	Free medical clinic for uninsured 


	Community Smiles Dental 
	Community Smiles Dental 
	Community Smiles Dental 

	Nonprofit proving oral health services 
	Nonprofit proving oral health services 


	Elmbrook Schools 
	Elmbrook Schools 
	Elmbrook Schools 

	Provides education to youth 
	Provides education to youth 


	Eras Senior Network  
	Eras Senior Network  
	Eras Senior Network  

	Nonprofit serving seniors, adults with disabilities and family caregivers 
	Nonprofit serving seniors, adults with disabilities and family caregivers 


	Falls Area Food Pantry 
	Falls Area Food Pantry 
	Falls Area Food Pantry 

	Provides food for low-income individuals and families 
	Provides food for low-income individuals and families 


	Family Services of Waukesha 
	Family Services of Waukesha 
	Family Services of Waukesha 

	Nonprofit counseling center 
	Nonprofit counseling center 


	Habitat for Humanity 
	Habitat for Humanity 
	Habitat for Humanity 

	Nonprofit supporting housing 
	Nonprofit supporting housing 


	Hebron Housing Services 
	Hebron Housing Services 
	Hebron Housing Services 

	Nonprofit dedicated to ending homelessness 
	Nonprofit dedicated to ending homelessness 


	Lake Area Free Clinic 
	Lake Area Free Clinic 
	Lake Area Free Clinic 

	Free medical clinic for uninsured 
	Free medical clinic for uninsured 


	Mukwonago Food Pantry 
	Mukwonago Food Pantry 
	Mukwonago Food Pantry 

	Provides food for low-income individuals and families 
	Provides food for low-income individuals and families 


	Mukwonago School District 
	Mukwonago School District 
	Mukwonago School District 

	Provides education to youth 
	Provides education to youth 


	NAMI SE WI 
	NAMI SE WI 
	NAMI SE WI 

	Nonprofit provides support for mental health 
	Nonprofit provides support for mental health 


	School District of Menomonee Falls 
	School District of Menomonee Falls 
	School District of Menomonee Falls 

	Provides education to youth 
	Provides education to youth 


	Shorehaven 
	Shorehaven 
	Shorehaven 

	Senior living facility  
	Senior living facility  


	Sixteenth Street Community Health Center 
	Sixteenth Street Community Health Center 
	Sixteenth Street Community Health Center 

	Free medical clinic for uninsured 
	Free medical clinic for uninsured 


	United Way of Greater Milwaukee and Waukesha Counties 
	United Way of Greater Milwaukee and Waukesha Counties 
	United Way of Greater Milwaukee and Waukesha Counties 

	Engages, convenes and mobilizes community resources to address root causes of local health and human services needs 
	Engages, convenes and mobilizes community resources to address root causes of local health and human services needs 


	UW-Madison Extension, Waukesha County 
	UW-Madison Extension, Waukesha County 
	UW-Madison Extension, Waukesha County 

	Shares, develops and delivers resources and programs to respond to community issues 
	Shares, develops and delivers resources and programs to respond to community issues 


	Waukesha County Business Alliance 
	Waukesha County Business Alliance 
	Waukesha County Business Alliance 

	Nonprofit supporting local businesses 
	Nonprofit supporting local businesses 


	Waukesha County Department of Health & Human Services 
	Waukesha County Department of Health & Human Services 
	Waukesha County Department of Health & Human Services 

	Government department providing community programs to individuals and families challenged by disabilities, economic hardship and safety concerns 
	Government department providing community programs to individuals and families challenged by disabilities, economic hardship and safety concerns 


	Waukesha County Fire Chiefs Association 
	Waukesha County Fire Chiefs Association 
	Waukesha County Fire Chiefs Association 

	Emergency response 
	Emergency response 


	Waukesha County Government 
	Waukesha County Government 
	Waukesha County Government 

	Local government 
	Local government 


	Waukesha County Government 
	Waukesha County Government 
	Waukesha County Government 

	Local government 
	Local government 


	Waukesha County Mental Health Services 
	Waukesha County Mental Health Services 
	Waukesha County Mental Health Services 

	Nonprofit counseling center 
	Nonprofit counseling center 


	Waukesha Food Pantry 
	Waukesha Food Pantry 
	Waukesha Food Pantry 

	Provides food for low-income individuals and families 
	Provides food for low-income individuals and families 


	Waukesha Free Clinics 
	Waukesha Free Clinics 
	Waukesha Free Clinics 

	Free medical clinic for uninsured 
	Free medical clinic for uninsured 


	YMCA at Pabst Farms 
	YMCA at Pabst Farms 
	YMCA at Pabst Farms 

	Nonprofit providing services that help people improve their health and well-being 
	Nonprofit providing services that help people improve their health and well-being 


	YMCA of Greater Waukesha County 
	YMCA of Greater Waukesha County 
	YMCA of Greater Waukesha County 

	Nonprofit providing services that help people improve their health and well-being 
	Nonprofit providing services that help people improve their health and well-being 


	Froedtert Community Hospital – New Berlin Focus Group Organizations 
	Froedtert Community Hospital – New Berlin Focus Group Organizations 
	Froedtert Community Hospital – New Berlin Focus Group Organizations 

	Description of Organizations 
	Description of Organizations 


	YMCA of Greater Waukesha County 
	YMCA of Greater Waukesha County 
	YMCA of Greater Waukesha County 

	Nonprofit providing services that help people improve their health and well-being 
	Nonprofit providing services that help people improve their health and well-being 


	Dynatect Manufacturing, Inc 
	Dynatect Manufacturing, Inc 
	Dynatect Manufacturing, Inc 

	Local business 
	Local business 


	Wenthe-Davidson Engineering Co. 
	Wenthe-Davidson Engineering Co. 
	Wenthe-Davidson Engineering Co. 

	Local business 
	Local business 


	Froedtert Health 
	Froedtert Health 
	Froedtert Health 

	Health care leadership in New Berlin 
	Health care leadership in New Berlin 




	 
	 
	Appendix H: 2025 Secondary Data Sources 
	 
	In 2025, data was collected through a secondary data analysis using Metopio and other publicly available sources. This health data is one piece of a variety of data sources being used by local health systems to describe their communities and the health priorities of their service areas. Indicators for which primary data are being collected were excluded. Data for each indicator were presented by race and ethnicity and gender when the data were available. A secondary data analysis was completed between Septe
	 
	Publicly available data sources used for the Secondary Data Analysis 
	• Behavioral Risk Factor Surveillance System (BRFS) 
	• Behavioral Risk Factor Surveillance System (BRFS) 
	• Behavioral Risk Factor Surveillance System (BRFS) 

	• Center for Disease Control, SVI Interactive Maps – Social Vulnerability 
	• Center for Disease Control, SVI Interactive Maps – Social Vulnerability 

	• Center for Health Disparities Research, UW- Madison School of Medicine and Public Health, Area Deprivation Index 
	• Center for Health Disparities Research, UW- Madison School of Medicine and Public Health, Area Deprivation Index 

	• Metopio 
	• Metopio 

	• United Way ALICE Report 
	• United Way ALICE Report 

	• University of Wisconsin Population Health Institute. County Health Rankings. Accessible at 
	• University of Wisconsin Population Health Institute. County Health Rankings. Accessible at 


	www.countyhealthrankings.org. 
	• U.S. Census Data (CENSUS) 
	• U.S. Census Data (CENSUS) 
	• U.S. Census Data (CENSUS) 

	• Wisconsin Department of Health Services (DHS) 
	• Wisconsin Department of Health Services (DHS) 

	• Wisconsin Department of Justice 
	• Wisconsin Department of Justice 

	• Wisconsin Family Health Survey (FHS) 
	• Wisconsin Family Health Survey (FHS) 

	• Wisconsin Department of Health Services, Division of Public Health, Office of Health Informatics 
	• Wisconsin Department of Health Services, Division of Public Health, Office of Health Informatics 

	• Wisconsin Interactive Statistics on Health (WISH) 
	• Wisconsin Interactive Statistics on Health (WISH) 


	 
	Limitations: Secondary data is limited to availability of data, with some health topic areas having a robust set of indicators while others are more limited. Some secondary data sources do not include subpopulation data and others only display values for a select number of race/ethnic groups. 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	Appendix I: 2025 Internal Hospital Data 
	 
	Internal health care data can provide a unique window into the heath needs of community members who have received care. Custom Froedtert Community Hospital – New Berlin datasets and other information resources were produced to help benchmark patient data against the community health needs assessment. 
	 
	Froedtert ThedaCare data sources used  
	• EPIC: Social Determinants of Health Screening 
	• EPIC: Social Determinants of Health Screening 
	• EPIC: Social Determinants of Health Screening 
	• EPIC: Social Determinants of Health Screening 
	o Patients are screened using the SDOH questionnaire released by Epic, which leverages evidence-based screening tools when available. SDOH data is used at the patient level to enable care teams to address specific social needs of their patients and incorporate into their care plan or refer the patient to community-based resources as appropriate. At the patient population level, SDOH data is analyzed to understand the prevalence of social needs of our patients by race and ethnicity, geography, payer, clinica
	o Patients are screened using the SDOH questionnaire released by Epic, which leverages evidence-based screening tools when available. SDOH data is used at the patient level to enable care teams to address specific social needs of their patients and incorporate into their care plan or refer the patient to community-based resources as appropriate. At the patient population level, SDOH data is analyzed to understand the prevalence of social needs of our patients by race and ethnicity, geography, payer, clinica
	o Patients are screened using the SDOH questionnaire released by Epic, which leverages evidence-based screening tools when available. SDOH data is used at the patient level to enable care teams to address specific social needs of their patients and incorporate into their care plan or refer the patient to community-based resources as appropriate. At the patient population level, SDOH data is analyzed to understand the prevalence of social needs of our patients by race and ethnicity, geography, payer, clinica





	 
	• Impact 211 
	• Impact 211 
	• Impact 211 
	• Impact 211 
	o IMPACT 211 provides a central access point for people to take the first step toward regaining stability. During times of personal crisis or community disaster, the free, confidential helpline and online resource directory make it easy for residents of Waukesha County to get connected to information and assistance. Data reports are generated to summarize demographics, total calls and referrals, requested services and unmet services by county and zip code. 
	o IMPACT 211 provides a central access point for people to take the first step toward regaining stability. During times of personal crisis or community disaster, the free, confidential helpline and online resource directory make it easy for residents of Waukesha County to get connected to information and assistance. Data reports are generated to summarize demographics, total calls and referrals, requested services and unmet services by county and zip code. 
	o IMPACT 211 provides a central access point for people to take the first step toward regaining stability. During times of personal crisis or community disaster, the free, confidential helpline and online resource directory make it easy for residents of Waukesha County to get connected to information and assistance. Data reports are generated to summarize demographics, total calls and referrals, requested services and unmet services by county and zip code. 





	 
	• Wisconsin Hospital Association CHNA Dashboard 
	• Wisconsin Hospital Association CHNA Dashboard 
	• Wisconsin Hospital Association CHNA Dashboard 
	• Wisconsin Hospital Association CHNA Dashboard 
	o The Wisconsin Hospital Association (WHA) Information Center created a Community Health Needs Assessment (CHNA) Mapping Tool to allow hospitals and community partners the opportunity to identify areas of need in their community by analyzing clinical conditions and community characteristics. Using data from both the WHA Information Center and American Community Survey, the tool allows for specific analysis down to the census tract level of individual communities. 
	o The Wisconsin Hospital Association (WHA) Information Center created a Community Health Needs Assessment (CHNA) Mapping Tool to allow hospitals and community partners the opportunity to identify areas of need in their community by analyzing clinical conditions and community characteristics. Using data from both the WHA Information Center and American Community Survey, the tool allows for specific analysis down to the census tract level of individual communities. 
	o The Wisconsin Hospital Association (WHA) Information Center created a Community Health Needs Assessment (CHNA) Mapping Tool to allow hospitals and community partners the opportunity to identify areas of need in their community by analyzing clinical conditions and community characteristics. Using data from both the WHA Information Center and American Community Survey, the tool allows for specific analysis down to the census tract level of individual communities. 





	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	Appendix J: Review of the Fiscal Year 2024-2026 Froedtert Community Hospital – New Berlin CHNA Implementation Strategy 
	 
	Froedtert Community Hospital – New Berlin’s previous CHNA implementation strategy addressed mental health as the priority health need. 
	 
	The table below describes the actions taken during the 2024-2026 CHNA implementation strategy to address each priority need and indicators of improvement.  
	 
	Note: At the time of the report publication in May, the last fiscal year fourth quarter data was not entirely collected. The table reflects results submitted by that time. 
	Significant Health Need 
	Significant Health Need 
	Significant Health Need 
	Significant Health Need 
	Significant Health Need 

	Objective 
	Objective 

	Actions 
	Actions 

	Outcomes 
	Outcomes 



	Mental Health 
	Mental Health 
	Mental Health 
	Mental Health 

	Support mental health outreach, education and prevention programs by June 30, 2026. 
	Support mental health outreach, education and prevention programs by June 30, 2026. 

	• Actively participate on the Waukesha County Mental Health Action Team. 
	• Actively participate on the Waukesha County Mental Health Action Team. 
	• Actively participate on the Waukesha County Mental Health Action Team. 
	• Actively participate on the Waukesha County Mental Health Action Team. 

	• Support mental health efforts through charitable giving and sponsorship. 
	• Support mental health efforts through charitable giving and sponsorship. 

	• Expand mental health care career exploration to offer at least two presentations or speakers for middle school or high school students per year. 
	• Expand mental health care career exploration to offer at least two presentations or speakers for middle school or high school students per year. 

	• Collaborate with community organizations to conduct at least one educational training to increase awareness and skills to address mental health concerns, improve individual self-care and provide community with support, tools and resources. 
	• Collaborate with community organizations to conduct at least one educational training to increase awareness and skills to address mental health concerns, improve individual self-care and provide community with support, tools and resources. 



	• Active member of the Waukesha County Mental Health Action Team and the Waukesha County Social Connectedness Coalition. 
	• Active member of the Waukesha County Mental Health Action Team and the Waukesha County Social Connectedness Coalition. 
	• Active member of the Waukesha County Mental Health Action Team and the Waukesha County Social Connectedness Coalition. 
	• Active member of the Waukesha County Mental Health Action Team and the Waukesha County Social Connectedness Coalition. 

	• Allocated $3,000 in sponsorship to support the New Berlin Police Department Safety Saturday events. 
	• Allocated $3,000 in sponsorship to support the New Berlin Police Department Safety Saturday events. 

	• Three mental health care career exploration presentations were completed at Waukesha West High school, with an additional presentation scheduled at Waukesha North High School in spring 2026.  Including the upcoming session, a total of 71 students were reached. Post-presentation data from completed sessions demonstrate a 38% increase in student knowledge. 
	• Three mental health care career exploration presentations were completed at Waukesha West High school, with an additional presentation scheduled at Waukesha North High School in spring 2026.  Including the upcoming session, a total of 71 students were reached. Post-presentation data from completed sessions demonstrate a 38% increase in student knowledge. 

	• Supported promotion of UW Extension’s WeCOPE evidence-based program focused on coping with daily life stress.  Eighteen adults participated in the class, with two participants reporting Froedtert as how they learned about the program. 
	• Supported promotion of UW Extension’s WeCOPE evidence-based program focused on coping with daily life stress.  Eighteen adults participated in the class, with two participants reporting Froedtert as how they learned about the program. 

	• Supported promotion of the Community Action Coalition’s free educational offerings, including Mental Health First Aid, Psychological First Aid, and QPR Suicide Prevention.  In total, 35 sessions were promoted.  
	• Supported promotion of the Community Action Coalition’s free educational offerings, including Mental Health First Aid, Psychological First Aid, and QPR Suicide Prevention.  In total, 35 sessions were promoted.  

	• Supported promotion of the Pamela Parker Community Outreach Health Clinic’s Understanding Anxiety series, which had 5 registered participants. 
	• Supported promotion of the Pamela Parker Community Outreach Health Clinic’s Understanding Anxiety series, which had 5 registered participants. 




	TR
	Improve access to mental health services and navigation to 
	Improve access to mental health services and navigation to 

	• Utilize and promote Impact 211 as a central access point for people who are in need of mental health support. 
	• Utilize and promote Impact 211 as a central access point for people who are in need of mental health support. 
	• Utilize and promote Impact 211 as a central access point for people who are in need of mental health support. 
	• Utilize and promote Impact 211 as a central access point for people who are in need of mental health support. 



	• Social drivers of health screenings are administered at Froedtert Community Hospital – New Berlin 
	• Social drivers of health screenings are administered at Froedtert Community Hospital – New Berlin 
	• Social drivers of health screenings are administered at Froedtert Community Hospital – New Berlin 
	• Social drivers of health screenings are administered at Froedtert Community Hospital – New Berlin 
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	community resources by June 30, 2026. 
	community resources by June 30, 2026. 

	• Explore the expansion of SilverCloud to the community. 
	• Explore the expansion of SilverCloud to the community. 
	• Explore the expansion of SilverCloud to the community. 
	• Explore the expansion of SilverCloud to the community. 
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	and Mooreland Reserve Health Center. The results are as follows: 
	o 1,497 patients screened for housing with 97 identifying a need. 
	o 1,497 patients screened for housing with 97 identifying a need. 
	o 1,497 patients screened for housing with 97 identifying a need. 

	o 1,078 patients screened for utilities with 20 identifying a need. 
	o 1,078 patients screened for utilities with 20 identifying a need. 

	o 4,132 patients screened for personal safety with 197 identifying a need. 
	o 4,132 patients screened for personal safety with 197 identifying a need. 

	o 1,496 patients screened for transportation with 54 identifying a need. 
	o 1,496 patients screened for transportation with 54 identifying a need. 

	o 1,497 patients screened for food insecurity with 122 identifying a need. 
	o 1,497 patients screened for food insecurity with 122 identifying a need. 




	• Utilized Impact 211 promotional materials to distribute at community events. Over the last three years, Impact 211 received over 4,000 service requests for mental health concerns in Waukesha County. 
	• Utilized Impact 211 promotional materials to distribute at community events. Over the last three years, Impact 211 received over 4,000 service requests for mental health concerns in Waukesha County. 

	• Delivered four 211 training sessions, engaging 22 organizations and reaching a total of 43 participants. 
	• Delivered four 211 training sessions, engaging 22 organizations and reaching a total of 43 participants. 

	• Coordinated a SilverCloud workgroup with representatives from Community Engagement, Behavioral Health and Inception Health, and Marketing in FY24. 
	• Coordinated a SilverCloud workgroup with representatives from Community Engagement, Behavioral Health and Inception Health, and Marketing in FY24. 

	• Launched SilverCloud for the Community on Feb. 1, 2025. 
	• Launched SilverCloud for the Community on Feb. 1, 2025. 

	• Programs offered include resiliency and stress programs and open for all community members. 
	• Programs offered include resiliency and stress programs and open for all community members. 

	• Developed promotional flyers and slims to support promotion of the SilverCloud program and distributed materials to community partner organizations.   
	• Developed promotional flyers and slims to support promotion of the SilverCloud program and distributed materials to community partner organizations.   

	• Hosted two SilverCloud informational sessions for organizations to increase awareness and understanding of the program.  
	• Hosted two SilverCloud informational sessions for organizations to increase awareness and understanding of the program.  

	• Created a SilverCloud Discussion Group Facilitator Guide and encouraged partner organizations to integrate the tool into their ongoing programming. 
	• Created a SilverCloud Discussion Group Facilitator Guide and encouraged partner organizations to integrate the tool into their ongoing programming. 

	• Since launch, 77 individuals activated accounts to participate in the program. 
	• Since launch, 77 individuals activated accounts to participate in the program. 






	 



