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|. ExecutiveSummary

Allen Hospital, part of UnityPoint Health, partnered with Black Hawk County Public Health, Mercy One
Medical Center, Peoples Community Health Clinic, and a diverse group of community stakeholders to
conduct a comprehensive Community Health Needs Assesq@eiNA) for Black Hawk County. The
assessment was designed to identify the most significant heaittsocialneedsaffectingresidentsand

to guidecommunityhealthimprovementefforts over the next three years. Community input was

gathered through surveys, focus groups, stakeholder engagement activities, and analysis of secondary
health, demographic, and socioeconomic data to ensure a broad and representative understanding of
community needs and opportunities for improvement.

The assessment identified a range of interconnected health and social challenges that influence the
health and weHbeing of Black Hawk County residents. Significant needs identified through the
assessment included economic stability, housing stabilimmgportation challenges, behavioral health,
access to healthcare, chronic disease, health literacy, food access, infectious disease prevention, and
cultural and linguistic inclusivity. These findings reinforcedithportant role that socialdeterminants

of healthplayin shapingndividualand communityhealth outcomes.

Assessment findings were reviewed through a commuwigye prioritization process involving

residents healthcareproviders,publichealth professionalscommunityorganizationsandother
stakeholders. Through this collaborative process, community participants identified economic stability,
housing stability, and transportation challenges as the community's higirestity needs. These

priorities reflect the significant impact thabsial and economic conditions have on overall health,-well
being, and quality of life in Black Hawk County. Detailed information regarding the prioritization
methodology and community engagement process is provided later in this report.

Following review of the assessment findings, community priorities, organizational resources, and
opportunities for impact, UnityPoint HealthAllen Hospital leadership and the Board of Directors
evaluated areas where the hospital could have the greatesttinfluence on improving health
outcomes. As a result, Allen Hospital selected behavioral health, access to healthcare, and health
literacy as its priority focus areas for the 262828 implementation periodTheseprioritiesrepresent
significantcommunityneedswhile aligningwith the hospital's mission, expertise, available resources,
and capacity to implement evidendmsed strategies that improve health outcomes and reduce
barriers to care.

While AllenHospital'smplementationstrategywill focuson behavioraHealth,accesto healthcare,
and health literacy, the hospital remains committed to supporting broader



community efforts addressing economic stability, housing stability, transportation challenges, and other
identified needs through collaboration with public health agencies, healthcare provizrsnunity
organizationsandcrosssectorinitiatives.AllenHospitalrecognizeghat improving population health
requires coordinated action across multiple sectors and ongoing attention to the social determinants of
health that influence community webeing.

The Community Health Needs Assessment was formally adopted by the UnityPoint Health Board of
Directors on December 15, 2025. Through continued partnership;idédemed decisiormaking,and
communityengagementAllenHospitalremainscommittedto improving healthoutcomes,advancing
healthequity,andstrengtheninghe overallhealthandwell-being of Black Hawk County residents.

The CommunityHealthNeedsAssessmenidentified severalsignificantcommunity health needs,
recognizedasimportant contributorsto communityhealth andwell-beingandwere prioritized by
community participants during the countyide assessment process.

While economic stability, housing stability, transportation challenges, food access, chronic disease,
infectious disease, and cultural and linguistic inclusivity were identified as significant comimeguity
needs AllenHospitaldeterminedtheseneedswould be addressegrimarily through community
partnerships, public health agencies, social service organizations, and regional coalitions. Hospital
resources were focused on priorities where Allen Hospital could have the greatest direct influence and
measurable impact throgh clinical services, patient education, care coordination, and community
outreach.

In evaluating the assessment findings, UnityPoint Healtten Hospital considered multiple factors
when determining which needs to be addressed directly through its implementation stratbgge
factorsincludedthe magnitudeand severityof the identified need,the extentto which the need
disproportionately affected vulnerable populations, the availability of existing community resources
addressing the issue, alignment with the hospital's mission and strategic priorities, the hospital's
expertise and available resourcesdathe potential opportunity to achieve measurable and sustainable
impact.

While Allen Hospital will continue to support communrityde efforts addressing each priority through
partnerships, advocacy, referrals, care coordination, and participation in collaborative initiatives, these
needswere not selectedsprimary implementation strategy prioritidsecause other community
organizations, public health agencies, governmental entities, and-sedtor coalitionsre leading

manyof theseefforts. ExamplesncludeAdvancingrogetherin the Cedar Valley, Black Hawk County

Public Health, the Mayor's Homeless Task Force, Northeast lowa Food Bank, Operation Threshold, lowa
Heartland Habitat for Humanity, MET Transit, and other community partners.



Following review by hospital leadership and the Board of Directors, UnityPoint Hédlém Hospital
determined that it could have the greatest direct influence on community health outcday&scusing
its resourcesand expertise. TheBoardapprovedthe identified hospital



priorities of behavioral Health, access to healthcare, and health literacy and directed the development
of a corresponding implementation strategy. The priorities selected through the CHNA process are
aligned with UnityPoint Healtg! £ £ Sy | 2 & LakylbenkfiQriissionZandSujaport efforts to
improve population health, reduce health disparities, address social determinants of health and
improve access to care throughout Black Hawk Coufityese priorities were selected because they
represent significant health needs identified throughout esessmenprocessaffectabroadrangeof
communitymembers are closelyconnectedto health outcomes and health equity, and align with the
hospital's clinical capabilities, community benefit mission, and capacity to implement eviased
interventions.

Allen Hospital remains committed to collaborating with community partners to address all identified
communityhealthneedsandrecognizeshat meaningfulimprovementin population health requires
coordinated action across healthcare, public health, education, government, business, and nonprofit
sectors. Through these partnerships, the hospital will continue to contribute to efforts addressing the
social determinants of r@th while concentrating its implementatiailesourceson the areaswhereit
canachieve thegreatestmeasurablampact.

Working in collaboration with community organizations, public health agencies, healthcare progiars,
other stakeholdersAllenHospitalwill developandimplementevidencebased strategieto addresghese
priority areasandimprovethe overallhealth ofthe communitiesit serves.

The steering committee will continue working collaboratively to develop and implement stratbgies
addresdoth the identified communityprioritiesandthe hospital'sselectedfocus areas. Together,
these efforts will support improved health outcomes, reduce barriers to care, and strengthen the
overall health of the Black Hawk County community.

Printedcopiesof this report are availableuponrequestfrom AllenHospitalUnityPointHealth. The

report is also available online atww.unitypoint.org.Questions, comments, or feedback regarding the
report may be directed to Kristin Schaefer, Community Engagement Program Manager at
kristin.schaefer@unitypoint.org

ll. About Usz UnityPoint Allen Hospital

UnityPoint Health Allen Hospital is guided by the mission "To improve the health of the people and
communities we serve." Tharganization is committetb achieving itsision of "Besbutcomefor
everypatienteverytime.”" Thesecommitmentsare supportedby the core values of Foster Unity,

Own the Moment, Champion Excellence, Seize Opportunities, and Do Your Best, which guide
interactions with patients, families, employees, providers, and community partners.


http://www.unitypoint.org/
mailto:kristin.schaefer@unitypoint.org

Allen Hospital is a 20ded, not for profit community hospital serving the Cedar Valley, of which
BlackHawkCountyisthe primaryservicearea.AllenHospitalis the busiesthospitalin the Cedar
Valley, caring for more inpatients, outpatients, emergency patients and cardiac



patients than any other hospital in the ®unty service area. United Medical Park and Prairie
Parkway offer outpatient care in facilities that are built for comfort and convenience. Allen Hospital
services include: inpatient care, ambulatory surgerydiwdogy services and open heart surgery,
digestive health, emergency services, home health services, laboratory semerds) health
inpatientandoutpatient servicesneurology,neurosurgerypbstetrics and gynecology, oncology,
occupational health services, orthopedics, palliative care, pediatrics, pharmacy, physical and
occupational therapy, pulmonology, radiology, urology and wound care.

The Community Health Needs Assessment and subsequent implementation strategy reflect these
guiding principles by identifying opportunities to improve community health, reduce health
disparities strengthencommunitypartnershipsandadvancesquitableaccesgo care throughout

Black Hawk County.

[ll. Community Servedby the Hospital &
Demographicsof the Community

The UnityPoint Health Allen Hospital market includes 10 countig®iCedar Valley of Northeast
lowa: Black Hawk, Bremer, Buchanan, Butler, Chickasaw, Fayette, Franklin, Garddy,and
Tama. BlacklawkCountyishometo approximatelyl31,000residents, representing about 0% of
£ £ Sy | 2a Lipdisbrin@rket ared.T < n 1N

Black Hawk County is the diverse center of population, jobs, economic grandiservices
for the market.Itsresidentsandagenciegprovidedmostresponsedor this assessment.

According to thdJS Census Bureau Quickfa&kack Hawk County is home to approximately
131,000 residents and is one of the most diverse counties in lowa. Anchored by the
communities of Waterloo and Cedar Falls, the county serves as a reggmetfor healthcare,
education,manufacturingandcommercein Northeast lowa. The gender distribution in Black
Hawk County is nearly equal, with females comprising 50.7% of the population and males
comprising 49.3%.

Thepopulationisyoungcomparedto manyrural lowacounties,with a medianageof
approximately 37 years. Children under age 18 account for about 22% to 23% of residents,
while adults aged 65 and older make up 17% to 18% of the population.

The county's racial and ethnic makeup reflects greater diversity than the state. Approximately
81% of residents identify as White, 10% to 11% as Black or African American, and 2% to 3% as
Asian. About 4% to 5% of residents identify with two or maiees.In addition, 7%to 8%of the



populationidentifiesasHispanioor Latino.This diversity contributes to a broad range of
cultural, social, and healthcare needs across the community.
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EconomicallyBlackHawkCountyhasa medianhouseholdincomeestimatedbetween

$65,000 and $70,000. Approximately 27% to 30% of adults age 25 and older hold a bachelor's
degree or higher. Despite the county's economic strengths and regional employpmpeaoittunities,
11%to 13%o0f residentslive belowthe federalpovertylevel, highlighting the continued importance
of programs that address social determinants of health, education, and economic mobility.

Housingn BlackHawkCountyis affordablerelativeto nationalaverages70%of homes are
owner-occupied, and the median value of ownaccupied housing is estimated toe between
$170,000 and $190,000. As the county continues to grow and evolve, its combination of urban
and rural communities, demographic diversity, and economic assets makes it a key population
center and healthcare service area within Northelasta

IV.Community Health NeedsAssessmenfrocess

The Black Hawk County Health Improvement Steering Committee was established to provide
leadershipguidanceandoversightfor communityhealthimprovementefforts throughoutBlack Hawk
County. Committee members actively participate in building a healthier community through a shared
commitment to health equity, systems thinking, trusted relationships, community engagement,
strategic collaboration, datanformed decisioamaking,continuous improvement, flexibility, and
transparency.

As a member of the Steering Committee, UnityPoint Headtthen Hospital contributes to the planning,
assessmeng&ndimplementationof communityhealthimprovementactivitiesguided by the Black Hawk
County Public Health Mobilizing for Action through Planning and Partnerships (MAPP) framework. The
hospital collaborates witpublic health, healthcareand community partners to identify priority health
needs, develop evidendeased strategies, and support coordinated action to improve population

health outcomes.

The Steering Committee is responsible for ensuring that the community health improvement process
is adequately supported with resources and reflects representation from key sectors throughout the
community, including healthcare, public health, educatiomsibess, governmenandcommunity
basedorganizationsCommitteemembersmeetfour to sixtimes annually for sessions lasting one to

two hours and dedicate additional time for preparation, folloyy activities, and participation in

related workgroups.

Key responsibilities of the Steering Committee include reviewing and interpreting community health
data, identifying and prioritizing health and social needs, promoting the use of evideses

frameworks and best practices, and addressing the root caofskealth inequities. The Committee
11



utilizesquantitativeandqualitativedatato definecommunityhealthissuesgstablish measurable
objectives, monitor progress, and guide implementation strategies designed to improve health
outcomes and advance community wbking across Black Hawk County.
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Additionalpartnersof the SteeringCommitteeinclude:

=4 =4 =4 4 A4 -4 -5 -5 -5 -5 -5 -5 -5 -9 -2 -2 -°

INRCO@owaNorthlandRegionalouncibf Governments)
CedavalleyUnited Way

Universityof Northernlowa
NortheastlowaFoodBank

Pathways

Habitatfor Humanity
CedaNalleyUnitedWay

lowaTotalHealth

MolinaHealthcare
Pathway$BehaviorServices
RefugeeandIimmigrantYouthOrganization
BlackHawkCountySociaServices
OneCedanValley

LutheranSocialServices

Universityof Northernlowa
AreaAgencyon Aging
OperationThreshold
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TheCommunityHealthNeedsAssessmentdentified severalsignificanthealthand socialneeds affecting

Black Hawk County residents, the econostability, housing stability, transportation challenges, food
access, chronic disease, infectious disease prevention, and cultural and linguistic inclusivity. These needs
were determined through community surveys, stakeholder engagement, focus groupsiLooty

partner assessments, community context assessments, and the review of secondary health and
demographic data. The identified needs were subsequently reviewed through a comraucéy

prioritization process involving residents, community organizatibieslthcare providers, and public

health professionals.

In determining which needs would be directly addressed through the hospital's implementation
strategy,UnityPoint Health Allen Hospital considereskveralfactors, including thenagnitude and
severity of the need, community priorities, availability of existing community resources, organizational
expertise alignmentwith the hospital'smission,capacityto implementevidencebased interventions,

and the opportunity to achieve measurable health outcomes.

While AllenHospitalrecognizeshe importanceof all significanthealthneedsidentified through the
assessment process, it determined that several needs are currently being addressed by community
coalitions, public health agencies, governmental organizations, educational institutions, and social
service providers that possess specialized etigeand resources in those areas. These partnerships
include, but are not limited to, Black Hawk County Public Health, Advancing Together in the Cedar
Valley, Northeast lowa Food Bank, Operation Threshold, lowa Heartland Habitat for Humanity, the
Mayor'sHomeless Task Force, MET Transit, and humerous comnhasigd organizations. Allen
Hospital will continue to support these efforts through collaboration, referrals, participation in
community initiatives, and community benefit activities.

After reviewingthe assessmenindings,UnityPointHealth- AllenHospitalleadershipandthe Board of
Directors determined that the hospital could have the greatest direct influence on community health
outcomes by focusing resources and implementation efforts on behavioral health, access to healthcare,
and health literacy. Theg@iorities were selected because they represent significant community needs,
disproportionately affect vulnerable populations, align witle hospital'sclinicalexpertiseand
communitybenefit mission,andoffer opportunitiesfor measurable and sustainable improvement in

health outcomes.

AllenHospitalremainscommittedto workingcollaborativelywith communitypartnersto address all
identified community health needs and recognizes that improving population health requires
coordinated action across healthcare, public health, education, government, nonprofit organizations,
employers, and community members. Through these penghips, the hospital will continue supporting
efforts that address the social determinants of health while focusing its implementation strategy on
areas where it can achieve the greatest direct impact.
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V. Community Input z How DataWasObtained

Thesurveyaskedboth residentsand promotedcommunityorganizationgor their input onthe health of
the community. UnityPoint HealthAllen Hospital collaborated with Black Hawk County Public Health
and community partners to obtain input from a broad cra@sstion of community members and
organizations during the Community Health NeedseAssient (CHNA) process. Black Hawk County
Public Health, under contract with UnityPoint Health, played a key role in coordinating community
engagement activities and collecting community health information.

Communityinput wasgatheredthroughmultiple data collectiormethods,includinga community

survey, a community partner assessment, and a community context assessment. These autvities
describedn greaterdetail within the BlackHawkCountyCommunity HealtiNeeds Assessment report.

The assessment process was designed to engage residents, community organizations, healthcare
providers, public health professionals, and other stakeholders with knowledge of local health issues and
community needs.

The community survey was available from August 5, 2024, through October 22, 2024, and was offered
both electronicallyandin paperformat to maximizeaccessibilityandparticipation.Atotal of 1,100

survey responses were received, including 355 paper surveys collected through targeted community
outreach efforts. Outreach activities included press releases, postcards, flyers, social media campaigns,
direct mail, community partner netwosk and participation in community events to encourage broad
representation.

Tosupportparticipationamongdiversepopulations the surveywasculturallyandlinguistically adapted

and translated into Bosnian, Burmese, French, Marshallese, and Spanish. Survey responses were receive
from residents across Black Hawk County, including the ZIP codes 50628,50634,50647,50651,
50667,50701,50702,50703,50704,and50707.Copies

of the surveyinstrumentsareincludedin the appendixof the CommunityHealthNeeds Assessment
report.

AllenHospitalconsideredall feedbackobtainedthroughthe CHNAprocessn identifyingand prioritizing
community health needs. In addition, Allen Hospital did not receive any written comments regarding its
previous Community Health Needs Assessment or Implementation Strategy during the reporting period.

Community partner participants represented the interests and perspectives of diverse populations
residing throughout the Cedar Valley, particularly within Black Hawk County. Participajargzations
serveabroadrangeof racial,ethnic,cultural,andsocioeconomic groups, including African American,

16



Hispanic/Latino, Bosnian, Asian, Native American, Burmese, Congolese, and other culturally diverse
communities.
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In addition, participatingorganizationgepresentedand servedpopulationsthat mayexperience health
disparities or barriers to achieving optimal health outcomes, including individuals and families with low
incomes, women and children, older adults, individuals with disabilities, unemployed and

underemployed residents, medically underged populations, individuals experiencing mental health

and substance use challenges, persons facing food insecurity, English language learners, and members o
the LGBTQ+ community.

Community partners were intentionally selected based on their expertise, community relationships,
anddemonstrated commitmento servinghistorically underserved, loamcome, minority, and
vulnerable populations. Their participation ensured that the Community Health N&ssEsssment
incorporatedperspectivegrom organizationsvith directknowledgeof the health needs, barriers, and
assets affecting diverse populations throughout the community.

To ensure broad and representative participation in the Community Health Needs Assessment (CHNA),
BlackHawkCountyPublicHealthand UnityPointHealth- AllenHospitalpartneredwith trusted
communityorganizationghat haveestablishedelationshipswith diverseandhistorically underserved
populations throughouBlack Hawk County. Key partners included RR&ugee & Immigrant Youth
Organization), F.R.I.LE.N.D.S. of Community Health, Black Hawk County Public Health Community Health
Workers, and Veterans Affairs. These organizations provided guidance on culturally responsive outreach
strategies, helped conneegtith community members, and assisted with the distribution and collection

of surveys. To reduce barriers to participation amtouragdeedback from underrepresented
populations,communitymembers were compensated for completing surveys during outreach activities
and community events.

Outreach efforts were intentionally conducted in locations that serve individuals and families who may
experience health disparities or face barriers to accessing healthcare and other resources. Survey
collection and engagement activities took place at cwmity events and organizations including the
African American Festival, Black Hawk County Courthouse, Black Hawk County Jail, Greens2Go, House
of Hope, Jessie Cosby Neighborhood Center, KWWL Health Fair, Lincoln Park, Living Stone Church
serving the Congese community, Marshallese churches, Northeast lowa Food Bank, Peoples
Community Health Clinic, Pinecrest, Salvation Army, Waterloo Public Library, the University of Northern
lowa, and the Veterans Health Fair. Additiooalreachwasconductedthroughchurchesschools,
apartmentcomplexesandretail establishments located throughout Waterloo's East Side

neighborhoods. These intentional outreach efforts helped ensure that the CHNA reflected the
perspectives and experiences of residents from diverse racial, ethnic, cultural, and socioeconomic
badkgrounds, including individuals disproportionately impacted by health disparities and social
determinants of health.

18



VI. Prioritized Significant Community Health Needs

The Community HealtNeedsAssessment (CHNA) was conducted to identify@iatitize the most
significant health and social needs affecting residents of Black Hawk County. The asspsscesst
incorporatedmultiple sourcesof information,includingcommunityresident
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surveys, community partner assessments, community context assessments, focus group discussions,
stakeholder input, and analysis of demographic, socioeconomic, and health indies@o€ollectively,
thesedatasources provida comprehensiveinderstandingof the factors influencing health outcomes
within the community.

Community members were encouraged to share their perceptions of the health status, strengths,
challenges, and opportunities within the communities where they live, work, and play. Participants were
asked to evaluate community health, personal health, mehgalth, the healtrof childrenandfamilies,
andthe impactof social,economic,andenvironmentalfactorson overall weHbeing. Community
organizations and service providers also contributed their perspectives based on their direct experience
serving residents throughout Black Hawk County.

Special efforts were made to engage populations that may experience health disparities or lharriers
participation,includinglow-incomeindividualsyacialand ethnicminority populations, immigrants and
refugees, older adults, individuals with disabilities, and other medically underserved populations. Input
from community organizations serving these groups helped ensure that the assessment reflected the
needs and concerns ofsiglents who may be less likely to participate in traditional survey activities.

Assessmerifindingswere reviewedandanalyzedo identify recurringthemes,gapsin services, emerging

health concerns, and opportunities for improvement. Through a commuwiithe prioritization process

involving healthcare providers, public health professionals, community organizations, and residents, the
following significant health neis were identified: economic stability, housing stability, transportation
challenges, behavioral health, access to healthcare, chronic disease, health literacy, food access, infectiot
disease prevention, and cultural and linguistic Inclusivity

VII. Primary and Chronic DiseaseNeedsand Other Health
Issues

The Community Health Needs Assessment identified significant health disparities affecting uninsured
personsjow-incomeindividuals racialand ethnicminority populations,immigrants and refugees, and
residents living in areas of concentrated socioeconomic disadvantage, particularly ZIP Code 50703. Key
health needs identified through community surveys, stakeholder input, focus groups, and secondary
data analysis included bakiioral health, access to healthcare, chronic disease prevention and
management, health literacy, food insecurity, transportation challenges, housing instability, infectious
disease prevention, and cultural and linguistic inclusivity.

Accesdo healthcareemergedasa significanineedamonguninsured low-income,and minority
populations. Community members identified cost, lack of insurance coverage, transportation barriers,
limited appointmentavailability,andlanguagebarriersasfactorsthat preventedaccess to medical,

20



dental, and behavioral health services. Lowerome residents, foreighorn populationsAsian
residents NativeHawaiianand Pacificislanderresidents andresidentsborn in the Marshall Islands and
Burma reported lower rates of preventive care utilization and annual

21



healthexaminations.

Behavioral Health was identified as a priority concern, particularly amongniceme individuals,
Black/AfricarAmericanresidents,andadultsagesl8to 24 and45to 54.Barriersto obtaining mental

health and substance use disorder services included cost, lack of insurance, transportation limitations,
stigma, language barriers, and difficulty finding providers with whom individuals felt comfortable.
Higher rates of mental healtthallenges, adverse childhood experiences, substance use disorders,
stress, and social isolation were reported among thespulations.

Chronic Disease was identified as a significant health issue, particularly among Black/African American
residents and individuals living in ZIP Code 50703. Disparities were found in incidence and mortality
associated with cancer, diabetes, and obesitycBlafrican American residents experienced higher

rates of diabetes diagnoses, diabetes mortality, obesity, and sevanakrtypesthan other
populations.Minority populationsandlower-incomeindividuals also experienced lower rates of
recommended cancer screenings and preventive services.

HealthLiteracyconcernswere identified amongindividualswith lower educationalattainment, young
adults, Black/African American and Hispanic populations, and felegm residents. Many
respondents reported difficulty understanding health insurance benefits, navigating healthcare
systems, and accessing health information, which swtribute to poorer health outcomes and
underutilization of preventive services.

Additional healthrelated issues affecting uninsured, lamcome, and minority populations included

food insecurity housinginstability, transportationbarriers,infectiousdiseaseisks,and cultural and
linguistic barriers to care. Food insecurity was disproportionately higher among-loa@ne

households, Black residents, immigrants, refugees, and Native Hawaiian andIBlacidier
populations.Transportatiorbarriersaffectedaccesdo healthcare employment, and behavioral health
services, particularly for lowncome, Black/African American, immigrant, and refugee populations.
Housing instability, including unaffordable housing costs and lead exposure risks, was concentrated in
low-income neighborbods. Lower vaccination rates and increasing rates of sexually transmitted
infections also highlighted infectious disease concerns among vulnerable populations.

Thisassessmentlemonstrateghat socialdeterminantsof health,includingeconomicdnstability,
education, housing, transportation, food access, and healthcare access, contribute significantly to
disparities experienced by uninsured, lémcome, and minority populations within Black Hawk County.
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VIIl.Processfor Identifying and Prioritizing Community
Health Needs

UnityPoint Health Allen Hospital participated in a collaborative Community Health Needs Assessment
(CHNA) process led by Black Hawk County Public Health and conducted in partughsiiprcyOne
Northeastlowa,PeoplesCommunityHealthCliniccommunity
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organizations, public health professionals, and residents throughout Black Hawk County. The
assessmeniollowedthe NationalAssociatiorof Countyand CityHealthOfficials'Mobilizingfor Action

through Planning and Partnerships (MAPP) 2.0 framework, which emphasizes community engagement,
health equity, datadriven decision making, and cressctorcollaboration.

The Community Health Needs Assessment incorporated three complementary assessments: a
Community Status Assessment, a Community Partner Assessment, and a Community Context
Assessment. Information was gathered through a multilingual community survey of redidents,

input from communityorganizationsandstakeholderskeyinformantinterviews,focus groups,

community engagement activities, and analysis of secondary data related to health outcomes,
demographicharacteristicssocialdeterminantsof health, healthcareuitilization,and health disparities.
Data were analyzed by race, ethnicity, age, income, education, gender, geographic area, and other
demographic factors to identify disparities and populations experiencing inequitable health outcomes.

Following completion of the assessments, Black Hawk County Public Health epidemiologists and the
Community Health Improvement Steering Committee conducted a structured resmesynthesis of
community input and quantitative data. Using an affinity diagram process and data triangulation
methodology, findings from all assessment components were compared to identify recurring patterns,
significant health disparities, emerging Higaconcerns, and underlying social and economic factors
influencing health outcomes. This process resulted indleatificationof ten significantcommunity
healththemes:economicstability,inequitablefood access, transportation challenges, behavioral health,
access to healthcare, housing stability, chronic disease, infectious disease, cultural and linguistic
inclusivity, and health literacy.

The identified themes and supporting data were presented during a commugy priority-setting
meeting held on January 14, 2026. Community residents, healthcare providers, public health
professionals, communitpased organizations, and other stakeholsi@articipated in facilitated
discussions regarding the magnitude of each issue, populations most affected, existing community
assets, root causes, potential solutions, and opportunities for collective impact. Participants reviewed
issue profiles and suppiing fact sheets prior to engaging in a structured ranking process. Prioritization
criteria included the severity and scope of the issue, relevance to community members, impact on
health outcomes, opportunity to address root causes, feasibility of impfgat®n, and potential for
meaningful improvement through collaboratiaetion.Participantghen completeda rank-order voting
procesdo determinethe community's highest priorities.

Based on the community prioritization process, the top three community health improvement priorities
identified were Economic Stability, Housing Stability, and Transportation Challengespiibeses

were incorporatedinto the BlackHawkCountyCommunityHealthImprovement Plan and will be
addressed through collaborative, musiector strategies coordinated by Advancing Together in the
Cedar Valley and its partners.

After reviewingthe completedCHNAindings,communitypriorities, organizationatesources,
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and opportunities for impact, UnityPoint HeakWllen Hospital leadership and the Board of Directors
selected Behavioral Health, Access to Healthcare, and Health Literacy as the hdepitaiseasfor
implementation.Theseprioritieswere chosenbecausehey represent significant community health

needs, disproportionately affect vulnerable populations, align with the hospital's mission and expertise,
and offer meaningful opportunities for the hospital to improve health outcomes through direct
intervention andcommunity partnership.

This process ensured that the identified priorities reflected both community perspectives and objective
healthdatawhile focusingresourceson areaswhere coordinatedactioncouldachieve the greatest
impact on the health and webeing of Black Hawk County residents.

IX.Processfor Consultingwith PersonsRepresentingthe
Commu ni Interésss

UnityPoint Health Allen Hospital collaborated with Black Hawk County Public Health, Mercy One
Northeastlowa, PeoplesCommunityHealthCliniccommunityorganizationspublichealth

professionals, and residents throughout Black Hawk County during the Community Health Needs
Assessment (CHNA) process. The assessment was conducted using the Mobilizing for Action through
Planning and Partnerships (MAPP) 2.0 framework and incorpatensive community engagement

to ensure representation from populations experiencing health disparities and barriers to care.

Input was obtained through a multilingual community survey completed by 1,100 residents, community
partnerassessmentgommunitycontextassessmentkeyinformantinterviews, stakeholder meetings,

and a communitywide prioritization event. Surveys were available in English, Spanish, Bosnian,
Burmese, French, and Marshallese and were distributed through both electronic and paper formats to
increase participation amandiverse populations.

Outreachwasconductedthroughtrusted communityorganizationscommunityhealthworkers, and
events located throughout the county.

The Community Health Improvement Steering Committee was intentionally composed of
representativegrom healthcare publichealth,education,economicdevelopmentbehavioral health,
emergency management, food systems, yea#rving organizations, and other community sectors.
Steering Committee members helped guide the assessment process, review findings, identify emerging
themes, and prioritize community health nesd

Special efforts were made to obtain input from medically underservedit@ame, minority,
immigrant,refugee,andother vulnerablepopulations.Communityengagementctivitieswere
conducted in partnership with organizations such as RIYO, F.R.I.LE.N.D.S. of the Community, Black Hawk
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County Public Health Community Health Workers, Veterans Affairs, Peoples Community Health Clinic,
Northeast lowa Food Bank, House of Hope, Salvation Army, and communitpdagd organizations
serving African American, Marshallese, Congolese, immigradtrefugee populations. Input was also
gathered from individuals impacted by
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poverty,food insecurity housinginstability,behaviorahealth concernsfransportationbarriers, and
limited access to healthcare services.

Assessment findings were reviewed by community stakeholders during a public prioritization meeting
held on January 14, 2026. Participants discussed assessment results, validated identified issues,
explored root causes, and ranked community health pricgitising a structured voting process. This
collaborative approach ensured that community perspectives, lesgueriencepublichealthexpertise,
andquantitativehealthdatawereincorporatedinto the identification and prioritization of significant
community health needs.
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X.Existing Health CareFacilities and Community Resources
Avallable to Address Community Health Needs

Black Hawk County benefits from a broad network of healthcare providers, public health agencies,
educationalinstitutions,socialserviceorganizationscommunitycoalitions,andfaith-based
organizationghat work collaborativelyto addresshe healthneedsidentified throughthe Community

Health Needs Assessment. Key healthcare providers include UnityPoint HebdthHospital Mercy
OneNortheastlowaMedicalCenter,PeoplesCommunityHealthClinic(a federally qualified health

center), Black Hawk County Public Health, Pathways Behavioral Services, Elevate CoBesadity
Community Behavioral Health Clinic (CCBHC), and numerous primargpecialty care, dental, and
behavioral health providers serving the region. These organizations provide preventive, acute, chronic
disease, behavioral health, and supportive services to residents throughout Black Hawk County.

UnityPoint Health Allen Hospital maintains numerous partnerships designed to address both
healthcare needs and the social determinants of health. Through the Allen College and Salvation Army
Partnership, healthcare professionals and students providedomemunity-based clinical services,
including health screenings, treatment of minor illnesses, medication assistafiesals,andhealth
educationto underservedoopulations.Thispartnershipserves approximately,200residentsannually

and providesvaluableinsightinto emergingcommunity health needs. Community health workers,

patient navigators, and care coordination programs also help connect individuals to healthcare and
social services.

Behavioral health resources include the Cedar Valley Mental Health Summit, Black Hawk Grundy Mental
Health Region partners, Pathways Behavioral Services, Elevate CCBHC, healthcare systems, behavioral
health providers, and community organizations that dotleate to increase awareness, coordination,

and access to mental health and substance use disorder serViee€ommunityHealthNeeds
Assessmentdentified behavioralhealthasa continuing priority, and these organizations provide

important infrastructure for prevention, treatment, recovery support, and crisis services.

A variety of collaborative initiatives also address factors that influence health outcomes. The Cedar
Valley Adverse Childhood Experiences (ACEs) Coalition brings together healthcare providers,
educational institutions, philanthropic organizations, and coamity agencies to reducehildhood
traumaandimprovelongterm healthoutcomes.TheCedarValley Advancing Togetherthe Cedar
Valleycoalitionwork to addresshealthdisparities promote healthequity, and improve opportunities

for populations experiencing barriers related to race, ethnicity, income, language, and other social
determinants of health.

Additionalcommunityresourcesaddressinggconomicstability, food security,housingstability,
transportation, and health literacy include Northeast lowa Food Bank, Operation Threshold, House of
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Hope, Friends of the Family, Salvation Army, lowa WORKS, Hawkeye Community College, lowa
Heartland Habitat for Humanity, Cedar Valley United Way, Waterloo Housing

29



Authority, Black Hawk County Social Services, MET Transit, Region 7 Regional Transportation
Association, and numerous faittased and community organizations. These agencies provide food
assistance, housing support, workforce development, transportatisistsice, financial counseling,
casemanagementandsocialserviceghat help addressoot causef poor health outcomes.

Youth and family resources are also available through programs such as Success Link, Together for
Youth, Young Parents Together, the Black Hawk County Child Care Coalition, Waterloo Community
Schools, Cedar Falls Community Schools, and Project SEAR@hEralppbetweenAllenHospitaland
Waterloo CommunitySchoolghat providesemployment training and support for students with
disabilities. These programs support child health, family stability, educational success, workforce
participation, and longerm community welbeing.

Collectively, these healthcare providers, public health agencies, community organizations, educational
institutions, and collaborative coalitions represent substantial community assets avddaderesshe
significanthealth needsidentified throughthe CommunityHealthNeeds Assessment, including

behavioral health, access to healthcare, chronic disease prevention and management, health literacy,
economic stability, housing stability, transportation challengasg other social determinants of health.

XI Evaluation of Impact

UnityPoint Health Allen Hospital completed its most recent Community Health Needs Assessment
(CHNA) in 2022. Following review of assessment findings, available resources, organagtiemniak,

and communitypartnershipsThroughimplementationof its 20232025 Community Health

Improvement Plan (CHIP), Allen Hospital advanced several initiatives designed to increased access,
expanded capacity, improved availability, reduced barriers and enhanced outreach.

AllenHospitalmadesignificantinvestmentso expandaccesdo healthcareservicesacrossts service
area. To improve availability of specialty care, the hospital established the UnityPoint Clinic Orthopedics
service line, increasing local access to orthopedic consultations, treatment, and-tglcare.

AllenHospitalalsoexpandedaccesdo primarycareservicesn rural communitiesthroughthe development
of the UnityPoint Clinic Family Medicine Conrad Clinic, helping address provider shortages and improve
healthcare accessibility in underserved areas.

Additional investments were made to expand diagnostic and specialty care capacity. Magnetic
Resonancémaging(MRI)servicesvere addedat United MedicalPark,increasingocalaccess to
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advancedliagnostidmaging reducingtravel andwait times,andreducingpotential delaysin diagnosis
and treatment.
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Thehospitalalsocompletedathird cardiaccatheterizationlaboratory,significantlyincreasing capacity
for cardiovasculadiagnosticand interventional proceduresand improvingaccesgo timely cardiac
care.

To further enhance service availability, the Allen Hospital 2 East Medical Unit was conwotad
proceduralcenter,allowingthe hospitalto accommodatencreasinglemandfor outpatient and
procedural services.

Recognizing the relationship between family waeding and longerm health outcomes, Allen Hospital
partnered with the Family and Children's Council to integrate child abuse preventiciaaig
strengtheningeducationthroughthe AllenChildProtection CenterThiscollaboration increased access
to education, prevention resources, and supportive services for children and families throughout the
community.

Collectively, these efforts increased the availability of primary care, specialty care, diagnostic services,
cardiovasculacare,andpreventiveserviceshelpingto reducebarriersto healthcare access and improve
the continuum of care for community

Allen Hospital increased community awareness of behavioral health services and mental health
resourceghroughthe AllenFoundationMental HealthAwarenes®8reakfastwhich engaged more
than 750 community members and generated additional support for local behavioral health initiatives.

AllenHospitalimplementedpharmacyautomationcompliancepackagingandhomedelivery services to
improve medication adherence, enhance patient safety, and reduce barriers to medication management
for patients with chronic health conditions.

Allen Hospital secured a Substance Abuse and Mental Health Services Administration (SgtsitiSA)
to expandscreeninggor socialdeterminantsof healthandincreaseaccesso behavioral health services
for community members experiencing social and economic barriers to care.

In collaboration with the Waterloo Mayor's City Youth Council, Allen Hospital successfully advocated
for statelegislationrequiringthe 988 SuicideX CrisidLifelinenumberto be printed on lowa student
identification cards, increasing awareness of and access to crisis support resources for youth and

young adults.
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AllenHospitalexpandedon-site mentalhealthevaluationand medicationmanagemenservices for

Medicare beneficiaries at Pillar of the Cedar Valley, improving access to behavioral healthcare for older
adults and individuals with complex health needs.

Throughcontinuedpartnershipswith the Waterlooand CedarFallsCommunitySchooDistricts, Allen
Hospitalhelpedexpandschootbasedmentalhealth servicesincreasinghe availabilityof
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behavioralhealthsupport,earlyintervention,andreferralresourcedor childrenandadolescents
throughout the community.
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XI Appendix

AllenHospitaldid not receiveanywritten commentsregardingits mostrecentlyadopted Community
Health Needs Assessment or Implementation Strategy.

IRSRequirement Locationin Report
CommunityServed Sectionlll
Input from PublicHealthExperts SectionVv
Input from MedicallyUnderservedPopulations SectionVl
SignificanHealthNeeds SectionVlI
PrioritizationProcess SectionVIlI
CommunityResources SectionX
Evaluatiorof Prior CHNAmpact SectionXl
Acknowledgements:

Persons with special knowledge and expertise in public health participated throughout the CHNA
process, including Black Hawk County Public Health epidemiologists, public health pldraisck
HawkCountyPublicHealthDirector,healthcaresystemrepresentatives, behavioral health
professionals, and community health experts who assisted with survey development, data analysis,
identification of disparities, and prioritization of health needs.

PeoplesCommunityHealthClinic
RIYO

F.R.I.LE.N.D.8f the Community
NortheastlowaFoodBank
Houseof Hope

OrganizationsRepresentingthe
Broad Interests of the Community

T BlackHawkCountyPublicHealth
1 BlackHawkGrundyMental Health
1 MercyOneNortheastlowa

= =4 A -—a -2

35



= =/ =4 =4 4 A a4 -4 -4

SalvationArmy
VeteransAffairs
OperationThreshold
Habitatfor Humanity
Pathway®ehavioraBervices
UnityPointHealth
LutheranServicesn lowa
CedarvalleyUnited Way
AreaAgencyon Aging
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The following pages constitute the Black Hawk County Community Health Needs Assessmenin(CHNA)
its entirety conductedthrougha collaborativepartnershipamongBlackHawkCounty Public Health,

Mercy One Northeast lowa Medical Center, UnityPoint Hea#then Hospital, and Peoples Community
Health Clinic. Financial and staff support for the assessment process were provided by these partner
organizations to facilitate commitly engagement, data collection, analysis, prioritization, and

reporting activities.

This assessment wagvelopedin accordance with applicable regulatory requirementstéorexempt
hospitalsunder Section501(r)(3)of the Internal RevenueCode asenactedthroughthe Patient

Protection and Affordable Care Act (ACA). The assessment process was also informed by the Public
Health Service Act, Section 330 requirements applicable to federally qualified health centers, and
community health assessment standards establishg the Public Health Accreditation Board (PHAB).

Black Hawk County Public Health is responsible for conducting ongoing assessments of community
health needs pursuant to lowa Administrative Code Chapter 77 and corresponding public health
planning requirements. The Community Health Assessment and Comrilgatihimprovement
Planningprocessesvere conductedusingthe Mobilizingfor Actionthrough Planning and Partnerships
(MAPP) framework and were designed to meet PHAB standards for community health assessment,
community engagement, and improvement planning.

UnityPoint Health Allen Hospital is a tagxempt charitable hospital organization and participated as a
member of the Black Hawk County Community Health Improvement Steering Committee throughout
the assessment process. In accordance with Internal RevBanace guidance for collaborative CHNAs,
participating healthcare organizations worked together to collect community input, analyze data,
identify significant health needs, and establish community priorities. As permitted under IRS
regulations, portion®f this report may be substantially similar to the Community Health Needs
Assessment reports adopted by collaboratirealthcareorganizationsandpublichealthagencies
servingthe samegeographiarea.

Because Black Hawk County Public Health conducted a cainityCommunity Health Needs
Assessment addressing the population served by Allen Hospital, portions of this report incorporate
information from the broader community assessment. However, this reglso includesnformation
specificto UnityPointHealth- AllenHospital,includingthe hospital'sreview ofassessmentindings,
selectionof priority health needs,evaluationof impactfrom the previous implementation strategy, and
planned activities to address identified community health needs.

CKS F2tft26Ay3 LI ISE FINBE (GKS TFdzAf NBLR2NIAYy3I 2F 0
laaSaaySyidéeé gKAOK aSNWSa |a 0KS LINRA-WitdeMEaltha 2 dzND S
needs priorities,andcommunityinput. TheCHNAeport is specificto UnityPointHealth- Allen Hospital

to meet federal reporting and implementation planning requirements.
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Questionscomments,or requestsfor additionalinformation regardingthe UnityPointHealth- Allen
Hospital Community Health Needs Assessment may be directed at:

Kristin Schaefer
CommunityEngagemeniProgramManager UnityPoint Health
- Allen Hospital

319.2353562

Kristin.Schaefer@unitypoint.org

Anelectroniccopyof this report, aswell asrelated CommunityHealthNeedsAssessment documents, is
available atvww.unitypoint.org.
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Introduction

Overthe pastseveralyears,the CedarvValleyhasbeenworkingtogetherto improvecommunity
well-being and promote belonging. The origins of this work trace back to 2019, following a
national report naming WaterlagCedar Falls as the worst place for Black Americans to live. In
response, community members and organizations came togdéthekamine local data and

f AGSR SELISNASYOSaz ARSY(GATE LI GOGSNYE& RNAODAY
of resilience. Earlgtrategies focused ohringing attention toinequities, increasing belonging

and acceptance, and strengthening connections across people, organizations, and resources.

This effort led to the establishment of the Advancing Equity in the Cedar Valley coalition, with
coreplanningpartnersBlackHawkCountyPublicHealth(BHCPH}he CommunityFoundation

of Northeast lowa, and One Cedar Valley. The coalition launched initiatives aimed at removing
barriers, fostering belonging, and expanding access to resources, including:

1 APovertySimulationwith broadorganizationaparticipation
1 Workplacenitiativesto reducelanguageandculturalbarriers
1 Fundingsubmissiongndinitial infrastructuredevelopment

At the same time, BHCPH and healthcare partners MercyOne Northeast lowa, Peoples
Community Health Clinic, and UnityPoint Hea]thllen Hospital deepened their collaborative
work usingthe Mobilizingfor Actionthrough Planningand PartnershipgMAPPR.0 Community
HealthImprovementframework. Thisincludedbroadeningthe SteeringCommitteeto reflect
GKS O2YYdzyAlleQada RAOSNBAGE FYR ySSRa |yR S|
1 Altoolsto evaluatestakeholderrelationships
i Comprehensivdataandcommunity
input Priority Issues
9 Dataanalysido identifytrendsand
challenges

9 Communityprioritizationof issues

Both Advancing Equity and the Community

] . Economic Transportation Housing
Health Improvement Steering Committee Stability Challenges stability
shareda commitmentto reducingbarriersand
expanding opportunity. In 2025, these efforts

merged to form Advancing Together in the Cedar Valley, a unified coalition grounded in a
shared vision: to create a place where all people want to live, feel welcome, and have
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opportunitiesto thrive. Bycombiningresourcesrelationshipsand momentum,Advancing
Together provides a stronger foundation for letggm improvement

Now Advancing Together is actively developing and implementing selected community health
improvementstrategieswhile coordinatingwith partnersleadingother initiativesto address

the top community priorities. Additionally, the coalition is building a community data hub to
make information accessible, identifying metrics to track progress, and continuing to
strengthen the infrastructure for collaborative action.

This work is ongoing, and it depends on partnership. Community members, healthcare
providers, policymakers, and local organizations are invited to join in advancing the vision of a
CedarVvalleywhereeveryonehasa fair opportunity to live well andthrive. Formore

information, or to share your work, please contagtiblichealth@blackhawkcounty.iowa.gov
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Background& Timeline

Theplanningprocesdor the latest CommunityHealthImprovement(CHIyclebeganwith a
comprehensive review of prior efforts and outcomes. Using lessons learned from earlier
assessments, the BHCPH Core Team

recommendedsustaininghe useof the o
Mobilizing for Action through Planning
and Partnerships (MAPP) framework

that hadbeenusedfor the two previous
CHI cycles in Black Hawk County.

Build the

Foundation

MAPP was developed by the National ohases ohase3
Association of County and City Health MAPP

Officials in 2001. The framework is Improve the R
designed as a strategic process for
assessing community health needs,
prioritizing them, and identifying
resources to address them. Its three
phases are designed to improve
community health through a
collaborativeanddata-drivenapproach

for communities.

X Community
Community

Story

BHCPHyercyOneNortheastlowa,PeoplesCommunityHealthClinic,and UnityPointHealthg

Allen Hospital continue their collaborative efforts for community health improvement for this
planning cycle. The partners worked to design a cycle where particular attention was paid to
identifyingandfilling in the gapsfrom previouscycleswvhichincludeda broaderrangeof voices

and experiences from across Black Hawk County. The team paid particular attention to the
evolution from MAPP 1.0 to MAPP 2.0 which followed other public health frameworks that
evolved over the years to center both health equity (defined as tiseir@snce of the conditions

for best health for all people) and community engagement as well as revised the framework to
be more adaptable and responsive to community needs.
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CommonAcronyms Two BHCPH epidemiologists and the

CHI | CommunityHealthimprovement publichealthplannerservedasthe Core

Team for this assessment cycle. The
health sector core planning team also
included the Public Health Director, the

| CHA | CommunityHealthAssessment

Disease Surveillance and Investigation Program Manager, and representatives from MercyOne
Northeast lowa, Peoples Community Health Clinic, and UnityPoint HeAlten Hospital. An
AssessmenbDesignTeamprovidedoversightfor the communitysurvey,andoveralldirectionfor
completing the assessment cycle came from the CHI Steering Committee, which merged with
Advancing Together in the Cedar Valley in 2025.

Initial stages focused on understanding what had worked before, identifying new community
healthneeds,andoutliningaclearstructurefor engagement. Thplanningteamsunderstood

that achieving equitable health outcomes would not be possible without building trust,
expanding representation, and establishing transparent, inclusive processes at every step.

Planningextendedacrossmultiple timelines,from datareviewand communityengagemento
public meetings and issue prioritization. The entire process emphasized communication,
collaboration, and shared responsibility for driving meaningful change.

6| Page




Phasel: Build the Foundation

In preparation for this CHI cycle, the team identified the need for a clear picture of the key
organizations and people involved in community health. To do this, information was gathered
from the 211 communityesource site and from local paper directories. Interviews were then
held with stakeholders including the lowa Health and Human Services statewide CHA/CHIP
Coordinator, the Black Hawk County Sheriff, leaders from the Cedar Valley United Way and
Grow CedaWalley to identify gaps in representation. This informed the formation of a diverse
SteeringCommittee Finally, theeam built a detailedExcekpreadsheetistingagenciesn the
region,then reviewedeachl 3 S yriissi@nandscopeto determinehow closely they aligned
with the CHI priorities.

Using a stakeholder analysis tool provided by MAPP 2.0, the team assessed each organization's
influence, interest, and potential role in the process. This allowed for planning specific
engagemenstrategiedor different typesof partners,from highlyinvolvedcollaborators to

those who might contribute in smaller but still valuable ways. By clearly understanding the

local landscape, the team was able to lay the groundwork for stronger partnerships and more
effective communitywide action.

SteeringCommitteeFormation and Evolution
Beginningn early2024,the corell S I yo@ldasto build acommitteethat couldleadthe
community through the 2024

nnnnnnnnn

@* SystemsPractice &« Community Health /A
N Improvement (CHI) Journey ™

assessment process. The steering
committeewasintentionallycomposed
of members that reflect the Timeline
demographics of the community, not
just in terms of profession or agency, 1
but also life experience and perspective
The final Steering Committee included 2019
members from education, economic
development, regional governance, e iadon

healthare, food systems, behavioral worerap o o it
health, youth organizations, and
emergency management. ThiS WIde | v s vy sy v
range of input ensured a holistic and

inclusiveapproach to decisiomaking

and

CHI “Build the
Foundation” & “Tell
the Community Story"

MAPP 2.0 phases
Advancing Together
framework

“Act Strategically”
workshops

Advar Together
Coulition and CHI Steering
Committee merged

priority-setting.
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Earlyin the processthe coreteamrecognizedhat manycommitteemembersalsoparticipated
in the Advancing Equity in the Cedar Valley coalition, an initiative born in 2019 to confront
systemic racism and map the structural forces shaping inequity.

¢CKS ' ROIFIYyOAYy3 9ljdzade O2IftA0A2y Q& 3INRdzy Rg 2 N]J
and identification of systemic barriers complements the MAPP 2.0 fequisy atthe center of
FaaSaayYSyid IyR LI yyAy3Iod 2 RiadpisigworKigfonds2 | £ A (A 2
understandingthe CHlcycleappliesits insightsmore broadly. Thispartnershipensureshealth

is considered within the wider social context and that commufiitiyen solutions receive

collective support across sectors. These efforts were merged in 2025 and became known as
Advancing Together in the Cedar Valley.
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Definition of Community, Vision,and Mission

Aspart of engagingandorientingthe CHASteeringCommittee membersparticipatedin a
facilitated discussion regarding

foundationalquestions:d | 2déyou
RSTAYS O2YYdzyAlGeKe

Ad Ay 2dzNJ O2YYdzy A
GKA&A KStL) dza Ay 2d
questionsguidedthe committeeto agree | Interests, values, cultural heritage, or geographic aregs

on a shared definition. within Black Hawk County.

Vision

The vision was reaffirmed from the
previous CHI cycle and modified slightl
whenthe SteeringCommitteemergedto
form Advancing Together in the Cedar
Valley. This final vision statement
ensures continuity and alignment with
ongoing efforts.

To define the mission, the 2024 CHI

Steering Committee discussed three

guidingquestions 2 K ardwe

R2AY3IKES ada2Keé R2 6S R2 AUKEZT YR G2 K2
do we

a S Nr@dfesulbwasa focusedmissionstatementthat wasmodifiedin 2025to alsoreflect
the Advancingt 2 3 S (inKsSionl &

Toensuresharedvaluesthe SteeringCommitteebeganwith the valuesfrom the previousCHI
cycle and following a structured review, the following values were adopted during 2024:

Equity i Strategiccollaborationandalignment
Systemshinking

Trustedrelationships

Communitystrength

=A =4 =8 =N
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1 Dataandcommunityinformedaction  Continuouswork
T Flexibility i Transparency
1 Empathy

These values provide the foundation for decisions, community engagement, and action
implementation.Theyare meantto reflect both how organizationsvork togetherandthe
outcomes they hope to achieve.
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Phase2: Tell the Community Story

This phase emphasizes the need for a complete, accurate, and timely understanding of
communityhealthandwell-beingacrossall sub-populationswithin the community.Thisphase
includes the assessmentethods, findings, building context through issue statements and
profiles to understand root causes, sharing the findings and identifying strategic priorities for
community health improvement planning.

Community Health Assessments
Three assessments, the Community Status Assessment (CSA), Community Context Assessment
(CCA)and CommunityPartnerAssessmentCPA)were conductedbetweenJune and
December 2024 as part of the MAPP 2.0 framework. The process was led by the CHI core team
with guidance from the CHI steering committee and incorporated input from community health
workers,localorganizationsand subjectmatter experts.Eachassessmentvasdesigned to
balance data with meaningful community engagement.

ThecompleteCommunityHealthAssessmenisincludedin AppendixA.

TheCSAocusedon acommunitysurveyandsecondarydatato surfacedisparitiesacrossZIP

codes, age groups, races, and income levels. The CCA honed in on ZIP Code 50703, examining
the built environment and historical inequities through interviews and field surveys. The CPA
captured insights from organizational partners on equity, langusgpess, and data practices.
Collectively, these assessments provide a comprehensive picture of the structural,
environmental, and systemic factors affecting health in Black Hawk County.

Community StatusAssessment Methodsind Findings
The2024CommunityStatusAssessmentCSArombineda multilingualcommunitysurveywith

comprehensive secondary data analysis. The survey, adapted from the 2019 version with input

from the CHI Steering Committee, community health
workers,andlocalorganizationsywasoffered both online

Share ‘ and in print from August 5 to October 22, 2024.
Your
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To reach a broad crosection of the community,
BHCPHndpartnersconductedoutreachthroughdirect
mail, community events, and trusted organizations.

Surveysvere availablein SpanishFrenchMarshallese,
Burmese, and Bosnian, and participants received
compensation for their time at over 25 outreach events.
In addition, trusted community organizations such as
RIYO and F.R.1.LE.N.D.S. of the Community (along with
BHCPH community health workersgne compensated
for their expertise and time to reach community
members.Individualsnvolvedin the justicesystemwere
alsoincludedthroughthe countyjail and probation

office.

BHCPHylercyOneNortheastlowa, PeoplesCommunity
Health Clinic, and UnityPoigtAllen Hospital all
contributed funding and time for survey outreach.

12| Page




Atotal of 1,100communitymemberscompletedthe survey;3550n paperand745online.
71%o0f respondentddentified asfemale.
74%livedin BlackHawkCounty;other countiesincludedFayette Bremer,Buchanan, and Grundy.

31.5%ivedin rural areasoutsideWaterlooand CedarfFalls.
Racial/ethnicomposition:1.9%Americanindian/AlaskaNative,3.2%Asian,18.4%

Black/African American, 4.2% Hispanic/Latino, and 70.7% White.
1 11.9%werebornoutsidethe U.S. mostcommonlyfrom the Marshalllslands,
Democratic Republic of Congo, Burma, Mexico, and Bosnia.

1
1
1
1

When asked how community health has changed over the past five years, 56.8% said their
communityhasbecomelesshealthy,up from 39.8%in 2019. Thisincreasesignalsgrowing
concerns about welbeing and the conditions that shape daily life.

CommunityPerceptionsof Health, Strengths and Improvements
Respondents identified the following as the top contributors to a healthy community in rank

order: Access to healthcare, Affordable and safe housing, jobs and a strong economy, and
accesdo nutritious foods.Foreignrborn andlower-incomerespondentsadditionally
emphasized a clean environment as critical to community health.

Areasfor Improvement

Affordable, safe housing; safe neighborhoadsl
lowercrime

Jobsandahealthyeconomy

Transportatioraccesgespeciallyjamong
Marshallese and Burmese respondents)

Mental Healthand# E E 1 AM@IRBeifgO

Respondenti&entified the top healthconcerndor childrenas:
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1 Excessivecreentime andsocialmediause
1 Bullying
91 Limitedacces$o mentalhealthservices

Amongadultswho neededbut did not receivementalhealthcare,the top barrierswere:

1 Feelingashamedr uncomfortablediscussingersonalssues
1 Costof services
1 Difficultyfindinga providerwhofeelslike agoodfit

Forrespondentswith incomesbelow$30,000 transportation,lackof insuranceandprovider
availability were additional key barriers.
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FoodSecurity
Food access emerged as a significant concern across many groups with concerns highest

amonglower-income,younger,andforeignbornrespondentsOverall food insecurityclosely
correlated with lower income, lower educational attainment, and Ad1%s. birth.

@1
43% 40% I@ T@TT@TTOT
A\ CUIONO)

@ Worried food @ Food bought Food insecurity ranged from 30%
would run out didn't last and for White respondents to over
before they could lacked $$ to 80% for Native Hawaiian or Other
buy more buy more Pacific Islander respondents

CommunitySurveySummary

Community perspectives reflect a strong sense of shared values, education, recreation, and
opportunity, alongside growing recognition that economic, housing, and transportation
challengeshapeoverallhealth. Thefindingsalsohighlightgapsthat impactlower-incomeand
refugee/immigrant communities the most, showing the need for solutions that improve well
being and opportunity for all community members.

CSASecondanpData

Secondary data came from sources such as the Census, lowa Department of Health and Human
Services (lowa HHS), and Northeast lowa Food Bank (NEIFB), covering health, housing,
economic, and behavioral indicators. Sources from lowa HHS included the Behaiskral

Factor Surveillance System (BRFSS), lowa Hospital Association (IHA) Inpatient Outpatient data,
VitalRecordsandBarriersto Prenatal Carg.TheNEIFBharedlocalfood insecuritydata based

on datafrom FeedingAmerica. Datavere disaggregatedby race,ethnicity,age,sex, ZIP code,

income, and education to surface disparities.)

Community Partner Assessment Methodsind Findings
The Community Partner Assessment (CPA), replacing the MAPP 1.0 Local Public Health System

laasSaaySyad o[tlI{!0Z gla RSOSt2LISR dzaay3a fSa
LPHSA and the MAPP 2.0 handbook. The BHCPH core team focused the CPAitgn Divers
Access, Community Engagement, and Data Collection/Sharing. After review by the CHI steering

committeeand assessmendlesignteam, the finalizedsurveywasdeployedvia the Alchemer
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online platform to 52 organizations in the Advancing Equity in the Cedar Valley coalition. These
partners were selected for their focus on reducing barriers and prometonaty.

The CPA captured how local organizations address language access, cultural relevance, and
data-sharing practices. Findings have already informed initiatives led by the coalition and are
guiding the development of a community data hub. The CPA resultsskered with the
AdvancindgzquityCoalitionin October2024.1temsidentified for actionby the committee

based on the CPA results and facilitated discussion included:

1 Lookfor projectsthat couldbe piloted andreplicatedfor greaterimpact.
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1 Buildmetricsrelatedto eachactivity andthe needfor greaterdatasharingthroughthe
development of a data hub.

T / NBIGS F2NHzra RSaA3IySR (2 SRdzOFGS FyR AYyONBl a
multiculturalcommunitiesand organizations/employerd.eaderdrom immigrant andrefugee
communitiesnotedthat peoplein their communitiesare getting hired but get stuck when they have
G2 O02YLX SGS Iff (GKS KdzYty NB&A2dzNOS F2N¥Xa | yR
orientations to their work.

1 Develop a mentorship program to build leadership in the multicultural community. Existiffg
andsmallnon-profits are veryactivein this work but cannotmeet all the needs.

Community ContextAssessment Methodsind Findings
The Community Context Assessment (CCA) centered on ZIP Code 50703, identified in the

CommunityStatusAssessmenasa priority dueto pronouncedhealthdisparities poverty,food
insecurity, and unemployment. This area also includes neighborhoods historically affected by
redlining, contributing to longerm structural inequities.

TheCCAbeganby mappingkeycommunityassetsjncludinghealthcareproviders,educational
institutions, nonprofits, and government services. Sources such as United Way's 211, local
agency directories, and planned public transit updates for September 2024 were used to
analyze accessibility and coverage.

Findingdrom the assetmappinginformedthe designatiorof four focalregionswithin ZIPCode
50703 for deeper assessment. The team employed two primary methods: key informant
interviews and walking/windshield surveys. Interviews with stakeholders provided insight into
systemic challenges, infrastructure needs, and historical contexth&ground surveys

captured realtime data on transportation access, sidewalk conditions, and neighborhood
connectivity.

The CCA identified both community strengths and persistent challenges. Despite a strong
network of localorganizationsbarriersrelatedto transportation,walkability,andthe effectsof
historical disinvestment remain. Key findings include:

1 Transportationaccessslimited, with heavyrelianceon publictransitandcarpooling.

1 Sidewalkinfrastructureisinconsistentwith gapsin connectivityandpedestriansafety.

1 Communityorganizationsareaddressingnobility challengeshroughbuspass distribution
and service location adjustments.

1 Historicaldisinvestmentcontinuesto impacthealthoutcomesandeconomicconditions.
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Theseinsights gatheredthroughkeyinformantinterviewsandfield observationsunderscore
the need for systemic investment and infrastructure improvements.

Limitations included ambiguity around whether feedback referred to current or proposed bus
routesandthe exclusiorof rural areas,Cedarfalls, andvesternWaterloofrom the assessment
scope.
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From Assessmento Action: Synthesizingand Sharingthe Data
Following completion of the three community health assessments, the BHCPH core team

initiated a structureddataanalysiprocessThegoalwasto organizeandinterpret the large
amount of information in a clear, objective, and digestible format, while avoiding early
assumptions or conclusions.

Prior to meeting with the Steering Committee, a comprehensive data report summarizing
findings from the CCA, CPA, and CSA community survey was compiled and shared with the
{GSSNAY3I /2YYAGGSSD .1 /t1 Qa SLARSYA2623IAa0a
through a rigorous process that emphasized reliability, inclusion of all data sources, and
identificationof both communitystrengthsandgaps.All datasourceswere consideredequally,
ensuring that no dataset was given more weight than another.

Tomakethe informationactionable gachsecondarydata point waswritten on a stickynote
and reviewed using two guiding questions:

1. Doesthisdataindicateanimprovement,gap,or differenceamonggroups?
2. Ifyes,whatpattern or trend doesit suggest?

Using this approach, the epidemiologists organized the key data points into related groups to
visualizesharedthemesandrelationshipsacrosghe assessmentslheythen developedvisual
summaries organized by broad topic areas: demographics, social drivers of health, education,
food access, health promotion, mental health, and health behaviors and outcomes.

ldentifying EmergingCommunity Themes
Usingthe synthesizedlata,the SteeringCommitteecreatedan affinity diagramto identify

major community themes. With facilitation from the core team, these themes were refined
into issue statements describing how and why each issue occurs, the seriousness of its impact,
and who is most affected.

EmerginglssueThemes
T Economidnstability,especiallyin ZIPcode50703andamongBlack/AfricarAmerican, Hispanic,

and young adult residents.
1 Limitedaccesso affordable,nutritiousfood, concentratedin andaroundZIPcode50703.
1 Transportatiorbarriersaffectinglow-income,Black/AfricarAmericanand
immigrant/refugee populations.
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Behaviorahealthchallengesparticularlyamongindividualsaged18¢24,45¢54, and those with
lower income.

Barriersto healthcareaccessincludingcost,insurancecoveragescheduling,

transportation, and language needs.

Housingnstabilityandleadexposure gspeciallyin ZIPcodes50703and50613.
Chroniddiseaséburdert includingcancer diabetes,andobesityt especialllamong
Black/African American residents in 50703.

Infectiousdiseaseisks,influencedby decliningvaccinatiorratesandincreasingsyphiliscases.
Culturalandlinguisticbarriersthat limit accesgo servicedor residentsneeding language

or accessibility support.

Gapsn healthliteracyaffectingresidentswith lower educationakttainment,young adults,
and Black and Hispanic populations.

20| Page




ConnectingData AcrossAssessments
Akeystepbefore community prioritization othe issues wasriangulation:comparingfindings

acrosghe three assessment® confirmpatternsand strengthenconfidencein results.Given

0KS @2ftdzyS 2F RFEGEFEZ .1 /t1 Q& SLARSYA2f23IA&034
sorting them by theme. This approach highlighted where findings overlapped across
assessments.

Tosupportcommunityunderstandingand engagementBHCPHtaff developedfact sheetsfor
eachtheme and a comprehensiveslide deck. Thesematerialssummarizeddata highlights and
helped translate complex data into stories that community members could connect with.

Limitations and Strengths
While comprehensivethe assessmenprocesdacedlimitations,includingpotential biasin data

interpretation, variability in data quality (particularly for smaller population groups), and
uneven digital accedsr the community survey. Despitdesechallenges, intentional
engagement and multiple feedback loops helped ensure that diverse community voices
informed the results angriorities.
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Phase3: Continuously Improving the Community

Phase 3 of the process focuses on developing and implementing the Community Health
ImprovementPlan(CHIP)a coordinated,data-drivenroadmapthat buildson the findingsfrom
Phases 1 and 2. The CHIP guides collaboration among community partners to align actions,
target resources, and track progress toward shared goals.

The CHIP process helps the community determine where it is now, where it wants to go, and
how it will getthere. Byaddressingoot causesandsocialdeterminantg or driverst of health,

this phase encourages transformational approaches that use strategic partnerships to create
sustainable impact. The focus on systems change and upstream strategies reflects a shared
commitment to improving conditions that influence health and wWeding for all Cedar Valley
residents.

Community Engagementand Prioritization
On January 14, 2025, BHCPH, in partnership with MercyOne Northeast lowa, Peoples

CommunityHealthClinic,and UnityPointHealth¢ AllenHospital hosteda communitywide
meeting to share findings and gather input.

Attendees,ncludingcommunitypartners,organizationsandresidents were invitedto explore
each of the ten issue themes. Tables were

organized by theme, and each included printec
fact sheets(AppendixB)with issuestatements,
data summaries, and discussion prompts suche.
as:
Arewe describinghisissueaccurately?
Whatarethe root causes/ousee?

Existingesourcedo addresghisissue?
Potentialsolutionscouldbe explored?

= =4 =8 =4

68 participants added their insights and lived
experiencedirectlyto the profiles,ensuring
the final product reflected both data and
community perspectives. During a




gallery walk, participants reviewed

2 (i K SoNtHEbQtionsandrecognized

the interconnectedness among issues. A
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causes and overlapping contributing

factors, illustrating how addressing one

challenge could support progress in

others.
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Following discussion, participants voted on priorities using-@ler voting through the
Alchemeronline platform. Pointswvere assignedasedon ranking(1st=5 points, 2nd=4, etc.),
and totals were calculated to determine the top priorities. Considerations for prioritization
included:

Relevancéo communitymembers

Commortheme or connection

Magnitude/severity

Biggesipotentialfor impactif addressed
Opportunityto applyupstreamstrategies
Availabilityandfeasibilityof solutionsandstrategies

=4 =4 -4 -4 -8 -9

Top CommunitylmprovementPriority Issues
These priorities reflect community recognition that social and economic conditions strongly

shapewell-beingand opportunity. Byfocusingon theseareas partnerscanmakemeaningful
progress toward improving health outcomes and quality of life across the Cedar Valley.

Priority Issues
03 ﬁ
- -
Economic Transportation Housing
Stability Challenges Stability
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Building Understandingof Priority Issues
C2ft26Ay3 GKS O2YYdzyAGeQa asStSOtrazy 2F GKS
understandingof eachissuethroughthe developmentof detailedissueprofiles. Theseprofiles
were built onthe dataand communityfeedback gathereduring Phases and 2, serving a3
bridge between assessment and action.

Thefirst activityin this process wathe @ Walkind KSA NJ { K2 Sa ¢ Liggahkedl &
by Advancing Together in the Cedar Valley in January 2025. This immersive experience, co
facilitated by lowa State University Extension and Outreach and Center of Attention, raised
awarenes®f the dailychallengegacedby individualslivingin poverty.Volunteersmanywith

lived experience, played key roles in facilitating the event.

Duringthe debriefingsessionparticipantsandvolunteersreflectedon their experiencesand
RAaOdzaaSR GKS NBFIfAGASE 2F LRGSNIeé Ay (KS
themes intersected with the three CHIP priorities. Feedback gathered during the debrief
highlighted how economic instabilitiipusing,and transportationchallenges areterrelated

and collectively shapepportunities for welbeing.

The Advancing Together in the Cedar Valley Coalition reviewed this feedback along with
additionallocaldatato completethe issueprofiles.Acrossall three priorities, severalcommon
challenges emerged:

1 Theneedfor coordinatedresourcenavigationandcaresystems

1 Improvedaccesso responsiveculturallyinformedservices
1 Astrongerfocuson addressingoot causesandstructuralbarriers

Stakeholders emphasized that barriers are often compounded for populations already
experiencing social vulnerability. Community members also underscored the importance of
involvingpeoplewith lived experiencan planninganddecisiormakingto ensurethat solutions
areresponsivepractical,andsustainableTogether theseinsightshighlightboth the structural
and individual factors influencing wddking in the Cedar Valley and provide a foundation for
collaborative action planning that strengthens existing resources while addressing gaps in
services, coordination, and accessibility.
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Aligning Planningand Implementation
While the CHIP development process continued, the Core Team recognized the importance of
balancing plan development with the community work already underway across the three
priority areas. Rathethan creatingnew silosor duplicatingefforts, the team soughtto
integrate theCHIRwith existinginitiativesaddressinghe socialdriversor determinantsof
health,amore upstream and collaborative approach to community health improvement
planning.

To strengthen alignment, the Core Team connected CHIP strategiesngiting projects and
actively supported implementation while finalizing the plan. These efforts were reinforced by
work to streamlineinfrastructurethroughmergingthe CommunityHealthimprovement

Steering Committee with the Advancing Together (formerly Advancing Equity) coalition.

C2NJ SEFYLX S hyS /SRINI xlffSe AyiNRBRddzOSR at¢
/1Lt Qa /IFNB [/ 22NRAYIFGAZ2Y adNXdS3e gAGKAY GK
TransportationChallengesnd HousingStabilityprioritieswere linkedto existingcoalition-led
initiatives to enhance coordination, reduce duplication, and increase collective impact.
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Throughout 2025, the coalition focused on identifying resources, assessing gaps, and
determiningthe role it couldplayin advancingcommunityhealthimprovementthrough shared
leadership, coordination, and advocacy.

CommunityHealth ImprovementPlanComponents
EachCHIPpriority areaincludesthe followingcomponents:

1. IssueProfile: Summanyof the issuestatement,keyresourcesgapsandthe 02 I t AG A2y Qa
proposedapproach.

2. Alignment: Connectionsvith stateandnationalcommunityhealthimprovementpriorities.

3. GoalStatement
4. SMARTObjectives:SpecificMeasurable AchievableRelevantand Timebound objectives

that guide evaluation and accountability.

5. Strategieshy Levelof Influence:Organizedisingthe SocialEcologicaModel, which recognizes that
health and welbeing are shaped by multiple levels of influence, from individual behaviors to
broader systems. Strategies are categorized as follows:

o Changindghe RuleqSystemsndPolicy):Effortsthat modify policies,structures, or
environments to improve conditions for health and wading.

o CommunityCollaborationinitiativesthat mobilizepartnershipsnetworks,and coalitions
to create supportive environments.

o Partneringwith OrganizationsActionsthat enhancecoordination,alignment,and service
delivery across sectors.

o SupportingndividualsProgramsandserviceghat expandaccessknowledge, and
empowerment at the personal level.

Action Planning,Monitoring, and Evaluation
Actionplanswill be developedfor eachstrategyandwill includeclearsuccessndicators,
detailed action steps, timelines, and assigned responsibilities to ensure consistent
implementation and accountability.

Advancing Together will monitor progress quarterly by reviewing participation records,
updates from strategy working groups, and progress reports on countywide initiatives. The
coalition will also continue to gather input from residents and frontline raargs through a
combination of primary data collection, such as interviews, surveys, or focus groups, and by
incorporating relevanprimarydatareportsproducedby partner coalitionsand community
organizationsThis combineépproachwill helpidentify servicegaps,surfaceemergingneeds,
andprovideinsight into systemic challenges.
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Thesensights,alongwith datafrom the CedarvValleyDataHub,whichwill be updatedannually

to track longterm changes and emerging trends, will be shared across working groups to
assess impact and inform adjustments to strategies. Progress updates will be communicated
with community partners and the public through regular reporting natdkms to promote
transparency and a shared understanding of changes over time.

Evaluation efforts will also consider how strategies support improved access to services,
expanded opportunities for community wdleing, and the experiences of residents most
affectedby localchallengesThisapproachensureghat adaptationsare shaped bycommunity
perspectives while remaining aligned with lowa requirements related to language use.
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EconomicStability

EconomicStabilityemergedasafoundationalpriority for improvingcommunitywell-beingin

the Cedar Valley. Building on data and community input gathered during Phase 2, the coalition
began by brainstorming, researching, and prioritizing potential strategies to address the root
causes of economic instability. Using a prioritization matrix gifueip evaluated strategies

based on anticipated impact arnevel of effort, identifyinghose most feasible and promising

to pursue and ones that are gaps in the community.

In April 2025,the Advancingdlogetherin the CedarValleyCoalitioncompletedthis exerciseand
organized potential strategies into the following quadrants:

Placebasedor population
focused pilots

Strengthening consumer

development to reduce
predatorybusinesgresence

Narrativechange
Education(basicenglish,
literacy)

Policyandadvocacy

Immigrantandrefugee
engagement

Behaviorahealthintegration

protections and local business

financial/soft skills, health/digital

Carecoordination

Reducindhe costburdenof basic
necessities through policies an(
programs for economic mobility]

Foodsectorinitiatives

LeastEffort & High
Impact

Capacitypuildingandsharing
across sectors

Humarnresourcescosystem
mapping

Healthsectorengagement

Integrateddatacollectionand
sharing
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Refiningthe Focus S i ) i o
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{ S Ol 2adgkpoténtal strategyrequiringfurther exploration. Theteam soughto better
understand who was already working in this space, where gaps existed, and what specific
actionscouldaddthe mostvalue.In addition, the health sectorcoreteamincludingBHCPH,
MercyOneNortheastlowa, PeoplesCommunityHealthClinic, and UnityPoirtiealthg Allen

Hospital, beganieveloping theircollaborativeCHIRroadmapto address botht K S Isdctork
Sy3r3asSySyidé¢ FyR ao0SKFEZBA2NI§ KSIFfGK AyadS3INT G

In August2025,coalitionmembersbrokeinto smallgroupsto explorepotential directions
within this broad strategy area. Participants brainstormed concrete actions, shared ideas with
the larger group, and then voted to determine top priorities.
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As the Core Team reviewed the results, they observed that many of the ideas generated
reflectedoverarchinghemesalreadyidentified within the EconomicStabilitypriority area,
including:

1 Communicatiorandoutreacht particularlycenteringvulnerablevoicesandtrusted
messengers.

Languagaccesandimmigrant/refugeeengagement.

Developmenbf ashareddatahub.

Collaboratiorandrelationshipbuildingamongorganizations.

Inclusionof individualswith lived experiencen committeesanddecisiormakingacross the Cedar

Valley.

Rapidproblemsolvingcapacityto addressemergingcommunityissues.
1 Toolsandtrainingto strengthenorganizationakffectiveness.

= = 4 =1

=

These insights led the team to recommend developing a single, integrated Economic Stability
roadmapbuilt arounda unifyinggoal. Theroadmapalsoallowsstrategieso be implementedin
tandem across the economic stability spectrum ensuring that key themes such as immigrant
and refugee engagement, data sharing, and inclusion of lived experience are part of one
cohesive framework.

TheCoreTeamalsocommittedto identifyingevidencebasedpracticesfor engagingndividuals
with lived experienceandimmigrantandrefugeecommunitiesin planninganddecision

making. Meetings with local leaders and organizations already active in these spaces were
planned to gather insights oturrent practices, unmet needs, and opportunities for
collaboration.

In November2025,the Advancingrogetherin the CedarValleyCoalitionapprovedthe CHIP
roadmap for the Economic Stability priority and began moving toward implementation.

EconomicStability: IssueProfile
Community partners identified economic instability as a persistent barrier to health and well

being,particularlyin neighborhoodswith highersocialvulnerability,suchasZIPcode50703.
Residents in these areas, especially Black/African American, Hispanic, and young adult
populations, face intersecting challenges including low wages, limited childcare options,
unreliable transportation, and generational poverty.
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Stakeholders emphasized that soft skills and workforce readiness are critical faetamg
employment success and that there is room to expand existing programs. Local assets such as
Peoples Community Health Clinic, Hawkeye Community College, Leadgr Matke Works,

and Title | Services provide valuable education, job training, and coaching that strengthen
workforceparticipation.Immigrant andrefugeeservingorganizationsonnectresidentsto

jobs, housing, and social support, while programs such as House of Hope, Center of Attention,
and Friends of the Family offer comprehensive assistance to individuals facing financial or
housinginsecurity.

Despite these strengths, partners identified persistent gaps, including a shortage of mental
health providers, limited childcare capacity, inadequate affordable transportation, and rising
living costs that continue to outpace wages. Addressing econontabitis/ will require
coordinatedefforts to alignworkforcedevelopment.education,andsocialsupportsystems
helping all residents achieve and sustain financial security.
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Alignmentwith National and StateHealth ImprovementPlans
The Economic Stability objective directly aligns with national and state priorities focused on

reducingpoverty,increasingemployment,addressinghe costof basicnecessitiesuchasfood
and housing, and addressing access/opportunity to care.

Healthy People2030 Objectives

SDOHO1 (SociaDeterminantsor Driversof Health):Reducehe proportion of people living in
poverty.

SDOH)I2: Increaseemploymentamongworkingageadults.

SDOHO3: Increasethe proportion of childrenlivingwith at leastone parentwho works full time.
SDOHD4: Reducehe proportion of familiesspendingmore than 30%of incomeon housing.
NWSO01 (Nutrition andWeight Status) Reducéhouseholdfood insecurityandhunger.

NWSO02: Eliminateverylow food securityin children.
AH-09 (Adolescentealth):Reducehe proportion of adolescent@ndyoungadultswho are not in

school or working.

1 AHSO01,02,03:Increasethe proportion of peoplewith healthinsurancedental insurance,
and prescription drug insurance.

1 AHS04,05,06 (Accesso HealthServices)Reducehe proportion of peoplewho O I y Q (i

=A== =4 4 4

getmedicalcare,dentalcare,or prescriptionmedicinesvhenthey needthem.

lowa 202372037 StateHealth ImprovementPlan (SHIP)
HealthyEatingand ActiveLivingPriority, Goall: Reducebarriersto affordable,nutritious foods

for all people in lowa.

Accesgo Care:BehavioraHealth,Goall: Improveaccesso inclusivebehavioralhealth
services in lowa

ThePartnersin Actionsectionof the Healthylowansplan highlightsongoingstatewideefforts
related to economic stability, including:

1 GoalFocusincreasingamily economicstability.

1 Example Strategies: Workforce development initiatives (e.g., strengthening the direct care
workforce, connecting adults in leimcome families to shofterm training for higheipayingjobs),
diaperdistribution pilot programs andthe FamilyDevelopmentand SeHSufficiency Program.

Thesecollectiveefforts at the nationalandstatelevelsprovideanimportant frameworkfor

aligning local CHIP strategies to broader systems change.
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Economic Stability Community
Healthimprovement

Roadmap

Goal

Tocreatea coordinatedandinclusivecommunityenvironmentwhereall haveopportunitiesfor

stableemployment,income,andwell-beingthrough systemspolicies,and partnershipshat reduce
economic barriers and strengthen participation in decisioaking.

Changing the Rules
(SystemsindPolicy)

. Advocatefor localpoliciesand programghat reducethe cost burden

of essential needs (housing, food, utilititmnsportation).

Expandne or more existinglived experiencdeadershipgroup to
ensurethat community membersnost affectedoy economic barriers
have a voice in decisiamaking and program design and are
compensated for their time.

Promotearapid-responseapproachto identify andrespondto
emerging issues through micgrants, events, or policy
recommendations.

Build a collaborative resource navigation system so that community
YSYOSNAR SyiuSNAy3I GKNRdAzAK Fyeée Of
employment, education) are connectéa aligned supports. To the
extent possible, the system should include: (a) a shared process for
regularly updating community resourdérectoriesthat areavailablein
multiple languagesnd mobile friendly formats; (b) collaboration to
increase understanding of intake processes, technology platforms ar
case management tools used for care coordination; and (c) ongoing
opportunities for crossector relationshigbuilding and

training.
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Community Collaboratioy, 5. Explore sustainable funding mechanisms (e.qg., local, state, and natig
philanthropy,employerinvestment,grants)to strengthen coalition
infrastructure and the economic stability strategies.

6. Supportupstreamhealthrelatedstrategieshat reducelongterm
financial strain on households by aligning with the Health Sector CHI
objectives which include partnering with community organizatitns
expandprevention programs, increasing access to cancer and chroni
disease screenings, and implementing

multi-levelbehaviorahealthinitiatives.*
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7.

10.

Host quarterly Advancing Together convenings to strengthen
relationshipsshareprogressandidentify emergingeconomic stability
issues.

Develop a community data hub to centralize and make accessible
reliable, placebased data to help community membewsganizations,
andgovernmentagenciesinderstand local needs, track progress, and
make informed decisions.

Expandhavigatorandliaisoncapacityto connectcommunity
members facing language, cultural, or logistical barriers to
employment and wraparound supports.

Strengtherthe ecosystenbetweennavigators/liaisons,

employers, employees, and workforce agencies to expand atess
training, mentorship,andadvancemenbpportunities.

Partneringwith

Organizations

11.Educatecommunityorganization®n practiceshat improvethe

accessibility of publicly available materials.

Supporting Individuals

12.

13.

Promotecommunityemploymentandresourcefairsandother
mechanisms that connect community members to job opportunities,
training programs, and wraparound supports.

Promoteorganizationatompensatiorpoliciesremovingfinancial and
structural barriers for community members contributing their lived
experiences through participation in sharelcisionmaking activities
such as advisory boards, focus groups, and

planningcommittees.

*Black Hawk County Public Health, MercyOne Northeast lowa, Peoples Community Health
Clinic, and UnityPoint HealthAllen Hospital recognize that health and economic stability are

deeplyinterconnected.Thesepartnersdevelopeda complementaryHealthSectorroadmap
that outlines detailed goals, objectives, and strategies to reduce the financial impact of
preventable health conditions and improve access to care. Those heddited strategies are
reflected in the Economic Stability priority of the community CHIPoasmented on the next

pages.
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Health SectorGoal:addresghe upstreamfactorsaffectingeconomicstability to reducethe burden of cancer,
chronic disease, and behavioral health conditions in the community.

¢tKS KSFIfGK aSOG2NRa O2fftl 02N GAQGS A2+t | yR
economic stability plays a critical role in shaping health outcomes. By addressing upstream
factorssuchasincome,employment,andaccesdo servicesthe healthsectorcanhelpreduce

the burden of cancer, chronic disease, and behavioral health conditions across the community

The four objectives represent a coordinated approach to improving overalbewlh. These
efforts aredesignedo increaseaccesgo preventiveservicessupporthealthierlifestyles,and
reduce barriers that make it difficult for individuals and families to get the care they need.

Prevention/RiskFactor Reduction

Objective:By December 31, 2028, collaboratively partner with at least 5 community
organizationgo implementor expandprevention/riskreductionstrategiesin areaswith higher
incidence/ mortality rates for cancer or chronic diseases while advocating for policy change.

Changing the Rul 1. Advocatefor policiesthat reduceexposureto knowncancerrisk factors
(Systems and at the local, state, and national levels.
Policies)

2. Advocatefor investmentghat improvethe socialandeconomichealth of the
community including transportation access, food security,

housingstability,andeconomicopportunity.

Community 3. Promotepublicawarenes®f cancerasachronicdiseaseandthe role of
Collaboration modifiable risk factors.

4. Supportcommunitywide campaigng&ndresourcedor smoking

cessatiorandradontesting.

Partneringwith 5. Supportandexpandfree or low-costsmokingcessatiorprograms,
Organizations particularly for lowincome community members.

6. Promoteadoptionof organizationalvellnesspoliciesthat support

healthybehaviors.
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Supporting
Individuals

Increaseawarenes@and motivationto reducepersonalcancerand chronic
disease risk behaviors.

Encourag@articipationin preventiveservicessuchasvaccination

andradontesting.
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2. Early Detectionand Screening

Objective ByDecembei31,2028,implementat leastthree collaborativeoutreachandbarrier
reduction strategies to support participation in agadrisk-appropriate screenings among
community members living in areas with higher incidence/mortality rates for cancer or chronic
diseases.

Changing the Rul 1. Advocatefor expandedundingto covergapsin free or low-cost screening
(Systems programs.

andPolicies)

Community 2. Increaseawarenes®f the importanceof routine screeningsandearly detection.

Collaboration ) . . o
3. Hostor co-hostcommunityscreeningeventsin areaswith higher

incidenceor mortality ratesfor canceror chronicdisease.

Partneringwith 4. Collaboratdo identify andeliminatebarriersto screeningandfollow-

Organizations
up care(e.g.transportation,cost,appointmentavailability).

5. Standardizescreeningeferral processesndfollow-up systemgor
collaborative screening events.

(«2)

Supporting . Encourageéndividualsto obtain age andrisk-appropriatescreenings.

Individuals

3. ReducingSocialand EconomicBarriers to Carez Health SectorRole

Objective:By December 31, 2028, build a communitigle system of collaboration to reduce
social and economic barriers to include (1) a shared process for regularly updating community
resourcedirectories;(2) the useof technologyplatformsand/or casemanagementoolsto

track referrals and outcomes; (3) aligned intake processes, to the extent possible; and (4)
ongoing opportunities for crossector relationshigbuilding and training.
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Changinghe 1. Supportpoliciesthat addresssocialandeconomidbarriersaffecting
RuleqSystems an treatmentadherencge.g.,housingfood insecurity transportationetc.).
Policies)

Community 2. Supportsystemghat reducebarriersto treatment suchasmedical
Collaboration transportation, food insecurity, and housing support.

3. Ensurehealthsectorparticipationin CHIRvorkgroupsaddressing

transportation,food insecurity andhousinginstability.

i

Partneringwith . Strengthercoordinationacrossprovidersto reducecaregaps.

Organizations

62

Supporting . Connectpatientsto socialandeconomicresourcego reducebarriers

Individuals to care.
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4. Prevention Education,and Barrier ReductionRelatedto BehavioralHealth

Objective:ByDecembei31,2028,collaborativelyimplementat leasttwo activitiesat eachlevel
of the socieecological model (policy, community, organizational, and individual) to reduce
stigma, improve behavioral health literacy, and expand access to behavioral health services.

Changing the Rul 1. Advocatefor increasednvestmentin the behaviorahealthworkforce, crisis
(Systems and care, transitional services, and inpatient beds to improve timely access to
Policies

2. Promotepoliciesthat reducesystemidarriersto care,suchas

transportation,insurancecoverageparity, andworkforceshortages.

Community 3. Continue collaborative education campaigns to reduce stigma, normalize
Collaboration behaviorahealthcareaspart of overallwell-being,and promotes the
benefits of seeking behavioral health support.

4. Increaseublicawarenes®f trauma,mentalhealth,suicide

prevention,andsubstanceisedisorders.

Partneringwith 5. Integratecommunityhealthworkersandother behaviorahealth
Organizations navigatorsnto the communitywide carecoordinationinitiative.
Supporting 6. Offer communitybased training opportunities that build individual capastity
Individuals recognizebehaviorahealthconcernsreducestigma,and connect with service

(e.g., Mental Health First Aid, QPR, trauma

informedapproaches).
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Transportation Challenges
Through early discussions with the Advancing Together in the Cedar Valley Coalition, a
collaborative approach emerged recognizing that an overarching transportation plan was
alreadyin placefor the region.Ratherthan duplicateefforts, Advancingrogether is
contributing to the implementation of the FY202830 Passenger Transportation Plan for the
lowa NorthlandRegionapprovedby the BlackHawkCountyMetropolitan AreaTransportation
Policy Board in November 2025.

Thisplan,coordinatedthroughthe TransitAdvisoryCommittee(TAC)includesstrategiedo:

Improveaccessibilityandavailabilityof publictransit.

Promoteandimprovethe imageof the publictransit system.

Buildawarenes®f the existingpublictransportationsystemthrougheducationand marketing.
Enhanceefficiencyandreliability.

Improvefleet conditions.

Strengtheningservicefor all usergroups.

Coordinateplanningandservicesvith communityorganizationsandworkforce

development partners.

No akrw DR

Members ofthe Advancing Together Coalition participateddeveloping and prioritizinthese
strategies through involvement in the TAC. Building on this strong foundation, Advancing
Together serves asconnector, supporter, anddvocate, aligning public health priorities with
existingtransportationinitiatives.Bycollaboratingwith the BlackHawkCountyMPO,Region/
RTA, and the TAC, the coalition helps strengthen partnerships, fill gaps, and ensure
transportation strategies address communitientified needs, particularly for lowncome
residents, older adults, people with disabilities, and immigrant and refugeeramities.

Throughthis integratedapproach the CHIRroadmapsupportsimplementationof sharedgoals,
amplifies community voice, and promotes equitable access to transportation as a key driver of
health and welbeing.

IssueProfile

Community partners identified transportation as a critical barrier to accessing jobs, education,
healthcare, and other essential services, particularly for Black/African American residents,
immigrantandrefugeecommunities,andindividualswith lowerincomesin downtown

Waterloo. Stakeholders emphasized that the local transportation system remains largely auto
centric, limiting mobility for residents without reliable access to a car.
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While recent revisions to the public transit system aim to improve service, limited routes,
hours, and public awareness of available options continue to create barriers. Existing
community assetgncludingthe TACJowaNorthlandRegionalCouncilof Governments
(INRCOG)anilKS 2 GSNI 22 al@&@2NRna | 2yYStSaa ¢l aj
provide a strong foundation for coordinated improvement.

AdditionalresourcesuchasMET¢ NJ Yidtekaidt@einap, transportationprogramsthrough

HawkeyeCommunityCollege CedaValleyGearheadsandnon-profit (Lovelnc.,etc.)or
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Medicaidfundedride servicesoffer valuablesupport,yet remainunderutilized,dueto
language barriers and limited public awareness.

Partnersidentified unmet needsfor expandedoutes,weekendandthird-shift serviceto major
employers, transportation to childcare, and safer pedestrian and biking infrastructure.

Expanding education about available services, fostering pphirate partnerships, and
investingin multi-modaltransportationoptionswere identified askey strategiesto createa
more equitable, efficient, and accessible transportation system for all residents.

Alignmentwith National and StateHealth ImprovementPlans

Healthy People 2030 addresses transportation as a key component of the Neighborhood and

Built Environment{NBE@omain,emphasizingafety,accessibilityand activetransit ashealth-
promoting strategies. The overarching goal for this topic is to promote safe and active
transportation through improvements in infrastructure, systems, and community design.

Relevanbbjectivesinclude:

1 EHO2(EnvironmentaHealth):Increasdrips to work madeby masstransit.

PA10 (PhysicaActivity): Increasehe proportion of adultswho walk or biketo get places.
PA11:Increasehe proportion of adolescentsvhowalkor biketo get places.

IVR06 (InjuryandViolencePrevention) Reducealeathsfrom motor vehiclecrashes.
IVRO7:Reducehe proportion of deathsof carpassengersrho were not buckledin.
SHO1 (SleeHealth):Reducehe rate of motor vehiclecrasheglueto drowsydriving.

= =4 4 4

Thelowa 20232037 StateHealthImprovementPlan(SHIPglsoprioritizestransportationas a determinant
of access, activity, arghfety. Twdkey SHIP goals actosely aligned with locaifforts:

1 Accesdo Care(BehavioraHealthGoall): Improveaccesdo inclusivebehavioral health
services in lowa.

1 HealthyEatingandActiveLiving(Goal2): Increaseengagementn activelivingamong all lowans by
supporting community design and infrastructure that enable people to walk, bike, or use transit
safely.

In addition,i K S  &PartnérsSrActioneport highlights transportation asmajor barrierto
accessingareandoutlinescollaborativeprioritiesamonglocalandstate partners,including:

1 ReducingransportatiorBarriersto Care:Decreasenissedappointmentsor delayed medical care
due to transportation issues.
1 PublicTransitServicesSupportL 2 ¢ pulliétransitagencieshroughfundingand
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regulatoryassistancéo enhanceocalservicecapacity.

1 Medicaid Transportation: Ensure access to fwnergency Medical Transportation (NENGF)

vulnerablepopulationsto supporthealthcareaccessandindependentliving.

Together, these national and state frameworks reinforce the importance of addressing
transportationchallengessa crosscutting driver of health,well-being,and equity in the Cedar

Valley.
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Transportation Challenges Community
HealthImprovementRoadmap

Goal

Enhanceaccesdo transportationacrossBlackHawkCountyby aligningwith the BlackHawk County
Metropolitan Planning Organization (MPO) and Region 7 Regional Transportation Association (RTA
l ROAA2NE /2YYAGGSSQE 6¢! /0 LWzt AO GNIyaard Iy
service coordination, community eagement,

andreducingbarriersfor systemusers.

Changinghe Rules 1. Advocatefor fundingandpolicysupportto improveaccesso
(Systems an@olicies) transportation.

2. Support inclusion of transportation goals in city and county
comprehensivelansthat reducetransportationbarriersfor
community members.

Community 3. Supportpublicawarenesgampaignshat helppeopleunderstand their
transportation options and build a positive image of public transit and

Collaboration passenger transportation.

4. Partnerwith communitygroupsto hosttransportationeducation events
and outreach efforts that make public transit and other modes of
passenger transportation more approachable amdierstandable.

Partneringwith 5. Workacrosssectors suchashousing.employment,healthcare, and
Organizations education, to tackle shared transportation challenges.

6. Participatein workinggroupsled by the TransitAdvisoryCommittee to help
carry out highpriority strategies.

Supporting Individual 7. Expand transportation education through the use of trusted
community navigators.
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8. Promotetools that let riders givereaktime feedbackto improvethe public
transit and passengertransportation experience and identify personal
barriers.
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Housing Stability
Advancing Together in the Cedar Valley is building on the strong foundation of local efforts
already underway to address housing stability. Rather than creating a separate planning
processthe coalitionisinitially aligningwith the Mayorof2 | (i S NHothéle@shaskForcea
multi-sector initiative advancing sherand longterm strategiesacross sisubcommittees:
In-Depth Case Management, Shdrerm Housing, Rental Inspections, Landlord Incentives
and Protections, Tenant and Landlord Education, and Transportation Access.

This coordinated approach allows Advancing Together to strengthen partnerships, support
sharedgoals,andelevatecommunityvoicewhile avoidingduplication.Alignmentefforts focus

on areas where missions and scopes clearly interseciuding transportation access,
comprehensive case management, and addressing disparities in housing outcomes.

The coalition also plays a countywide role, monitoring needs, identifying gaps not fully
addressedythea I & 2TiHdRR®ree(suchasthoseoutsideWaterloocity limits, in emerging

focus areas, and those related to home ownership), and developing new or extended
partnerships where additional support is needed, such as with the lowa Heartland Habitat for
Humanity. Through this integrated model, the roadmap promotes equitabbess to safe,

stable housing and supports a more coordinated response across the system.

IssueProfile

Community partners identified housing instability as a growing challenge across Black Hawk
County, especially in east and central west Waterloo (ZIP codes 50703 and 50613). These areas
face high rent burdens, aging housing stock, deteriorating propesiss persistent

affordability challenges. While lead exposure remains a concern in older homes, stakeholders
noted that instabilityis more stronglylinkedto rental practices absenteeor out-of-state

property management, and the limited availability of safe, affordable units.

Rising housing costs combined with stagnant wages continue to strain household budgets.
Residentswith prior evictions, credit challengesr criminalrecordsare at heightenedrisk of
homelessness or prolonged housing insecurity. Community assets, including the Waterloo
al@2NRa 12YStSaa ¢l al C2NOSz |1 2dzaAy3a /2t A
Peoples Community Health Clinic, lowa Heartland Habitat for Humanity, and ltfei&a
Army,provideessentiakupportsrangingfrom emergencyshelterandtransitionalhousingto
coordinated entry, case management, and pathways to homeownership.
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expanded partnerships with lowa Heartland Habitat for Humanity and the Waterloo Housing
Authority further strengthenopportunitiesfor long-term stability. However partners

emphasized ongoing gaps in flexible funding, service coordination, mental and physical
healthcare access, and supportive services that prevent many residents from breaking the
cycle of homelessness.

The Waterloca | & 2 N & Tagk F&dedl playa centralrole in advancingshared
strategiesto addresshesechallengesreducebarriers,and expandsafeand affordable
housing options for all residents.
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Alignmentwith National and StateHealth ImprovementPlans

Healthy People2030identifiesstable,safe,andaffordablehousingasa criticalsocial
determinant of health. Relevant objectives and focus areas include:

1 SDOHO1:Reducehe proportion of peoplelivingin poverty,recognizinghat economic constraints
often contribute directly to housing instability.

1 SDOHO4: Reducehe proportion of familiesthat spendmore than 30%of their income on housing.

9 HousingQuality: Improvethe physicaljuality andsafetyof housingenvironmentge.g., lead
exposure, mold, structural hazards).

Thelowa 20232037 StateHealthImprovementPlan(SHIP}imilarlyhighlightshousingasa fundamental
driver of health. SHIP emphasizes:

1 Theimportanceof location,safety,andstability of housingasessentiato well-being.

1 Acommitmentto advancinghealthequityandaddressingtructuralbarriers,including those
linked to income, discrimination, and limited housing options.

i Systemlevelcollaborationto supportstablehousingacrossliversecommunities.

Thea (i I BaBr@&in Actionreport further reinforcesthis focusby highlightingcollective

efforts across lowa to improve housing conditions and reduce homelessness. Key statewide
prioritiesinclude:

i AffordableHousingEnsuringaccesdo decent,safe,andaffordablehousingfor residents
with limited incomes.

1 Supportfor VulnerablePopulationsStrengtheningervicedor seniors,ndividualswith disabilities,
and individuals and families at risk of homelessness.

I Multi-SectorCollaborationCoordinatingvork acrosshousingagenciesnon-profits, healthcare
organizations, and community partners to improve housing stabilityaaoess.

Thesenationalandstate frameworksaligndirectlywith Advancingt 2 3 S (iekhShbisioh

collaboration equitableaccessandaddressingoot causef housinginstability.
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HousingStability

CommunityHealthImprovementRoadmap

Goal

Support housing stability across Black Hawk County by aligning with and enhancirggotatéfforts to
reducehomelessnesandaddressstructuralbarriersto stablehousingwith a focus on collaboration and
sustainable systems change.

Changing the 1. Supportlocalandregionalpoliciesthat increaseaccesgo transitional and long
RulegSystems ar| term housing, such as landlord incentive programs, zoning/code changes,
Policy) funding for case management.

2. Advocatefor policiesthat connecthousingwith transportationand
education supports to reduce the cycle of homelessness.

Community 3. Promotepublicawarenessbouthousinginstabilityandavailable resources
Collaboration throughout the county.
Partneringwith 4. Ensure collaboration between the Advancing Together Steering Comntlitee

a | & 2HdExdes<Coalition,andother keypartnersto coordinate planning and
Organizations action

o

Supporting . Support services that help community members access safe, affordabsing
Individuals andconnectthemto localprogramsthat meettheir individual needs.
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Introduction

Framework

MAPP (Mobilizing for Action through Planning and Partnerships) is a method for community
health improvement planning which encourages collaboration with community partners to
increase the likelihood of lonigsting change. The community health assessmentign of
MAPP version 2.0 consists od8sessments. THEBommunity Status Assessment (CSHjds
guantitativeassessmentt includesboth primaryandsecondarydataelementsandis designed

to answer the following questions:

1 Whatdoesthe statusof yourcommunitylooklike, includinghealth,socioeconomic,
environmental, and quality of life outcomes?

1 Whatpopulationsexperiencenequitiesacrosshealth, socioeconomignvironmental, and quality
of life outcomes?

1 Howdosystemsnfluenceoutcomes?

Purpose

TheCSAvasperformedto answerthe previousguestionsto assesshe overallhealthof Black
Hawk County, lowa. Results were intended to be used alongside the results of the other two
assessments to identify the highest priority health needs for Black Hawk County, lowa, and
inform the development of the Community Health Improvement P@GHIP), for FY288.

ProcessandTimeline

This CSA was conducted from February 2024 to December 2024. The work was led by the
Community Health Improvement (CHI) core team, which includes a public health planner and
two epidemiologists, in collaboration with area hospital systems, MercyOne anygRdit
Health,andthe FederallyQualifiedHealthCenter(FQHCIPeoplesCommunityHealthClinic, as

well as additional support from the broader steering committee and assessment design team.
It consists of two parts, a community survey and secondary data analysis drawn from multiple
sources (see References for details). The community surveylexeloped with the definition

of community that the steering committee created, which includes individuals who live in, work
in, or visit Black Hawk County (BHC), lowa. The secondary data analysis includes individuals
who are residents of BHC, lowa. Altlygh the secondary data analysis was started before the
community survey was released, some data points were added after the community survey
results were available.

Demographics

BHGs the fifth largestcountyin the state of lowa.In 2023,the total populationwas 130,471
per the American Community Survey. The two largest cities in BHC are Waterloo and Cedar
Falls, with several smaller towns and communities surrounding them. The population has

become more diverse over time, as seen in the 2010 and 2020 Census data. Adlgjttbere
1



is a larger proportion of 180 24-yearolds (14.5% in Black Hawk County compared to 10.0% in
lowa and 9.1% in the US), as seen in thye&r American Community survey data. This can
partially be explained with the presence of the public university, Usityeof Northern lowa

(UNI) in Cedar Falls.
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BHCPopulationChangeby Raceand Ethnicity
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and 3.0% are US borasidents withat least 1 immigrant parent. Thep countriesof origin

for immigrants in 2023 were Mexico (23.3%), Guatemala (6.8%), and India (5.7%). The top
countries of origin for refugees were Democratic Republic of the Congo (DRC) (41.5%),
Venezuela (8.6%), Afghanistan (6.0%), Myanmar (5.8%), and Eritrea (6.B¥gk Hawk

County, the foreigfborn population was 6.4% of the total population (2028éar ACS), and
originated from Europe (23.7%), Asia (26.0%), Africa (20.1%), Oceania (5.6%), and the Americas
(24.6%). The lowa Department of Education provide20ZD21 data on English language

learners (ELL) in public schools within BHC. The languages spoken by ELL stlit@nisris

the word cloudbelow, withthe sizeof the word correspondingo the numberof ELL students

that speak that language (the size of Spanish was reduced to make room fotastgaages).
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Methods

CommunitySurveyMethods

The 2024 Community Survey was developed from the 2019 survey, incorporating lessons
learned while maintaining a consistent framework. The CHI steering committee and the
assessment desigeam conductedareviewof the updatedsurveyto ensureits relevance and
alignment with community needs. To promote accessibility and inclusivity, the survey was
translated into Spanish, French, Bosnian, Marshallese, and Burmese, then uploaded to
Alchemer, a HIPAgompliant survey platform. The survey was disttdalito the public using
press releases, postcards, flyers, direct mail, community partners, social media, and targeted
outreach.

An important lesson learned from the 2019 survey implementatias the importance of
including community members in the planning process for outreach to vulnerable populations.
Community health workers and community organizations, including RIYO, F.R.1.LE.N.D.S. of
Community Health, BHCPH community health workers \éetdrans Affairs, were consulted to
determineappropriateincentivesand effectivemethodsfor engagementTheyalsoreceived

the necessary resources to reach their community in ways they felt worked best.

The survey was launched online on August 5, 2024, and closed on October 22, 2024. Paper
copies were made available at Black Hawk County Public Health and additional community
venues. Members of the CHI core team attended local events to offer the surpeysion.
Completedpapercopieswere enteredinto the online platform by staff. OutreachHocationsand
events included:

- AfricanAmericanFest - Greenx Go - LivingStoneChurch(Congolese)
- BHGQCourthouse - KWWI\LHealthFair - Marshallese&Churches

- BHCJalil - LincolnPark - Pinecrest

- Houseof Hope - TheNortheastiowa Food Bank
- JessigCosbyCenter



Peoples Community
HealthClinic(BigTent
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UNI

Waterloo

Eastside
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Whenthe surveyclosedareport detailingpreliminaryresultswasexportedfrom Alchemer.

The data was also analyzed in Tableau. Data was broken down by race, ethnicity, age group,
gender, income, highest level of education, country of birth, and ZIP code to highlight potential
disparities. All valid responses were included in the analysisiasglng data was handled by
omitting only those questions left unanswered by individual respondents.

SecondarnpataAnalysisMethods

In addition to the survey, data was collected from a broad range of souRiddicly available

sources included the Census, the lowa Public Health Tracking Portal, and Feeding America (see
ReferencesMost of the datawasalreadyaggregatedy the dataowner. Thisallowedfor
straightforward integration of results into Excel for visualization.

Additional data was shared through formal agreements with lowa HHS and the Northeast lowa
Foodbank (NEIFB). Sources from lowa HHS included the Behavioral Risk Factor Surveillance
System(BRFSSlpwaHospitalAssociation{IHA) InpatienODutpatient data, VitaRecordsand

Barriers to Prenatal Care (see References for more details). The NEIFB shared local food
insecurity data based amatafrom FeedingAmerica. Excel, Rnd Tableau were usefbr data
cleaningandanalysisMissinganswersor datavalueswere treated the sameway asthey were

for the community survey, by including all valid responses in the dataset but omitting individual
missing values or unanswered questions.

Whenever possible, data was broken down by race, ethnicity, age group, and sex to highlight
potential disparities. Income, highest level of education, and ZIP code were added when data
allowed. Thisvasdoneto assesanydisparitiesamongthesegroups.Individualyearsof data

were displayedo showtrendsovertime, butconfidentialityremaineda priority. In casesof

low counts, multiple years were combined. Counts and numerators less than six or
denominators less than 100 were suppressed for the same reason and are denoted by asterisks

(**) .

SelectiorCriteria

The data selection process for our final presentation was guided by a structured approach that
ensuredinclusivity reliability,and afocuson identifyingcommunitystrengths weaknessesand
inequities.Ourdatacamefrom two primarysourcesthe communitysurveyandsecondary
dataanalysis.

All data sources were considered equally, without assigning different weights to various
datasets.Thefocuswason poolingdatatogetherandidentifyingkey pointsthat highlighted
disparities or trends that would be relevant for decisimaking.

Once all data points were gathered, they were written on sticky notes. To categorize the
information, we asked a guiding question for each data palags this data indicate an
improvement, gap, oinequity?If the answerwasyes,the datapoint wasincludedin an affinity
diagram, where sticky notes were physically grouped into emerging themes. Two
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epidemiologists led the initial review process, analyzing the data, grouping it into themes, and
creating visualizations of the data. The final secondary data points were presented in a
PowerPoint alongside survegsponses, witlihe intent of structuring the large amount of data

in a digestible format.



CommunitySurveyFindings

Atotal of 1,100peopleparticipatedin the communitysurvey.Respondentyariedin age,with a
balanced distribution, and 71% of them were female. Most participants, about 74%, lived in
BHC, ensuring that the results reflected local perspectives.

The survey included a diverse group of respondents. 1.9% identified as American Indian or
Alaskan Native, 3.2% as Asian, 18.4% as Black or African American, 4.2% as Hispanic or Latino,
and70.7%asWhite. Additionally,11.9%of participantswere born outsidethe U.S. with origins

from the Marshall Islands, the Democratic Republic of Congo, Burma, Mexico, and Bosnia. The
survey also captured perspectives from different parts of our region, with 31.5% of

respondents living in rural areas outside of Waterloo and Cedés. ZdlP codes from Fayette,
Bremer, Buchanan, and Grundy Counties were among the locations outside of BHC

represented.

The first question otthe surveyasked howpeople felt about thenealth of their community

over thepastfive years.More than half, 56.8% saidthey believedtheir communityhad
becomeless healthy. This was a significant jump from 2019 when 39.8% felt the same way.
These results suggest growing concerns about overalbeallg and the need for focused
improvements.

When asked about what makes a community healthy, people said access to healthcare,
affordable and safe housing, and jobs and a healthy economy were the most important. This
was slightly different from what people said in 2019, when access to nutritiondsfranked
higher. In 2024, access to nutritional foods was still important but was fourth overall. Lower
income respondents and some foreigorn groups, especially those from Burma, the
DemocraticRepublicof Congoandthe Marshalllslands alsopointed out that havinga clean
environment is important for a healthy community.

People also shared their thoughts on what the community is doing well and what needs
improvement. The biggest improvements needed were affordable and safe housing, safe
neighborhoodsandlower crime,andjobsanda healthyeconomy.Onthe other hand,manyfelt

the community was doing well in educational opportunities, arts and recreation, and physical
activity or exercise opportunities. When looking at the data more closely, higheme
respondents were more likely to see educational opportunities anlgéancenvironment as
strengths, while loweincome respondents felt they needed improvement. Additionally,
Marshallese and Burmese respondents highlighted access to transportation as one of the
biggest areas that needs improvement.

Healthconcernsvere afocus ofthe survey. Thaop three healthissuedor adultswere mental
illness, obesity, and aging or disability. When looking at the results by race and ethnicity,
diabetes was the most common health concern for Black or African American, Marshallese,
Burmese, and Congolese respondents.



Respondentselt the top healthfactorsfor childrenweretoo muchscreentime andsocial
media use, bullying, and the lack of access to mental health services.

Overall, 85% of respondents reported receiving an annual health exam. By race, 88.6% of
white, 86.9%of Black,64.3%0of Asian,64%o0f Multiracial, and61.3%of Native Hawaiianor

Other Pacific Islander respondents reported having an eXamang young adults (£29

years), only 69.7% received an exam with rates increasing with age. Similarly, 75.4% of
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respondents earning less than $30,000 received an exam, with higher rates at higher income
levels.Whenbrokendown by educationakttainment, 73.8%of respondentswith a highschool
diplomaor lessreceivedan examversus92.3%of respondentswith associateor trade school,
bachelor's, or advanced degree. Differences were also noted by country of birth with 60% of
respondents born in the Marshall Islands and 68.8% born in Burma received an exam.

Overall 68.4%0f respondentsvisitedthe dentistregularly(1¢2 timesperyear).Byrace,74.1%

of white, 58.2% of Black, 32.1% of Asian, 54% of Multiracial, and 51.5% of Native Hawaiian or
Other Pacific Islander respondents reported regular dental visits. Only 59.6%2a%y&ar

olds visited the dentist, though rates increased with age. Wheking at income, 46.9% of
respondents with incomes lower than $30,000 went to the dentist regularly, with proportions
increasing as income increased. Educational differences were also apparent: 52.7% of
respondents with a high school diploma or lesgetkthe dentist regularly compared to 81.1%

of respondents with associates or trade school, bachelor's degree, or advanced degree.

Additionally, 71.3%f U.S:bornrespondentsvisitedthe dentist, versus49.2%of thoseborn
outside the U.S.

h@dSNIff>x GKS (2L o NBlIaz2ya (GKIFIG NBAaALRYRSyGa
could have used them were feeling ashamed or uncomfortable talking about personal issues,
servicesaretoo expensiveandbeingunableto find a providerthat they canconnectwith. For
respondentswith incomes below$30,000the primaryissues were difficultfinding aprovider,

and a tie among lack of transportation, no insurance coverage, and discomfort discussing
personal issues. The top 3 reasons for those born outside of the U.S. were services are too
expensive, no insurance coverage, and feeling ashamed or undaiuifotalking about

personal issues.

Overall, 42.6% of respondents were worried that food would run out before they had money

to buy more. By race, this concern was expressed by 33.4% of white, 58.3% of Black, 75% of
Asian, 70.8% of Multiracial, 84.6% of Native Hawaiian or Other Pacifiddslamd 68.2% of
HispaniaespondentsAmongl8¢29-yearolds,56.2%were worried, with concerngdiminishing

with age. 74.1% of respondents with incomes lower than $30,000 were worried food would

run out, with increasing proportions as income increased. Educational attainment played a role
as well, with 66% of respondents with a high school diplomass expressed this worry
compared to 25.7% of respondents with associates or trade school, bachelor's degree, or
advanced degree. Finally, 68.1% of respondents born outside the U.S. were concerned,
compared to 39.2% of U-Born respondents.

Overall,39.8%of respondentdelt that the food theyboughtR A Ry Q (i théttheyR A Ry &
have money to buy more. This concern was reported by 30.3% of white, 59.0% of Black, 63.0%
of Asian, 61.4% of Multiracial, 89.7% of Native Hawaiian or Other Pacific Islander, and 63.6% of
Hispanic respondents. In the 43 age group, 50.7% experi@tcthis issue, with rates

declining among older respondents. 74.1% of respondents with incomes lower than $30,000
answered sometimes aften true to the samequestion, withincreasingproportions as

11
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income increased. 63.2% of respondents with educational attainment at a high school diploma
or less compared to 23.4% of respondents with associates or trade school, bachelor's degree,
or advanced degree. Additionally, 68.1% of respondents born outisel®).S. felt that food
RARY QU tFaidz O2 Ydai iedpéndeint oc dm’> 2F | &{ @
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While the community feels there are strong educational opportunities, arts and recreation, and
physical activity or exercise opportunities, there are still needed improvements, including the
need for more affordable safe housing, safer neighborhoods, @inslgnd a healthy economy.
Thefindingsalsohighlight gapshat impactlower-incomeandimmigrant communitieshe

most, showinghe needfor focusedsolutions.More detailson the surveyandfull resultscanbe
found inAppendix A

SecondarpataFindings

Following the December 2024 meeting where the steering committee reviewed key data
findings,resultswere organizednto 10themes. Thes¢éhemesalsoguidethe structureof the
sections, which are found itppendix B Each secondary data point will be described, including
how it was disaggregated and any analyses for that question. When relevant, connégations
the survey, CCAand CPAare noted. Additionaldatawill be madeavailablein Tableau,

scheduled for release in 2025.

Conclusion

This assessment identified ten main issues affecting our community: economic instability,
inequitable food access, transportation challenges, behavioral health challenges, access to
healthcare, housing instability, chronic disease, infectious diseaseyaiind linguistic
inclusivity, and health literacy. Economic instability places a heavy burden on people in the top
five Social Vulnerability Index census tracts, especially in ZIP code 50703 and among
Black/African American, Hispanic, and young addidents. Inequitable food access is a
problem in ZIP code 50703 and nearby areas, where many struggle to find and afford healthy
food. Limited access to reliable transportation poses a challenge for Black/African American
residents, immigrant and refuge®mmunities, and individuals with low incomes, making it
harder to reach work, school, and healthcare. Behavioral health challenges impact certain
groupsmore, includingBlack/AfricanPAmericanspeopleaged18¢24 and45¢54, andthosewith

lower incomes. Healthcare access barriers, aghost, insurance, scheduling, transportation,
and language support, delay care and lead to poorer outcomes.

Housing instability and lead exposure put residents in east and central west Waterloo,
particularly in ZIP codes 50703 and 50613, at greater risk of adverse health outcomes. Chronic
diseases, including cancer, diabetes, and obesity, are especially corant®ladk/African

American residents in ZIP code 50703. Infectious disease risks are increasing due to lower
vaccination rates over time, along with a rise in syphilis and congenital syphilis cases. Cultural
and linguistic inclusivity remains an importamiatienge, affecting education and community
services, especially for those who need language or accessibility support. Health literacy
concerns persist for individuals with lower education levels, young adults, Black/African
Americanand Hispanigopulations,andthosein fair or poor health,potentially leadingto

worse health outcomes over time.
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While these findings highlight urgent areas for improvement, there are some limitations. The
amount of available data was large, so two epidemiologists selected what they believed to be
the most important information based on selection criteria. Other gst@ might have chosen
different data. Wheneverpossible datawasbrokendown by specificdemographicshowever,

if a group or sample size was too small, data was suppressed, and any breakdown of the data
was limited to existing data points. Concerning the survey we conducted, the questions

14



sometimes allowed for subjective interpretations, though vague options were reduced when
possible. Finally, most of our responses were filled out electronically, so it may not have
reachedeveryoneequally. Howevenve madeit a priority to work with communityleadersand
organizations to engage historically underrepresented voices.

By understanding these ten issues and their impact on different groups, we hope this
information guidesefforts toward targeted,inclusivestrategieshat supportthe healthand
well-being of all community members.
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AppendixA

1. Overthe last5years,doyoufeel peoplein the communityare:

11.3%
More healthy

319%

Maintained health 56.8%

Less healthy

2. Whatarethe three (3) most importantfactorsfor a healthythrivingcommunity?(Selectup to three (3)
boxes)

16



Access to healthcare

Affordable safe housing 486

412

Jobs and healthy economy

Access to nutritional foods 305

Low crime/safe neighborhoods 247

Clean environment

Other (click to view) 227

Physical activity or exercise cpportunities

Fair and just community for all - 126
Educational cpportunities -
Access to transportation - 111
Childcal ay care availability - 110

Arts and recreation

w
W
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3. Foreachfactor listedbelow, arewe asa communitydoinga goodjob or do we needto improve?
(Select one (1) of the boxes below for each row)

Accesso healthcare 68% 44% 49%
Affordablesafehousing 45% 14% 7%
Jobsandhealthyeconomy 39% 25% 69%
Accesso nutritional foods 29% 38% 58%
Lowcrime/safeneighborhoods 23% 23% 70%
Clearenvironment 22% 38% 56%
Fairandjust community 13% 29% 61%
Accesdo transportation 11% 30% 61%
Childcare 10% 19% 62%
Artsandrecreation 3% 52% 32%
Educationabpportunities 11% 53% 39%
Physicahctivityor exercise 11% 51% 42%

opportunities

18



4.

below)

Whatdo youfeelarethe top three (3) health problemdor adultsin the community? (Select up
to three (3) boxes below)

Mental illness

Obesity

Aging or disability (arthritis, hearing/vision loss, dementia, etc.)

Diabetes

Substance use disorder/substance abuse

Cancer

Heart disease/stroke

Sexually transmitted infection

Injuries (falls, car accidents, drowning, violence)

Infectious disease

Other (click to view)

54.4%

48.3%

41.5%

38.1%

33.9%

29.2%

25.0%

8.3%

8.0%

4.0%

2.6%

Whatarethe top three (3) factorsaffectingO K A f RedBhY(SeEctp to three (3) boxes
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Screen time/social media

Bullying

Access to mental health or substance use disorder services

Supportive family environment

Access to nutritional foods

Access to healthcare

Safe living environment

Access to dental care

Substance abuse

Physical activity opportunities

Sexual behavior

Educational opportunities

20

47.3%

38.8%

37.3%

33.4%

29.8%

23.6%

22.3%

19.7%

15.3%

12.9%

7.5%

5.6%



6. Doyoureceiveanannualhealthexam(checkup/physical)?

14.9% No

7. If no, why?(Selectall that apply)

Can't get an appointment for a time that works best for you
Don't feel you need an annual health exam

Cost

Transportation

Childcare

Interpreter services

Other (click to view)

18.5%
28.8%
33.6%
15.8%
8.2%
5.5%

16.4%

21
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8. Doyouvisitthe dentistregularly(1-2 timesper year)?

31.8% No

9. If no, why?(Selectall that apply)

Can't get an appointment for a time that works best for you
Don't feel that you need to visit the dentist reqularly

Cost

Transportation

Childcare

Interpreter services

Don't have dental insurance

Other (click to view)

18.7%

10.4%
41.8%
10.1%
3.5%
3.5%
27.5%

22.8%

22
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10. Whatpreventsyoufrom beinghealthier?(Selectall that apply)

360

Mot enough time

Lack motivation 350

Healthcare services are too
expensive

Other priorities

Lack Bccess to or can't

187
afford healthy foods

Mowhere to exercise or

168

affordable gym

Lack of appointments for
healthcare services when ..

155

Lack knowledge about

=
[
[#5]

healthy choices

Healthcare services are too

=
[
[#5]

complicated

Lack sccess to

Lo
[==]

transportation

[¥s]
L]

Mental health is too poor

Physical health is too poor

=]
[

Unemployment

o

I
|
el

nadequate housing

Feeling unsafe

un
u

nformation not provided in
my language

D.
)
o

Other (click to view)
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11. If youfeel youcouldbenefit from mentalhealth or substanceusedisorderservicedut are not
currently receiving them, please select your reason(s) for not accessing those services.

| did not need these
services or was able to

431
access services | needed

Feeling ashamed or
uncomfortable talking
about personal issues

130

Services are too expensive

Unable to find a provider
can connect with

No insurance coverage,
employer EAP, or don't
understand what my insur.

Have tried services and
. 103
they were unsuccessful
Have tried and takes too 103
long to get an appointment

Other 88

Lack of transportation - 67

Unabie to find childcare

speak the same language

Lack of providers that .

as me or share the samec

24



12. If youareaparentor guardian, do/our childrenreceivean annualhealthexam(check
up/physical/well child visit)?

5% No

e 41% | am not a parent or guardian

55% Yes e

13. If no, why?(Selectall that apply)

0.0% 5.0% 10.0% 15.0% 20.0% 25.0% 30.0% 35.0%

Can'tgetanappointmentthat worksbestfor you I 0 0%
Yourchildrenare healthyanddon't needannual I 20.0%
cost [N 0 5
Transportation || NG -0

Childcare

« internreter Senvice< | NG 32.5%

25



**Data suppressedf percentageepresentsvaluelessthan 6 to maintainconfidentiality.
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14. If youareaparentor guardian, doyour childrenvisit thedentistregularly(1-2 timesper year)?

7.4% No
40.3% | am not a parent or
gaurdian
52.4% Yes
15. If no, why?(Selectll that apply)
0.0% 20.0% 40.0% 60.0% 80.0% 100.0%

Can'tgetanappointmentthat worksbestfor you _ 20.3%

Don'tfeelthat your childrenneedto visitthe dentist - 8.7%

rantilans

Cost NN 319
Transportation [ 13.0%

Don'thavedentalinsurancethat coversmy children _ 40.6%

Interpreter Services

other |G 3/.8%
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**Data suppressedf percentageaepresentsvaluelessthan 6 to maintainconfidentiality.
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16. Within the past12 months,youworried that your food would run out beforeyou got money
to buy more.

/ 15.5% Often true

57.2% Never true 27.3% Sometimes true

17.  Withinthe past12 months,the food youboughtjustR A Riast@ridyouR A RhAVv@ ihoney to
get more.

15.1% Often true

\ -
‘ 25.0% Sometimes true
59.9% Never true /‘

18. Doyoureceiveservicedrom localagencies?

29



23.9% Yes

76.1% No
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19. Selectallthe serviceghat applyto you:

SHAP (food stamps) 66.4% ]

Food assistance (pantry, community meals) 34.9% O

Free or reduced-cost health care services 24.5% ——

WIC 23.7% o

Utility assistance 15.4%

Housing assistance (rental or shelter) 13.7%

Childcare assistance 9.1%

Other (click to view) 6.6%

Youth programming assistance (eg. Boys and Girls Club) 3.3%

General financial assistance 3.3% (]

Parent education services 2.5% (|
20. If youwere in needof assistancérom localagenciedut R A Rrgt@\vieany,wasthere a reason?
(Select all that apply)

| wasn't in need of assistance 56.3% L]

They don't offer hours that are convenient to me 4.8% L]
Information is not provided in my language 2.5% q
Transportation 7.5% -
Childcare 27% L]
Interpreter services 3.4%

My needs exceed the maximum amount of assistance 7.7%

| don't meet eligibility criteria for assistance 27.4%

Other (click to wiew), 9.4%
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21. Whodoyoutrust for healthinformation?(Selectll that apply)

Doctor or other health professional 89.3% r ]
Public Health Department 36.9% ]
Television or newspaper 5.1% e
Social media 4.1% e
Internet 11.3% -
Family or friends 26.4% .
Other (click to view) 6.5%
22. Whichof the followingemergencypreparednesstatementsaretrue for you/yourfamily? (Select all
that apply)
My family has a cell phone with a charger 90.9% Lo ——
My family has a first aid kit 66.0% O
My family has signed up to obtain real-time alerts warning for disasters  46.7% —_—
My family has made a contact list for emergencies (kids know how to 42.7% ———
call another family member and how to use 911)
My family keeps a supply of bottled water and extra nonperishable 41.4% e 5]
food items on hand
My family has a weather radio, flashlight, and batteries in our home 40.7%
My family keeps a list of current medications and important paperwork  31.5%
for each family member
My family has practiced a tornado drill at home 27.6%
My family has discussed a central meeting place 26.0%
My family has practiced a fire drill at home 21.0% L—]
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23. Age

2.9% 80+

9.5% 70-79 \ \

13.5% 18-29

‘ 22.0% 30-39

20.6% 40-49

14.3% 60-69 —

17.2% 50-59 S

24. Gender(note: Otherincludestransgendemale,transgendeffemale,gender
variant/nonconforming, and otheg please specify to maintain confidentiality)

1.4%

1.0%

26.7%

71.0%

EMale ®Female m®mOther ®Chooseotto disclose
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25. ZIPCode

Topl0 ZIPCodes

14.5%, 5 g
12.4%
10.1%
3.6% 5.5%
20% 0.9%
1 N0A N on.L
B nm

D A O Y N N O N O
\i\‘_ \{‘ \f‘ %\\_ @ \(‘ ,é?} & ’b{\ ®§ b

25.0%

2000102k
15.0%

10.0%

5.0%

?:
\2@‘ \2\‘3‘ \e@‘ \2\"0 Q;\Q) \2"‘) 'b*@ Q@’(\ ‘(\@Q K‘Z‘d\ C}Q @\
& o (< S \Q’ \}(’ @ \Q
N ST T \’5' > \fb O AT Q7 AV
Q@ QR Q&K QNN
,\Qrb ,\Q ,\r’ﬁ) /\le, <OQ Q/\ <5L @Q (-Ob‘ (,JQ C;\('\
S S & N
26. Countyof Residence
0.0% 10.0% 20.0% 30.0% 40.0% 50.0%

BlackHawk

Bremer h 3.19

Buchanan I 2.8%

Butler 1.1%

Fayette - 14.4%

34

UrbanandRuralZIP
Codes

@Urban ® Rural

60.0% 70.0% 80.0% 90.0% 100.0%
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Grundy 1.7%

Other I 2.6%
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27. Race/Ethnicityselectall that apply)

American Indian or Alaskan Native 1.9% L]
Asian 3.2% q
Black or African American 18.4% -
Hispanic or Latino 4.2% ]
Mative Hawaiian or Other Pacific Islander 3.7% 9|
White 70.7%

Other (click to view) 2.0%

28. Countryof Birth

Countryof Birth

0.0% 10.0920.0%80.0%40.0%60.0%60.0%0.0%80.0%90.0%100.0%
UnitedStates [N 55.1%

Bosnia = **

Marshallislands [l 3.6%
Mexico 1 1.2%

DemocratidRepubliofthe Congo(DRC) 0 17%

Haiti  *

Other I 3.3%
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**Data suppressedf percentagarepresentsvaluelessthan 6 to maintainconfidentiality.
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29. Education

Less than Bth grade 2.3% 1
Some high school, no diploma 5.6% =)
High school graduate 16.2% fa—
High school equivalent (GED) 6.1% @
Some college, no degree 16.4% ]
Associate's degree or tradeftechnical school training or certificate 16.5% ——
Bachelor's degree 20.9% o
Advanced degree 15.9% —J
30. Healthinsurancestatus(selectall that apply)
Insurance through a current or former employer (of yourself or family 55.7% Lo
member)
Insurance purchased directly from an insurance company (by yourself 4.6% L ]
or family member)
Insurance purchased from the Marketplace (by yourself or family 2.6% [ ]
member)
| am covered by Medicaid (lowa Total Care, Molina, Wellpoint) 18.9% ——
| am covered by Medicare 17.7% =]
VA health care 2.3% q
| am not covered by health insurance 7.6% <
One or more of my children are not covered by health insurance 0.8%

31. Howwell doyouunderstandthe benefitsoffered underyour healthinsuranceplan?

Very Well (5) 4 3

2

109
11.3%

Not at All (1)

45
4.7%



32. Numberof adultsin homeincludingyourself

60.0%

50.0%

40.0%

30.0%

20.0%

10.0%

0.0%

30.7%

One

53.2%

33. Numberof childrenin home

60.0%

50.0%

40.0%

30.0%

20.0%

10.0%

0.0%

56.2%

None

15.0%

One

Two

15.4%

Two

9.4%

Three

39

8.2%

Three

3.8%

Four

3.2%

Four

2.9%
[

Fiveor more

2.1%
|

Fiveor more



34. Whatisyour¥ | 'Y AgfossaRriualincomebeforetaxes?

Under $15,000 17.6% L
Between 515,000 and $29,999 12.4% -
Between 530,000 and 549,999 16.1% -
Between 550,000 and 574,999 16.2% -
Between 575,000 and $99,999 13.0% S
Between $100,000 and $149,000 15.2%

More than $150,000 9.5%

35. Veteran/militarystatus(selectall that apply)(note: Yes] amcurrently servingn activeduty and Yes, |
am currently serving in the Reserves or National Guard were combined to maiotdidentiality)

0.0% 20.0% 40.0% 60.0% 80.0% 100.0%

Yes) amcurrentlyservingon activeduty, in the

| 0.9%
Racaniac nr Nlatinnal (Siniard
Yes| amaveteranwho servedon activeduty I 3.7%
Yes] amaveteranwho servedin the Reservesr | 0.8%
Nlatinnal (Giiard '
Yes| amaretiree from the military | 0.7%

No, | haveneverservedin the military _ 91.9%

Prefernot to answer I 2.8%
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AppendixB

EconomicStability

Overall Social Vulnerability' 0

R

[res—
(Top 40 VI 22 Btz dnb

The SocidVulnerability Index measurdésew well communitiexan prepare for andespondto
RA&lIFIA0GSNE YR O2yaARSNABR FILOG2NR GKIFG FFFSOU
categories: socioeconomic status, household characteristics, racial and ethnic minority status,
andhousingtype andtransportation.Iln the map,darkercolorsindicateareaswith highersocial
vulnerability.
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Percent(%)

Lost Job or Less Hours By Race and LostJobor LessHoursBy AgeGroup

Ethnicity
35.0%
35.0%
30.0%
30.0% 25.0%

2%

25.0% 1|%> l 20.0% 198%

20.0% I I 19806 15.0% I I I 1% Wl

- O N D > > iy I x

15.0% g@s % @3 36 & ‘OJQQ,O\ 10.0% ‘\;,@5%\0% (0\0‘5 %\339.5%@;3% oL @
& O X P P P @

10%@@7 5%

5.0% 0.0% 3.6%

Percent(%)

0.0%
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35.0%

< 30.0% 22.6%

S 250% 1050 15.4%  14.6% 16.8%
) ' 0

2 ' 9.8%
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15.0%
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Data from the Behavioral Risk Factor Surveillance System (BRFSS) is shown above for a question
about job loss or reduced work hours in the past 12 months. The figures shown reflect those
whoansweredd | S & érebrofdrdown by race/ethnicity,agegroup, andncomelevel. The
resultshighlightdisparitiesamongBlackandHispaniaespondents, individualaged18-34, and

those with lower incomes. The highest proportion of job or hour reductions is within the

$25,000%$34,999ncomerange;however,anyhouseholdncomeunder $50,000exceedgshe
overall average of 10.5%.
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Unable to Pay Bills By Race and

Unableto PayBillsBy EducationLevel
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Unableto PayBillsBylncomelLevel
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BRFSS respondents were asked if they were unable to pay their bills in the last 12 months.
Resultsare shownfor individualswho answeredd | Sditiat question.Datawasdisaggregated
by race and ethnicity, age group, income level, and education for each question. Black or
African American individuals, income levels less than $34,999, those with less than a high
school education, and those ages 18 to 54 were the groupwisigadisparities.
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Utilities Shut Off By Race and
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Utilities ShutOff By EducationLevel
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Utilities ShutOff By IncomelLevel
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BRFSE&spondentsvere alsoaskedif their utilities were shutoff in the last 12 months. Results

INE aK2gy F2NI AYRADGARIzZfa4 6K2 FyagSNBR a, Sat¢
same groupsisthe questionregardingbeingunableto paythe bills. Theresultswere similarto

thosefrom the previousquestion, withBlackor AfricanAmericanindividuals, incomdevels less

than $34,999, and those with less than a high school education showing disparities. The age
groups affected had some slight differences with @654-year-olds more likely to have their

utilities shut off.
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Unemploved - Civilian labor force | In labor force | Population 16 vears and over | EMPLOYMENT
STATUS
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ThemapabovedisplaysCensuslatafor individuals whare unemployedwithin the laborforce,
organizedoy censudract. Tracts 1§21%)9 (10.2%), 1§9.9%),17.01(9.3%)2 (9.2%), and

(9.2%) show the highest unemployment levels. Most of these tracts are in eastern, southern,
and northern Waterloo.
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Percentof Household€ExperiencindRentBurdenby ZIPCode, 2022

70.0%
57.9%
60.0% 56.3%
50.0%
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Rent burden is defined as spending 30% or nafreousehold income on rent. According to
five-year Census data for 2022, ZIP codes 50703 and 50613 have the highest rates of rent
burden in the county. Overall, most ZIP codes experienced an increase in rent burden from
2021to 2022,exceptfor 50703.Despitea slightdecrease50703remainsconsiderablyhigh.

$70,000

$80,000
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Median by ZIPCode,2022
Househo

Id
Income $72,239

$58,418 $58,939

$62,329 $60,130
$60,000
$44,834
$50,000
$40,000

$30,000

USCurrency($)

$20,000

$10,000

BlackHawk 50613 50701 50702 50703 50707
County

Median household income is also tracked by the Census. BHC has a lower median household
income than the lowa and U.S. averages. In BHC, median household income has risen across all
ZIPcodesfrom 2021to 2022.However,ZIPcode50703consistentlyhadthe lowestmedian

household income.
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60.0%

50.0%

30.0%

20.0%

10.0%

Did not seea doctor for a checkup Did not intend to get pregnant

60.0%
50.0% 47.7%
40.0%
25.5%
17.2% 30.0%
10.2%
20220verall Incomebelow Incomeabove Incomebelow Incomeabove

The lowa Barriers to Prenatal Care Survey is conducted at lowa hospitals to understand the
care new mothers receive during pregnancy. In 2022, 25.5% of BHC mothers surveyed did not
see a doctor for a cheakp 12 months before pregnancy. When looking at $etwold incomes
below $20,000, 35.1% of mothers did not see a doctor beforehand, and 47.7% of mothers at
this incomelevelreported an unintendedpregnancycomparedto 10.2%of thosewith

incomes abové&70,000.Further,mothersin the lowestincomebracket consistentlyeported

the highest number of stressors. Options given for stressors included:

=

=A =4 =4 4 -4 -4 - -4 -8 - A

Aclosefamilymemberwasvery sickandhadto be hospitalized
Afamilymemberor closefriend died

Afamilymemberor closefriend hadabadproblemwith drinkingor drugs
| arguedwith my husbandor partnermorethan usual

| got separatedor divorcedfrom my husbandor partner

I hadalot of bills| couldn't pay

| lostmy job

I movedto anew address

| washomeless

My husbandor partnerlosttheir job

My husbandor partneror | went to jail

My husbandor partner saidthey didn't want meto be pregnant
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Stresgrequencypy IncomeLevel

40.0%
33.8%

30.0%

14.2% 0
| . B l 1 -
) 8.6%
- . . . .
= I

Alwaysor Usually

m20220verall W<$20,000 m $20,000$24,999

- $25,000$34,999 - $35,000$49,999 - $50,000$74,999
] ] ]

52



Sociallyisolatedby IncomeLevel
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The BRFSS hiur questionsrelated to stressand social determinantsf health. Thegraphs
abovefocuson two of the questions: stresfrequencyin the past 30daysand perceivedsocial
isolation. Both were measured usingfikd2 A y i aOF £ S& NI y3aIAy3d FNRBY dab.

Responsesfd | f ¢ &andd !¢ a dzvdreic@mbined,aswered w I NBdG&ES GSahives
broken down by race/ethnicity, age group, sex, and income level. Households earning under

$20,000hadthe highestproportionofa ! f & bré& f & dzke§pbnéedor both questions.
Differences by race/ethnicity and age group were present but less pronounced, and sex
differences were minimal.

Community survey data shows that 69.1% of respondents believe that jobs and a healthy
economyrequireimprovement,rankingit third amongthe mostimportant factorsfor a healthy
community. *no image
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InequitableFoodAccess

25.0%

Food Insecurity, 2022
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Data on food insecurity for BHC by age group and average meal cost was retrieved from

alL) 6KS aSkf DFLI 6SoLJ ISP ¢
over timesince 2017, but evemore since 2020. In 2022, BH@bd insecurity datdor children

andall ageswere higherthanthe lowalevel. While child food insecuritydecreasedn lowafrom

2018 to 2021, it increased in BHC from 2018 to 2020. Both overall and child food insecurity
increased in 2022 at local, state, and national levels.

CSSRAY 3

I YSNRA OI Q&
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. Percent Food | 2020
Food Insecurity, Black Hawk County Census Tracts, 2020 ;;zn cod Insectre e

.

Foodinsecuritywasalsoshownby censudract from data byFeedingAmericain partnership
with NEIFB. Food insecurity in BHC census tracts ranged from 6% to 42%. The census tract with
the highest impact is census tract 1 (42%), which is in east Waterloo.
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NEMS Scores, Black Hawk County, lowa
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MNEMS Ranking
M Best
Above Average
Average
M Below Average
W Worst
° W Mo Data

NEMS was a survey performed by UNI that
assessed the foods being offered at local
establishmentsellingfood, suchasgrocerystores
andgasstations,but not restaurants Basedn the
foods that were offered, each establishment
NEOSAOGSR |y 2@SNItf NI¥aGAy3
The first map shows the locations and overall
rating for each store assessed based on color, and
the second map shows the location and overall
ratings of grocey stores only. Since this data was
collected, two grocery stores have closed in east
Waterloo, or ZIP code 50703.
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Food Would Run Out

57.4%
Nevertrue

Food Didn't Last

Sometimes true

Often true '
147%

Never true
60.2%

Concernedoodwould run out
(Sometimes or Often True)

Agesl8to 29:56.2%
Black:58.3%

Burma:81.3%

DRC62.5%
Marshalllslands84.9%
Incomeunder$15k:82.3%
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Do o o To Do Do Ix

Fooddid runout,andlAEAT 8 O

have moneyto buy more
(Sometimesor Often True)

Agesl8to 29:50.7%
Black:59%

Burma:73.3%

DRC62.5%
Marshalllslands90.3%
Incomeunder$15k:80.8%
Receivindocalservices74.2%

Do Do o Io Do Do Ix

Food insecurity was assessed in the community survey through two questions, and each
guestion was disaggregated by age, race and ethnicity, country of birth, and income level.
Resultsshownarefor individualswho answeredd { 2 Y S & NYdB@&h T ¢ RJuS éither

guestion.

Percent(%)
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Food Ran Out Before End of Month and | 2 dzt Afgr@HalancedVieals
[ 2dz2 Ry Qil . dz2 a2 NJ
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100.0%  g5895 85.4%
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20.0% 10.9%
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True

BRFS&:spondentsvere askedsimilarquestionsin 2021and2022.1n 2021,14.2%answered
G{2YSGAYSa ¢NUzS¢ 2NJ ahFaGSy ¢NHzS¢ G2 | ljdzSadaz
SYR 2F (KS Y2y (K FyR (GKSe& O2dzZ RyQil o6dz2 Y2NB O
gl a a{2YSUAYSa ¢NXHzS¢ 2NJ d&h @ baBntedinbidigData édotdd & G K S
not be disaggregated due to a lower BRFSS sample size in 2021.

58
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In 2022, participantsvere just askedf food ran out duringthe last 12months,andthey could

not afford to buy more. Response options were-pdint Likert scale. Those who answered

Always, Usually, or Sometimes were more likely to be Black or African American, Hispanic, ages
18-24, have dower incomelevel, and hava lower education level. Differencéy sex were

minimal.
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Foodstamp®By Sex Foodstamp®y EducationLevel
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BRFSS participants were also asked if they had received any food stamps in the last 12 months.
Proportionsshownarethe individualswho answereda & Saithiat question. Theywere more

likely to receive food stamps, if they were Black or African American, ages 25 to 54, female, or
had a less than high school education. Income results were as expected, with those with lower
income more likely to receive food stamps.
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VegetableConsumptiorOne or More Timesa Day,2017-2021
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Fruit Consumption One or More Times a Day, 2017-2021
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BRFSparticipantswere alsoaskedhow manyservingof fruits and vegetableghey ate daily.
Data is shown for 2017, 2019, and 2021, but is not ableetdisaggregated due to lower
counts for each of these years. Overall, yaayear responses for BHC and lowa have not
changedmuch.However, peoplavere more likelyto saythat they were eatingvegetablesiaily
than fruits.
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No TransportationBy EducationLevel
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BRFSS respondents were asked if they had any problems accessing transportation in the past
yearfor work, appointments,andanyactivitiesneededfor dailyliving. Resultsshown

individuals who answered | Sditlat question.Data waslisaggregated bgace and ethnicity,
agegroup, income level, and education level with disparities shown in all categories. The
largest disparity was for people who make less than $20,000. Black individuals, those-ages 18
24, and those with less than a high school education were also moretlikieyaffected.
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In the community survey, respondents were asked if there was anything that prevented them

from beinghealthier.Whiletransportationwasranked10 of 16in the overallresults,it was the
second most important factor for those with an income under $15,000.
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Anotherquestionin the communitysurveydisplaysssueseedingimprovementin order of
importance.Transportatiorwasranked11 of 13in the overallresults, butrespondentsvho
identified as Marshallese or Burmese indicated that it was the most needed improvement.
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Respondentsvere alsoaskedin the communitysurveyreasonsvhytheyR A Ry Q (ineedegd O S & &
mental health services. Transportation was ranked #9 in the overall results, but it was the top
reason for those with an income less than $15,000.
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“ Thismapaboveshowsthe proposednew
“ 1 bus routes for late 2024 into 2025, which
were changed in response to a survey
performed by MET Transit in 2023, in
| which most respondents stated that
L current service did not meet their needs.
= = The map also shows census tracts with
= My | the proportion of indviduals with an
income less than $15,000. Red census
| tracts have a higher proportion of with a
| median income of <$15,000. The map
‘ ofip.. highlights that census tracts with the

lowa DJR Esci, TomTom, Garmin, SafeGraph, METI/MASA, USGS, EPA, NPS, USDA.
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TRANSIT IS IMPORTANT TO THE COMMUNITY

Responses from March 2023 Community Survey
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For the Community Context Assessment,
pedestrian access to different frequently
accessed resources in east Waterloo was
assessed. Full results can be found in the
: A | Community Context Assessment Summary. It
y A timest—) was noted that due to higlspeed traffic at a
/ “, ”’% e @ busy ntersection (Franklin Street and Mullen
J S Q Q e i @ Py chuch Ve Ave), there were pedestrian safety concerns
I %, G w9 . around the Salvation Army. Both the Salvation
¢ Army and Franklin Street are undergoing
“Laidhe  construction to improve safety. These actions
include creating a new parking lehtrance for
°‘/ the Salvation Army and a sidewalk from the
bus stop. Upgrades to Franklin Street will
improvesafetyfor both pedestriansand
bikers.
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ThemapshowsCensusracts whereindividualshaveno vehicleavailable Thedarkerthe blue,
the higherthe likelihoodindividualshad no vehicleavailableto them. Censudractsranged
from 0% to 11% with no vehicles available. Census tract 1 in Waterloo had the highest
proportion (11%).
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BehavioraHealth:Treatment,PreventionandRecovery

Mental Health Symptoms in the Last 30 Days, 2017-2021
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BRFSS participants were asked if they had experienced certain mental health symptoms in the
last 30 days.Symptomsncludedfeelingdepressedhopelessrestlessworthless,nervous,and

feeling that everything was an effort. Between 2017 and 2019 there was a jump for every
symptom. In 2021, proportions decreased slightly, except for nervousness which slightly
AYONBI aSR® |1 26SOSNE GKS RSONBI aSante NBSyY Qi
levels, showing they are staying high.
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Mortality By Age,SelectedCausef Death Intentional Seltharm
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The lowa Vital Records mortality data was broken down by the top 15 causes of death by ICD
10 code, and shown here are the results for intentionalkalim (suicide), using IGID codes

X60 to X84. The data showed that 83% were men. When broken dowrepthage was

limited data for those younger than 25. The age group with the highest proportion was 45 to
54 yearsasthey represent21.3%of the intentional selfharm (suicide)humbers butmakeup

10% of the population based on Census counts.
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Mental Health Disordersby Age Group
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The IHA isa networkof hospitals in lowa
that report data to the state based on
reporting requirements. We reviewed
ICD10 codesfor mentalhealthdisorders
and broke them down by age and sex.

For anxiety disorders (codes starting with
F4), patients aged 0 to 18 made up the
largestproportion. Mood disorders

(codes starting with F3) had a right
skewed distribution with more diagnoses
in the age groups younger than 35.
Substance use disorder diagnoses (codes
starting with F1) were low in ages
younger than 25, and higher in ages 45 to



75

64. Males made up 65.9% of the
substance use disorder patients.

Datafrom the lowaDrugControlStrategy
and Drug Us®@rofile showed the primary
substance of abuse for lowa adult and
juvenile clients screened or admitted to
substance use disorder treatments. The
highest proportion was alcohol at 41.8%,
followed by meth at 23.8%, and
marijuanaat 23.2% Heroinaccountedor
3.6% and 10% for other substances.



Mental Healthnot Good,18 to 24 YearOldsby Sex
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BRFS&spondentsvere askedif their mentalhealthwasnot good,andfor how manydaysif it

was not good in the last month. Most respondents report that they had O theeis mental

health was not good. Women had more days where mental health was not good compared to
men, and the same was seen for those ages 18 to 24 compared to other age groups. The
demographic group that had the highest proportion for 14 or more dagstal health was not

good was women aged 18 to 24 at 38.6% compared to the overall proportion of 13.5%. 10.1%
of men aged 18 to 24 responded with 14 or more days mental health was not good. Those with
an income less than $20,000 were also more likely to say that their mental health was not good

(33.8%).
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AverageDailyScreenTime, 2021
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BRFS&spondentsvere askedabouttheir averagedaily screentime(TV,phone,computer,
etc.). The highest proportion is 5 or more hours (not including work time). This concern also
came up in the community survey for the top health factor for children.
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HeavyDrinkingof Alcohol
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BRFSS respondents were asked about their
HeawyDrinkingof Alcohol alcohol c_ongumptlon, apd_ <_3Iata displayed .|s for
heavy drinking. The definition of heavy drinking
35.0% (per BRFSS) for men is having more than 14
30.0% drinksperweek,andwomenhavingmorethan 7
S
= 25.0%
8
T 20.0%
o
150% goy 98% g3 84% 719 drinksperweek.Additionally womenhavingl
10.0% or more drinks per day and men having 2 or
l more drinks per day should be considered,
0, - 0 -, .
>0% although this definition was not used in the
0.0% BRFSS data. Higher income ($75,000+) appeared

to have higher proportions than incomes lower
than that threshold. Men are alsmore likely to

say that they drank heavily compared to
women.
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HeavyDrinkingof Alcohol
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Ethnicity

31.3%

23.3%

21.6% 19.8%

FourACEs
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BRFS®articipantswere askedif they
had experience@ne ormore adverse
childhood experiences (ACEs). Those
who have experienced 4+ ACEs are

more at riskfor adversehealth

outcomes. 2022 ACEs data was
disaggregated by race and ethnicity,
age group, and income level. Those
most affected were those who were
Black or African American, ages 25 to
34,andthosewith anincomelessthan

$20,000, followed by those with an
incomebetween$25,000and$34,999.
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BRFS&spondentsvere askedif they were satisfiedwith their life, andresponseoptionswere

on a 4point Likert scale. What is shown is the proportion of those who said that their life was
dissatisfying or very dissatisfying. Those who were most affected included those who identified
as Black, who were ages 18 to 24 or 45 to 64, or hadamnia less than $25,000. When
disaggregated by sex, the difference was negligible.
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BRFSS has 4 questions related to stress and social determinants of health. The two questions
shown are stress frequency within the last 30 days and how often the person felt socially
isolated, both of which were represented bypbint Likert scales. Thegponses representing
Always and Usually wemmbined, asvell as Rarely or Never teduce data suppression and
makethe analysismore meaningful Disaggregatiomvasdonefor raceand ethnicity, agegroup,

sex, and income level. The Always or Usually response combination for income level is shown
as it had some of the highest disparity levels. For both questions, income levels of <$20,000
had the highest proportion for the Always or Usually responses. For race and ethnicity and age
group, while there were some differences, they were less extreme than the income level
responses. Differences by sex were minimal.
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Acces$o Healthcare
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14 6%

Respondents to the community survey were asked if
theyreceive amnnual health exam. If they wersable

to, they had an additional question to understand their
barriers. Younger age groups and people with lower
incomelevelswere lesslikelyto visitadoctor,aswell as
respondents bornn Burma andespondentsorn in

the Marshall Islands. Some of the top reasons given
GSNBE Ozailx GKIG (GKS@& R2yQi
health exam, and that they were unable to get an
appointment at a time that works best for them.

Community survey participants were also asked if they visited
the dentist regularly (£ times a year) and what tHearriers
wereif they hadnot. Thegroupsaffectedthe mostwerethe
sameasthosewho werelesslikelyto visit a doctor. The top
barriers were cost, not having dental insurance, and not being
able to get an appointment at a time that works best for then

ProportionReceivingan AnnualHealthExamby Race

85.4% 88.6% 86.9%
I I I 64.3% 64.0% 61.3%
I -
Overall White Black Asian Multiracial Native OtherRace
Hawaiian or
OtherPacific
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A similar question was asked in BRFSS if participants had been able to visit the dentist in the

past year, with nearly the same proportion saying no. When disaggregated, the groups most
affectedwere lowerincomelevelsandlower levelsof educationalattainment. Other

populations that were impacted but not as significantly were: people ages 18 to 34 (39.2%),
those who identified as Black (39.8%), and those who identified as Hispanic (38.3%).
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BRFSS respondents were asked if they ever had any teeth removed due to decay or gum
disease (orthodontics and other causes were excluded). Those who had teeth removed for
thosereasonsvered NJR arhogeivho hadlessthan a highschooleducationandanincome
below $25,000were the mostlikelyto be affected. Nasignificant differencesvere seenby sex

or race and ethnicity. The age group most likely to be affected was 65+.
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Could not see a Doctor Due to Could not see a Doctor Due to Cost

Cost by Race and Ethnicity Income Level
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BRFS&:spondentsvere askedif they couldnot seea doctor dueto costin the last year. The
largest disparities were by race and ethnicity (Black or African American and Hispanic), age
group (2534), and income level (less than $25,000).
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Did not seea doctor for a checkup
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In the Barriers survey, participants were asked if they were able to see a doctor 12 months
before pregnancyOnaverage 25.5% weranot ableto seea doctor. Whendisaggregatedby
income,35.1%of thosewith anincomebelow $20,000did not seea doctor 12 monthsbefore
pregnancy compared to 17.2% for those earning above $70,000.
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There was an increase in the proportion of BRFSS respondents diagnosed with cancer from
2021 to 2022. Respondents identifying as female were asked in 2022 if they had a breast
cancer screening at ages 40 and 50 within the past 2 years. When disaggregasee bnd
ethnicity, Hispaniandividualswere lesslikely tohavebreastcancerscreeningoerformedat age

40 than individuals of other races. No significant difference by race and ethnicity was noted for
breast cancer screenings performed at 50.
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BRFSS participants were asked if they had any colorectal cancer screening in 2022. 76.4% of
individuals had at least 1 test within the recommended time interval. Hispanic individuals and
thoseaged45-54 werethe least likelyto havehadat least1 screeningwithin the recommended

time interval, 37.5% and 47.1% respectively. No significant difference was shown by income
level. Those with less than a high school education were the least likely to receive a screening

(66.7% compared to overall average of 76.4%), but tiferdnce was less extreme than those
by race and ethnicity and age.
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HousingStability

Accordingo the communitysurvey,safeandaffordablehousingrankedsecondamongareas
most in need of improvement, with 77% of respondents identifying it as a priority.

lowaHHScreateda mapdepictingleadexposurerisk. Thisnaphighlightsareasat higherrisk

based on age of housing (houses built before 1949) and childhood poverty. Parts of Waterloo
show the highest risk. Cedar Falls has regions with moderate risk. Rural regions generally
exhibit lower risk, except for the eastern portion of the countyjethis at a moderate risk.
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HomeownershipRates
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(71.8%) but is simildo the U.Saverage(65.2%). Censugsact23.03,Sy O2 YLJI daAy3 ! bLQ
campusandtract 1 in downtown Waterloohavethe lowestratesof owner-occupiedhousing

rate (tract 23.03 at 12.5%, tract 1 at 14.5%).
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Rent burdendefinedasspendingover 30%of householdincomeonrent, is prevalentin central
andnorthwesternpartsof the county.Onthe map, darkcolorssignifya higherproportion of

rent burden, and census tracts with diagonal lines are tracts where rent is $1000 or higher for
median rent. When examining rent burden alongside median rent by census tract, it becomes
clear that even areas with lower median rent can experience signifrezu burden.
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risk for lead exposure map created by lowa HHS.
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ChronidDisease

Location

Cancer Invasive Incidence, 2010-2019 I Biack Hawk County
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ThelowaSurveillanceEpidemiologyand EndResult SEERYanceRegistryis a database with
informationon cancergdiagnosedn lowa. Thedataavailablewasanalyzedoy the SEER Cancer
Registry and released publicly. The graph above shows invasive cancer incidence (cancers
diagnosed at stages4) from 2010 to 2019, demonstrating an overall increase in invasive
cancer incidence over time.
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Thetop 6 invasivecancer rategor eachraceare shownabove.Disparitiescanbe seenfor Black
individuals for the following groups: all cancers, prostate cancer, lung and bronchus cancer,
colorectal cancer, and liver and bile duct cancer.
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Race

Late Stage Cancer Incidence, 2016-2020 I 20 Reces
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Latestage cancer incidence was also shown for selected cancers. This data was repohied to
National Institutes for Health (NIH) by the lowa SEER cancer registry, and analyzed by the NIH,
who alsoreleasedt publicly. As withnvasivecancerincidence disparities carbe seenfor Black
individualsfor lungandbronchuscanceraswell ascolorectalcancer. Whildoreastcancer

(female) is more likely to be diagnosed among white women, it is more likely to be diagnosed at
a later stage in Black women. Other cancers could not be disaggregated due to low counts.
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Rars

Cancer Mortality by Race in Black Hawk Gounty, 2015-2019 i
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Thegraphaboveshowsthe top 6 cancermortality rates disaggregatealy race. Disparitiefor
Blackindividualscomparedto White individualsand All Racesare seenfor all cancersshown.

EverDiagnosedvith Diagnosed with Diabetes
Diabetes by Raceand Ethnicity,2022
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More BRFSS respondents reported having been diagnosed with diabetes from 2021 to 2022.
Diabetes diagnoses were also disaggregated by race and ethnicity, as diabetes came up as a
chronicdiseaseconcernin the communitysurveyfor Blackor AfricanAmerican respondentas

well as a few other groups. The graph above on the right shows that Black individuals were
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more likely to report having been diagnosed with diabetes. This BRFSS data highlights the
concern identified in the community survey.
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Encounterdor Diabetesby Raceand Ethnicity
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Type 2 Diabetes (ICID Code E11) was also a diagnosis assessed in the IHA inpatient data, as
madeup the largestproportion of alldiabetesdiagnosesDatawasdisaggregatedby race and
ethnicityaswell asZIP code. Proportions f@lack orAfrican American individuals as well as
those from ZIP code 50703 were larger than Census proportions, highlighting an impact on
these groups.

DiabetesMortality by Raceand Ethnicity
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DiabetesMortality by ZIPCode
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Diabetes mortality from the Vital Recorddortality data (ICELO Codes EOG84) by race and
ethnicityandZIPcodeis shownabove. Trendsanbe seenfor both Blackor AfricanAmerican
individuals and those from 50703. These trends are similar to the IHA inpatient data.

Disability Proportions by Year,
2021 and 2022
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Disability rates for BHC, lowa, and the US were similar between 2021 and 2022. However, in
2021, the BHC proportion was higher than both the lowa and US proportions, while in 2022 it
was similar tahe US proportion. When disaggregated by disability type, the most common
disabilities in BHC were cognitive difficulties, ambulatory difficulties, and independent living
difficulties. When disaggregated by race and ethnicity, proportions for BHC weeelik®the

US level in most cases, with the lowa level being lower. For Asian individuals, the proportion
washigherthan both the USandlowalevels.ForTwoor More Racesthe BHQevelwasmore

like the lowa level, with the US level being lower.
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Obesityby Raceand Ethnicity,2022
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BRFSS respondents were asked questions about their height and weight, and from this
information, BodyMassIindex(BMI)wascalculatedto find obesityproportions. BH@atawas

calculated using BRFSS respondent data, and lowa data was collected from the lowa HHS Public
Health Tracking Portal. From 20t52022, obesity proportions in both BHC and lowa

increased at similar rates, with the proportions in 2022 being the highest. Additionally, when
disaggregated by race, the proportion of Black respondents who were obese was higher than

the proportion of whie respondents who were obese for BHC. For lowa, however, the

proportionswere similarbetweenBlackor AfricanAmerican andvhite respondentsvho were
obese.

11



InfectiousDisease
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AdolescentimmunizationRates
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Immunization rates for BHC and lowa were retrieved from the lowa Public Health Tracking
Portal. Two age groups;\&arolds and adolescents, are typically assessed to see if they have
receivedthe full vaccineseriesfor their agegroup. Fotwo-year-olds,they are expectedto have

4 DTaP, 3 Polio, 4 Pneumococcal, 3 Hib, 3 Hepatitis B, 1 MMR, and 1 varicella. If all these are
present, they are considered to have a completed vaccine series. Adolescents are defined as
individuals aged 13 tb5and are expectetb have 1 Tdap, Blep B,1 meningococcal, MR,

and 2 varicella. The trend for twgearolds shows that the vaccination rate has been declining
over the last several years, for both lowa and BHC. However, the vaccination rate in BHC
remains a little higher than the state of lowa. The trend for adoénts shows a slight decrease
overall from 2020 to 2023; however, the rates in 2019 for both BHC and lowa were lower than
GKS NI GSa Ay HAanHo® ! ALAYT GKS NradSa F2NJ .1/ N
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Percent2 YearOldsVaccinatecby ZIPCode
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Data for immunizations of twiearolds was pulled from Immunization Registry Information
System (IRIS). Disaggregation was performed by race and ethnicity and ZIP code. Population
groups for races that had less than 100 total individuals (American Ifdaska Native, Native
Hawaiian/Pacific Islander, Asian, and Other Race) were combined into the All Other Races
category. Asimilarmethodwasusedfor ZIPcodes. Thgroupsthat consistentlyhadthe lowest
proportions for raceand ethnicity were Black anill Other Races. Theveere fewer disparities
across ZIP codes than by race and ethnicity, but generally children from rural ZIP codes were
vaccinated at slightly higher proportions than urban ZIP codes. The proportion of children
vaccinated in ZIP code 50703 was slightly Iavan for other ZIP codes.
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PercentFullyVaccinatedAdolescentdy Raceand Ethnicity
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Data for the adolescent age group was similar to the-fwgarolds, with the exception that the

All OtherRaces category does not include Asian individuals, as there were more than 100 total
in this group. Some smaller ZIP codes (50643, 50651, and 50707) also had more than 100
individuals and were included in the graph. The race and ethnicity groups thah&aowest
vaccinationproportionswere All Other Racesaand Asian.ForZIPcodes the trend wassimilar to

the two-yearolds: therewere less disparities across ZIP codes, and those from rural ZIP codes
were vaccinated at higher proportions compared to urban ZIP codes.
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Adult Vaccinations2021and 2022
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BRFSS respondents were asked about immunizations they had received as an adult including
influenza, pneumonia, and COVID in 2021 and 2022. Questions about tetanus vaccines were
only asked in 2022nfluenza vaccinewere assessedbr adults 18and older and5 and older,

while pneumonia shots were only assessed for adults 65 and older. Proportions of those
vaccinatedvere similarfrom 2021to 2022.Whendisaggregatedby raceand ethnicity, Blaclor
African American respondents were less likely to be immunized for tetanus, OV4and
influenza 18+. Hispanic individuals were less likely to have received a tetanus shot.
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ChlamydiaRates
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BlackHawkRate 776 757 890 767 840 778 661

200
lowaRate 443 467 508 478 495 458 428

lowa Public Health Tracking Portal dataatamydia showsatesfor lowa and BH@om 2017
to 2023. Thdrend appears to belecreasing for both BHC ahalwvasince 2021; however, BHC
still hasa higherrate comparedto lowa. Thanostrecentyear of datashows aifferenceof 661
per 100,000 in BHC and 428 per 100,000 in lowa.
GonorrheaRates
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2017 2018 2019 2020 2021 2022 2023

BlackHawkRate 239 310 375 450 394 248 216

lowaRate 120 154 168 219 203 140 117

lowaPublicHealthTrackingPortaldataon gonorrheashowsratesfor lowaand BHCfrom 2017
to 2023. The trend for both lowa and BHC has increased from 2017 to 2020, and decreased
from 2020 to 2023. The rate in BHC in 2023 was 216 per 100,000 compared to lowa with 117

per 100,000.
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SyphilisRates
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lowaPublicHealthTrackingPortaldataon syphilisshowsratesfor lowaand BHCfrom 2018to
2023. The syphilis rate has been increasing for the past several years at the state level.

Althoughthe BHQate ishigherthanL 2 ¢ kh&@caseratesfrom 2021to 2023havebeen
steady while the lowa rate is increasing.

Due to increased rates of congenital
syphilis, theCDC recommendkat all

& 49 womenwho are pregnantbe tested

o 0 oy . . .
for syphilis at multiple points during

. 12
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pregnancy if they live in a county
where the primary and secondary

syphilis rate among women ages-15
44 is 4.6 per 100,000 population or
higher (see References). In 2022, the
Barriersto PrenatalCaresurveyasked
mothers if they were tested for
syphilis during their pregnancy. 40.2%
said they were. It should be noted that
this is a new recommendation
implemented in 2024, and BHCPH
plans to monitor this metric to see if
more mothers indicate they were
tested during pregnancy.



CulturalandLinguistidnclusivity

Grade 3 Language Arts Proficiency by School Year

100.0%
90.0%
80.0%
70.0%
60.0%
50.0%
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|
|
|
0.0% Cedarfralls Dunkerton Hudson Union Waterloo lowaAverage
20172018 84.5% 65.0% 76.6% 82.6% 53.2% 74.4%
20212022 80.6% 84.6% 61.4% 69.8% 51.9% 64.2%
20222023 83.9% 86.4% 50.0% 79.0% 52.7% 65.1%
20232024 78.4% 63.6% 59.4% 77.3% 54.4% 62.6%

The lowa Department of Education gathers data on grade 3 language arts proficiency for each
publicschool. Therare disparitiesby raceand ethnicity and program,but all groupsreflectthe
district disparity with Waterloo schools having consistently lower proficiency and Cedar Falls
having higher proportions. Dunkerton and Union schools vary, but have a similar average to
lowa or above. Another observation is that Hudson schools prafigi@as dropped in recent
years. Note: no data was released for 2289, 20192020, and 2022021 school years.
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The lowa Department of Education collects
data on ELL in public schools. The word
cloud above shows languages spoken by ELL
students across lowa. Locally, many
languages are spoken by ELL students
includingBosnianBurmeseCreoleHaitian,
French, Karen languages, Marshallese, and
Spanish.



GraduationRatesby SchoolDistrict

100.0% \/\
ﬁ/l?

95.0% /

90.0%

— ~,
2018 2070 2020 021 2022 2023
CedarfFalls 96.8% 95.7% 95.7% 93.0% % 92.2%
85.0%
Dunkerton 92.3% 100.0% 91.4% 97.4% 87.2% ‘w.o%
Hudson 97.7% 100.0% 100.0% 98.5% 100.0% 97.7%
Union 90.4% 97.9% 97.0% 97.4% 93.6% 93.6%

Waterloo 84.2% 82.9% 85.8% 81.1% 77.7% 71.7%

ThelowaDepartmentof Educationcollectsdataon graduationrates. Dataon the publicschool
districts from 2018 to 2023 show that graduation rates vary across years. However, there is a
disparity between the rates of the other school districts and Waterloo. Waterloo schools
averaged 80.6% graduation rate between 2018 and 2023 wlthier publicschool districts
averaged at or above 94.2%. Most graduation rates decreased from 2022 to 2023.
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Censuslataon educationalattainmentshowsthat while HSgraduateproportionsare higherin
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and the US.
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Levell Literacyby AgeGroup,20122017
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Levell Literacyby EducationLevel,2012-2017
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The Program for the International Assessment of Adult Competencies (PIAAC) is a test
administeredaboutevery5 yearsto assesproficiencyin different areasincludingadult

literacy. Results from 2012/14 (results from these two specific years are always combined to
form one group) and 2017 were combined in a model to produce sanadlestimates at the

state and county levels. In the PIAAC framework, there are levels 0 through 5, with 0 being the
lowest level and 5 being the highest. Level 1 represents adults that can read short, clearly
organized texts or web pages with few distractpeasily spot obvious details like a key word
or link, and finish simple onstep tasks. Proportions of those at or below level 1 literacy levels
are shownby agegroupandeducationalattainment,anddemonstratethat older agegroups
(45andolder) and lower educational attainment (less than high school education and high
school education) are more impacted than others.
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PIAAGiteracynationalresultsare shownby levelandyear. Proportion®f adultstestingat
level 1 has been increasing from 2012/14 (combined to form one group) to 2023, and
proportions of adults testing at level 3 is decreasing during the same time period.
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NationalPIAAGesultswere also disaggregatdu, raceandethnicity andnativity status. Those

who identify as Black, Hispanic, or Other Race are more likely to be at or below level 1 than
thosewho identify aswhite. Allracialand ethnicgroupswere more likely to test at orbelow

level 1 in 2023 than in previous years. The same trend is seen for nativity status. Foreign born
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respondents were more likely to test at or below level 1 than native born respondents. Both
groups were more likely to test at or below level 1 than in previous years.
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In the community survey, 2.8% of respondents said that they did not receive mental health
servicedueto alackof providersthat speakthe samelanguageor sharethe sameculture.

Also, 10.5% of respondents said they did not receive services due to being unable to find a
provider that they connect withtno image

13.8% All publicly available
materials are translated into
other languages

3.4% Not applicable (we do not
have publicly available materials) \

13.8% No publicly available
materials are translated into
other languages

31.0% Most publicly available
materials are translated into
other languages (e.g., when
conducting outreach to various
populations or when hosting
events for various populations)

37.9% Few publicly available
materials are translated into
other languages (e.g., only when
requested)

10.7% All publicly available
materials are in accessible
formats (e.g., Braille, large print,
udio, accessible PDFs)

3.6% Mot applicable (we do not
have publicly available materials) \

10.7% No publicly available
materials are in accessible
formats

32.1% Most publicly available
materials are in accessible
formats (e.g., when conducting
outreach to various populations
or when hosting events for

42.9% Few publicly available various populations)

materials are in accessible
formats (e.g., only when
requested)

TheCommunityPartnerAssessmenfCPA}surveycontainedseveralquestionsabout culturally
andlinguistically accessible materials améthods. Thisncludedaccessibility, availability, and
translations. A little under half of respondents indicated that all or most publicly available
materials were translated into other languages. A little over half answered few or none. Similar
results were noted for materialavailable in accessible formats. While not every agency
experienced barriers when providing these services, a few challenges were cost/funding,

13



resources, time, and training. There were impacts to both language services and accessibility,
although agencies were more likely to be able to access language services than have accessible
materials. The full results can be found in the CPA full report.
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HealthLiteracy

Level 1 Literacy by Age Group, 2012-2017
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Levell Literacyby EducationLevel,2012-2017
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Data from PIAAC for at or below level 1 literacy results from 2012/14 (combined to form one
group) and 2017 were combined to produce sraa#ta estimates at both the state and county
levels. Thalata,brokendown by agegroupandeducation,showsthat individualsaged45 and
older and those with a high school diploma or less are more likely to fall at or below level 1
literacy.
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Levell Numeracyby AgeGroup,20122017
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Levell Numeracyby EducationLevel,2012-2017
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Numeracywhichisthe ability to understandandmakedecisiondbasedon numeric

information, is also measured by PIAAC. Similar sanedlestimates for 2012/14 and 2017

indicate that older adults, 45 and older, and those with lower levels of education, less than high
school or only a high school diploma, are more likely to score at or below level 1 numeracy.
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UnderstandingHealth Benefits UnderstandingHealth Benefits
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Data from the community survey showed that 61.3% of respondents reported understanding

their health benefits. An answer was considered they understood their benefits by answering

either a 4 or 5 on a-Hoint Likert scale, an answer of 1 or 2 indicated tRey Ry Qi dzy RS N& G |
their health benefits, and 3 was somewhat understand their health benefits. Among those with

less than a high school education, only 41.9% felt they understood their benefits. A similar

pattern emergedor individualsaged18¢29, with 37.9%indicatingthey understoodtheir health

benefits.
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Levell Literacyby Health Status Levell Numeracyby Health Status
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NationalPIAAQCesultsare alsoseparatedby health status. Individual# fair or poor healthare

more likely to test at or below level 1 literacy, numeracy, and adaptive problem solving
compared to previous years. Adaptive problem solving was first included in 2023, and the data
suggests that all demographic groups are more prone to test at ombkdvel 1 for literacy and
numeracy than in previous assessment cycles.
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Introduction

Framework

MAPP (Mobilizing for Action througHanning and Partnerships) is a method for community

health improvement planning which encourages collaboration with community partners to
increasethe likelihoodof long-lastingchange. Thecommunityhealthassessmenportion of

MAPP 2.0 consists of 3 assessments. The Community Context Assessment (CCA) is a qualitative
tool to assess and collect data. The CCA explores the strengths, assets, lived experiences, and
forces of change. It is designed to answer the following question

1 Whatstrengthsandresourcesloesthe communityhavethat supporthealthandwell-being?

1 Whatcurrentandhistoricalforcesof changelocally,regionally,and globallyshape political,
economic, and social conditions for community members?

1 Whatphysicalndculturalassetsarein the built environment®Howdo thesevary by
neighborhood?

1 Whatisthe communitydoingto improvehealthoutcomes2Vhat solutionshasthe community
identified to improve community health?

Purpose

The CCA was conducted to provide a comprehensive understanding of the overall health
landscape of Black Hawk County, lowa. Its findings will be integrated with the results of the
othertwo CHAassessment® identify priority healthneedsfor the county. Theseansightswill
guide the development of the Community Health Improvement Plan (CHIP) foi2BY26

ProcesandTimeline

The assessment took place between June 11 and July 2, 2024. The work was led by the

Community Health Improvement (CHI) core team. This team consisted of a public health
plannerandtwo epidemiologistsyorkingin collaborationwith keyareahealthcare

institutions: MercyOneUnityPoint Health, and the Federally Qualified Health Center (FQHC)

Peoples Community Health Clinic. Additional guidance was provided by a broader steering

committee and an assessment design team. A student intern from the University of Northern

lowaalg O2y iNRAROGdzGSR (G2 GKS [/ /! Qa AYLI SYSydalGdAazy o

Methods

The CCA focused on ZIP Code 50703, an area identified through the Community Status
Assessmend@ishavingthe mostsignificanthealthdisparities,alongwith higherratesof poverty,
food insecurity, and unemployment. Many of these neighborhoods also have historical ties to
redlining, which has lonterm effects on economic opportunities and chronic disease
prevalence.



The initial phase of the assessment involved mapping community assets within ZIP Code 50703.
This process identified key locations such as public transportation routes, educational
institutions, healthcare facilities, neprofits, and government agencieBata sources included
United? I e X2Fresourcelist andlocalresourcelistscompiledby BlackHawkCountyGeneral
Assistance, The Salvation Army, Cedar Valley United Way, and the Community Partnership for
Protecting Children. Assets were analyzed for accessibility via current and upcoming public



transitroutes, with additionalinsightgainedfrom proposedSeptember2024Metropolitan
Transit Authority route updates.

Thisdatawasusedto definefour regionsfor further study:

1 RegiorAconsistof the areasurroundingthe NortheastlowaFoodBank,Operation
ThresholdandWaterloo2 2 Y S Lénterfor Change.

1 RegiorBconsistof the BlackHawkCountyPinecresBuilding

1 RegionCconsistof the areasurroundinghe BlackHawkCountyCourthouseand Black Hawk
County Sheriff's Office

1 RegiorD consistsof the areabetweenthe SalvatiorArmy,. 2 sa@® A NIulf}ay R t S2 L) SQa
Community Health Clinic

Fromthat point, the coreteam proceededwith two primarydatacollectionmethodsto assess
the built environment and forces of change within ZIP Code 50703:

1. Key Informant Interviews: Conducted with representatives from local government,
transportation authorities, andserviceorganizations togain insightsinto community needs,
accessibility challenges, and historical influences on the built environment.

2. Walking/Windshield SurveysConducted to observe transportation infrastructure, sidewalk
conditions,andaccessibilityn four definedregionswithin ZIPCode50703.

KeylnformantInterviews

Keyinformantinterviewswere conductedto providedeeperinsightsinto communityneeds

and barriers. Interviews were held with representatives from the city of Waterloo, lowa
Northland Regional Council of Governments (INRCOG), Black Hawk County agencies, the
Salvation Army, and the Northeast lowa Food Bank.

Theinterview questionsexploredhow communitymembersaccesservicesbarriersrelatedto

the built environment, existing resources to mitigate these barriers, and opportunities for
communityled solutions. Additionally, participants were asked to reflect on trends that may
impact community health in the future, as well as historical factbes shape presentlay
conditions andisparitiesINRCOG providédeyreports, includinghe PedestriarMasterplan,

2050 Long Range Transportation Rland the2024 Downtown Walking AudiThe city of
Waterloo provided a document about sidewalk construction, inspections, and repairs showing
the requirements for sidewalk repairs. They also provided a map of the sidewalk inspection
zones showinghe regions theyinspect andvhat the next inspectionyearfor that zonewill

be.

Walking/WindshieldSurvey

A walking/windshield survey was conducted on July 1, 2024, to observe built environment
conditions, transportation access, and overall neighborhood infrastructure. A survey checklist



wasdevelopedo systematicallyassessidewalksroad conditions,and pedestrianaccessibility
across the four regions.

Findings

Thefollowing pagesshowthe resultsof the keyinformantinterviewsandwalking/windshield
survey for each of the four regions.



RegiomA
RegionA consistof the environssurroundingthe NortheastliowaFoodBank,Operation

ThresholdandWaterloo2 2 Y S Lénterfor Change.

Summarizedrindings:

1  Primarytransportationmode:Personal/ehiclesor carpooling.
1 Sidewallconditions:Generallywell-maintainedbut absentalongVinton Street.
1 EnvironmentabbservationsWellmaintainedbuildingssideby sidewith deteriorating industrial

structures.
1 Accessibilitghallengestnconsistensignagdor someserviceocations.
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RegiorB

RegiorB consistof the BlackHawkCountyPinecresBuilding(1407Independenceéivenue)
Summarizedrindings:
Wellmaintainedbuildingandparkingfacilitieswith clearsignage.

Sidewalkaccesalonglindependencévenueisfair but becomedimited pastCenturyAvenue.
Publictransitaccessncludesa shelteredbusstop.

Walkabilitylimitationsdueto distancefrom keycommunityresources.
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RegionC

RegionCconsistf the areasurroundingthe BlackHawkCountyCourthouseand BlackHawk
County Sheriff's Office.

Summarizedrindings:

1 Highwalkabilityscore(75/100)dueto wide sidewalkspedestriancrossingsandstreet lighting.
1 Somecurbsin disrepair,posingchallengedor individualswith mobility devices.

1 Mixedvisibilityof buildingsignagewith the { K S NJffigeSighappearingaded.
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RegiorD
RegiorD consistof the areaincludingandbetweenthe SalvatiorArmy,. 2 ea@® A Nul a

andPeoplesCommunityHealthClinic.

Summarizedrindings:

1 Hightraffic intersectionsanddiagonalroadscreatenavigationchallengesor
pedestrians and cyclists.

1 Documentedsafetyconcerngelatedto speedingandtraffic signaladherence.

1 TheSalvationPArmyhasimprovedpedestrianaccessvith direct sidewalkdrom bus stops and
bulk bus pass purchases for unhoused individuals.

1 Plannedoadreconstruction(2026;2035)aimsto enhancepedestrianandbicycle

accessibility.
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Conclusion

The findings from this CCA highlight key strengths, challenges, and opportunities within ZIP
Code50703.Whilethe regionhasvaluablecommunityassets, therarestill barriersrelatedto
transportation, walkability, and historical disinvestment. Key informant interviews and survey
observations reinforced the need for improved sidewalk connectivity, pedestrian safety
measures, and enhanced public transit accessibility. Organizationis Wit community are
actively working to address these challenges, but broader systemic changes and investments
will be required to create sustainable improvements. Key themes included:

1 Transportatioraccessemainsa significantbarrier,with manyresidentsrelyingon public
transit or carpooling.

1 Sidewalknfrastructurevaries,with someareaslackingconnectivityor presentingsafetyconcerns.

1 Organizationsreworkingto addresamobility challengedy providingbuspassesr adjusting
service locations.

1 Historicalpatternsof disinvestmenticontinueto shapehealthdisparitiesandeconomic conditions
in ZIP Code 50703.

The insights from this assessment will be integrated with data from the other two MAPP 2.0
assessment® inform the developmentof the CommunityHealthimprovementPlan(CHIPjor
FY2628. Moving forward, collaborative efforts among local agencies, policymakers, and
community stakeholders will be essential to addressing these challenges and promoting
equitable health outcomes for all residents in Black Hawk County.

Limitationsof this studyincludedthe timing with the transition betweenbusroutes. It wasnot
always clear if the qualitative data collected was in reference to the existing bus routes or
proposed routes. In addition, the assessment did not include the collection of data for rural
Black Hawk County, the city of Cedar Falls, or the west sidé&atdrloo.
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Introduction

Framework

MAPP (Mobilizing for Action through Planning and Partnerships) is a method for community
healthimprovement(CHI)ylanningwhichencourageollaborationwith communitypartners

to increase the likelihood of lonlgsting changeThe community health assessment portion of
MAPP version 2.0 consists of 3 assessments. The Community Partner Assessment (CPA) allows
partners involved in community health improvement to look critically at their individual

systems, processes, and capaciiesl look at the collective capacity as a network of

community partners to address health inequities. The CPA has five goals:

91 Describavhy communitypartnershipsare criticalto CHlandhowto buildor strengthen
relationships with community partners and organizations.

1 Namethe specificrolesof eachcommunitypartnerto supportthe localpublichealth system and
engage communities experiencing inequities produced by systems.

f AssesgachCHILJ: NJi ga@abiEpskills,andstrengthsto improvecommunityhealth, health
equity, and advance CHI goals.

1 Documenthe landscapeof CHlcommunitypartnersto summarizecollectivestrengths and
opportunities for improvement.

1 Identifywhomelseto involvein CHI workandwaysto improvecommunitypartnerships,
engagement, and power building.

Purpose

The CPA was conducted to provide a comprehensive understanding of the overall health
landscape of Black Hawk County, lowa. Its findings will be integrated with the results of the
othertwo CHAassessmentt identify priority healthneedsfor the county. Theseansightswill
guide the development of the Community Health Improvement Plan (CHIP) foi2BY26

ProcesandTimeline

The assessment took place between October 3 through December 2, 2024. The work was led
by the CommunityHealthImprovement(CHI)oreteam. Thisteam consistedof a publichealth
planner and two epidemiologists, working in collaboration with key area healthcare
institutions: MercyOneUnityPoint Health, and the Federally Qualified Health Center (FQHC)
Peoples Community Health Clinic. Additional guidance was provided by a broader steering
committee and an assessment design team.

Methods

CommunityPartnerSurvey

The CPA replaces the MAPP 1.0 Local Public Health Systems Assessment (LPHSA). Black Hawk
Countycompleteda modified versionof the LPHSAN 2019. Theesultswere reviewedin order

4



to incorporate lessons learned and inform the development of the 2024 CPA. Using the MAPP
2.0 handbook as a guide, the CHI core team developed an initial draft CPA focu3weérsity,
Access, and Community Engagemasitvell aPata Collection and Sharingpics from the
recommended CPA topics. The CHI steering committee and the assessment design team
conducted a review of the updated survey to ensure its relevance and alignment with



communityneeds.Thesurveywasthen uploadedto AlchemeraHIPAAcompliantsurvey
platform.

The survey was sent out by email to 52 organizations associated with Advancing Equity in the
CedarValleymulti-sectorcoalition. Thisapproachwaschosenbasedonthe O 2 | £ Aadtuschy Q &

removing barriers, mobilizing and connecting people and organizations, and supporting

organizations and communities to develop equitable practices. Survey results would then be

shared with the coalition to inform their strategic planning.

FacilitatedDiscussion

Theinitial surveyresultswere sharedwith the Advancingequitysteeringcommitteein October
2024 through a presentation followed by a facilitated discussion around the following topics:

1 Nextstepsto increaseparticipationin the CPA

T Initial discussioron how the CPAdata couldbe usedto inform the Advancing=quityworkplan

Thefinal CPAsurveyresultswerethen sharedwith the CHI steeringommitteein December
2024 for any additional feedback.

Findings

CommunityPartnerSurvey

Atotal of 30responsesvere received.Theorganizationsvho respondedare listed below.

il

= =4 =4 =

=A =4 =4 =4

BlackHawkCounty(overalland
multiple departments)
BlackHawkGrundyMental Health
CatholicCharities
CedavalleyUnitedWay

ChildcareResourcandReferral
Agency

CommunityFoundatiorof Northeast
lowa

Cityof Cedaralls(overall and
Housing Authority)
GrowCedarvalley

HawkeyeCommunityCollege
Houseof Hope

lowaNorthlandRegionalCouncibf
Governments

=A =4 =4 4 A -4 - -2

=a =4 =4 =2

lowaHeartlandHabitatfor Humanity
LutheranService®f lowa
NortheastlowaFoodBank
ONECedarvalley
OperationThreshold
Pathway$BehavioraBervicesinc.
PeoplesCommunityHealthClinic

Universityof Northernlowa(overall,
Student Health Clinic, Center for Energy
and EnvironmentaEducation)
UnityPointHealth

VeridianCreditUnion
World GraceProject
WaterlooPublicLibrary



Diversity Accessand CommunityEngagement

The results of the CPA survey demonstrate that most organizations who are part of the
Advancingequitycoalitionhavealreadytakenstepsto movetoward ensuringthat their

publicly available materials are accessible as well as culturally and linguistically adapted. Some
organizationsvere just beginningto exploretranslationwith mostsurveyrespondents

reporting that at least some of their materials are translated into Spanish. Other common
responses for languages translated included French, Marshallese, Bosnian, and
Burmese/Karen/Karenni.

SpanishFrenchandBosniarnwere reportedto be the mostcommonlanguagespokenby staff
employed at responding organizations. Only 13.8% reported that they have not translated
publicly available materials into any other languages and 10% indicated that their materials
were not accessible.

Challengeso increasinghe accessibilityaswell asculturallyandlinguisticallyadapting
materials included:

Cost/fundingwasa majorlimitation for expandingcapacity
Resourcefor translation/interpretation
Time

= =4 =4 =

Training

Survey results also indicated that language and interpretation needs were present throughout
the communityandthat the needfor theseservicesvashigherthanmost2 NB | Y A &bHitii A 2 y & Q
to provide accessibility, translation, and interpretation services.

DataCollectionand Sharing

Most organizationsvere alreadysharingor opento discussingharingdatawith the coalition.
The most common types of data collected were:

1 Qualityimprovement,performancemanagementevaluation
1 Demographicsf clientsserved
1 Access&ndutilizationof servicedy clients

SeeAppendixA for acopyof the surveytool and AppendixB for the completesurveyresults.

FacilitatedDiscussion

Initial CPA survey results were shared with the Advancing Equity in the Cedar Valley steering
committee in October 2024 by the CHI core team for the purposes of obtaining feedback on

7



increasingsurveyengagementanda discussioron how the CPAdatacouldbe usedto inform
the Advancing Equity workplan.

Most of the organizations at the meeting already completed the survey and the participants
indicatedthat 28 response®ut of 45 organizationsvho were sentthe surveygavemeaningful

data to proceed. Based on limited feedback from other local public health agencies that had
already conducted the CPA survey, the core team noted that the 63% rate of return was high



comparedto ratesof return experiencedoy other agenciesTwoadditionalresponsesvere
recorded when the survey closed on December 2, 2024, for a total response rate of 67%.

¢CKS /t! RIGI ¢l a dzaASR (2 AYyTF2N)X (KS O2IFftAlGAZY
organizations andupportingthem to developequitablepractices.Thediscussiorwasfocused

on how the steps the coalition could take to reduce the barriers relatestteessibility, culture,

and language. The participants discussed in greater detail the resources they currently use for
translation and interpretation services. In addition, they discussed the potential to use artificial
intelligence to reduce the cost baers either for written translations or inexpensive headsets

that allow participantsto engagen areaktime conversationlt wasnoted by coalition

members from immigrant antefugeecommunitiesthat best practiceshouldbeto havea

personfamiliar with the culture and language review the translation or be present for the
conversation.

Examplesvere givenwherewordswere translatedthat did not meanthe samefor specific
communities or not even used even if there was a word that translated.

Itemsidentified for actionby the committeebasedon the CPAesultsandfacilitateddiscussion
included:

91 Lookfor projectsthat couldbe piloted andreplicatedfor greaterimpact.

91 Buildmetricsrelatedto eachactivityandthe needfor greaterdatasharingthroughthe
development of a data hub.

f / NBFGS F2NHzyra RSaA3IySR G2 SRdzOFGS FYyR AYyONBIasS S
multiculturalcommunitiesand organizations/employerteaderfrom immigrant andrefugee
communitiesnotedthat peoplein their communitiesare getting hired but get stuck when they have
G2 O02YLX SGS Ittt (GKS KdzYlky NB&az2dz2NOS F2N¥a FyR | NB
orientations to their work.

1 Develop a mentorship program to build leadership in the multicultural community. Existiffg
andsmallnon-profits are veryactivein this work but cannotmeet all the needs.

Conclusion

This assessment helped quantify how organizations in the Cedar Valley are approaching
accessibility, language, and culture of both publicly available materials and the current state of
languagespokenby organizationsStepsare alreadyunderwayby the Advancingequityin the

Cedar Valley coalition that were informed by the CPA. In addition, the survey results related to
data sharing, type of data collected, and resources available will be used by the CHI assessment
design team as they work to create a community data hines€ steps will be a starting point

for the development of targeted, inclusive strategies that support the health andbeallg of

all community members.
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AppendixA

CommunityPartnerAssessment

Thissurveyhelpsto identify capacitiesandskillsof organizationgparticipatingintned ! R @1 y O Ayt 9 |j dzA G &
Cedart | f toBlabarative Surveyesultswill helpusunderstandhe strengthsasa community* and

opportunities for greater impact. Results will be reported as summary statistics addrd#ied comments

only.

OrganizatiorDetails

1. Whatis the full nameof your organization?(Pleasecomplete
only 1 surveyper organization)

2. Whyis your organization interestedin the O ! A O A Edify ih e
Cedar6é A1 Icollabarative?

Accesdo data

Connectiongo communitieswith livedexperience

Connectiongo other organizations

Connectionso decisionmakers

Connectiongo potentialfunders

Positivepublicity (e.g.,our organizatiorsupportscommunityhealth)
Improvingconditionsfor communitymembers/constituents

Other:

S@roo0oTY

Diversity,Accessand CommunityEngagement

3. Whoare your priority or target populations?

4. What doyoudoto reach/engage/work with your clienteleor

community?(check all that apply)

a. Wehirestafffroma LJS @akidW&@hnicgroupsthat mirror our target populations We aim
to provide facilities and services that are accessible to persons with disabilities

b. Wehire staff/interpreterswho speakthe language/of our target populations
c. Wehaveaccesso translationandinterpretation servicegPropio,Language Line, etc.)

d. Wesupportleadershipdevelopmentin our target populations
11



e. Ourorganizations physicallflocatedin neighborhood/sof our target
populations

f.  Wework closelywith communityorganizationgrom our target populations
g. Other:

5. Which of the following methodsof community
engagementoesyour organization use? (check all that

apply):
a. Billboards
b. Videocreation
c. Focugroups
d. Communityforums/events
e. SurveygCustomer/patiensatisfactionsurveyscommunityinput, etc.)
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Advocacy/Lobbying

Memorandumf understandingMOUswith community-basedorganizations
Citizenadvisorycommittees

Sociamedia

Other:

- Ta o

6. Whenyouhostcommunitymeetingsdoyou offer: (selectoneoption per row)

Always Frequentl Sometim Rarely Never
y e

Stipendsor gift cardsfor participation

Interpretation/translation to other
languagedncludingsignlanguage

Food/snacks

Transportationvouchersf needed

Childcaref needed

Accessiblenaterialsfor low literacy
populations

Virtualwaysto participate

Not applicable

Other:

7. What languagesdo staff at your organization speakdcheckall that apply)
. English
Spanish
Marshallese
Languagesf Burmarefugeecommunity(BurmeseKaren Karennigtc.)
Bosnian
Pohnpeian
Chinesg¢Mandarin,CantoneselHokkienetc.)
Vietnamese
French
FrenchCreole
Arabic
Signlanguage
. Other:

—ART T S@moo0Te

3
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8. Howdoyouaim to makeyour publicly available materials
linguistically accessible?

a.
b.

o

Allpubliclyavailablematerialsaretranslatedinto other languages
Most publiclyavailablematerialsaretranslatedinto other languagege.g.,when

conducting outreach to various populations or when hosting events for various
populations)

Fewpubliclyavailablematerialsaretranslatedinto other languagege.g.,only when
requested)

Nopubliclyavailablematerialsaretranslatedinto other languages
Not applicable(we do not havepubliclyavailablematerials)

14



9. Whichlanguagesdo youtypically translate your available materialsinto?

10. Howdoyouaim to makeyour publicly available materials accessible¢o all?
a. Allpubliclyavailablematerialsarein accessibléormats(e.g.,Braille,largeprint, audio,

accessible PDFs)

b. Most publicly available materials are in accessible formats (e.g., when conducting
outreachto variouspopulationsor whenhostingeventsfor variouspopulations)

c. Fewpubliclyavailablematerialsare in accessibléormats(e.g.,onlywhenrequested)

Nopubliclyavailablematerialsarein accessibléormats
e. Notapplicable(we do not havepubliclyavailablematerials)

o

What methodsdo you useto makeyour publicly available materials

linguistically and accessible to all, if applicable?
Providealt text for pictures

Staffareavailableto assistpatients/customers
Closed captioning for videos

Largeprint options
Audio readers

Assesseadabilityfor gradelevel
Accessible PDFs

Cultural respect
Noneof the above
Other:

Doyouexperienceany barriers in translating materials or making accessible
materials? Please explain.

OrganizationalCapacity

15



11.  Doesyour organization havean advisoryboard of
communitymembers, stakeholders, youth, or others who

are impacted by your organization?

a. No
b. Yespleasewrite 1 or 2 sentenceglescribinghe advisoryboard

12.  Doesyour organization havesufficientcapacityto meetthe
needsof your clients/ members? For example, do you have enough

staff/funding/support to do yourwork?

a. Yes

b. No
c. Unsure

13. Pleaseprovide any additional commentsabout your organizational capacity.
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DataCollectionand Sharing

14. What data doesyour organization collect?(checkall that apply)
a. Demographiénformationaboutclientsor members
b. Accesandutilizationdataaboutservicesprovidedandto whom
c. Evaluationperformancemanagementpr qualityimprovementinformationabout services

and programs offered

d. Dataabouthealthstatus
Dataabouthealthbehaviors
Dataaboutconditionsandsocialdeterminantsof health(e.g.,housing,

education, or other conditions)

g. Dataaboutsystemsof power, privilege,andoppression
h. WeR 2 y@léctdata
i. Other:

Pl ()]

15. Canyou shareany of that data with the AdvancingEquity collaborative?
Yesalreadybeingshared

Yescanshare

Yeswillingto discussharing

No

® apoTp

16. What data skills doesyour organization have?checkall that apply)
Surveydesignandanalysis
Secondarylataanalysis

Needsassessment

Focuggroupfacilitation

Interviewing

Participatoryresearch

Facilitatorsof communityor town hallmeetings
Assetmapping

Mapping/visualizatiorskills
Otherquantitativeor qualitativemethods:

T TS@mooooTy

* Community:Ourcommunityincludesall peoplewho are connectedio BlackHawkCounty,
whether they live, work, play, worship, learn, or visit. Community can also mean people
connected by common interests, values, cultural heritage, or area

17



Thank you for completing the survey. Results will be shared as summary statisticsidentified
comments only and will be incorporated into the Community Health Assessment corguBtackHawk
CountyPublicHealth,MercyOnePeopleCommunityHealthClinic, and UnityPoint Health.
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AppendixB

Question2: Whyis your organizationinterestedinthe 0! A OAE

# AAA

O 6AI 1 Aud Aiill AAT OAOEOASB

Value Percent

Access to data 66.7% O
Connections to communities with lived experience 80.6% . ]
Connections to other organizations 86.1% . ]
Connections to decision-makers 72.2%

Connections to potential funders 52.8%

Positive publicity {e.g., our organization suppeorts community health) 72.2%

Improving conditions for community members/constituents 94.4%

Other (click to view) 8.3%

Question3: Whoare your priority or target populations?

Responsegenerallyfit into thesecategories:

= =4 =4 4 A -4 -8 -

Underservegopulations

Immigrantand Refugees

Peoplelivingin poverty/low income
Mental healthor substancausedisorder
Allwho live, work, visit BlackHawkCounty
All peoplein the region

Homeless

Familiedookingfor childcare

19

Responses
24
29
31
26
19
28
34
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Questiord: What do youdoto reach/engage/work with your clienteleor

community? (check all that apply)

Value

We hire staff from specific racial/ethnic groups that mirror our target populations

We aim to provide facilities and services that are accessible to persons with disabilities
We hire staff/interpreters who speak the language/s of our target populations

We have access to translation and interpretation services (Propio, Language Line, etc.)
We support leadership development in our target populations

Our organization is physically located in neighborhood/s of our target populations

We work closely with community organizations from our target populations

Other (click to view)

Percent

57.1%

78.6%

46.4%

67.9%

57.1%

50.0%

96.4%

10.7%

Questions: Whichof the following methodsof communityengagementloesyour

organization use? (check all that apply)

Value

Social media

Community forums/events

Surveys (customer/patient satisfaction surveys, community input, etc.)

Video creation

Memorandums of understanding (MOUs) with community-based organizations
Advocacy/Lobbying

Citizen advisory committess

Focus groups

Billboards

Other (click to view)

20

Percent

89.3%

85.7%

71.4%

64.3%

60.7%

46.4%

42.9%

35.7%

21.4%

21.4%



Question: Whenyouhostcommunitymeetings,do you offer:

Multiple optionswith a Likertscalefor eachoption

Most commonresponsevirtual meetings(alwaysor frequently)
Foodandsnackgfrequentlyor sometimes)

Interpretationor translationwasevenlysplit betweenalways sometimesandrarely
59%rarelyor neveroffer stipendsor gift cardsfor participation

=A =4 -4 =

Question7: What languagesdo staff at your organization speak? checkll that apply)

Value Percent

English 100.0% ]
Spanish 71.4% L ]
French 28.6% E—

Bosnian 25.0%

Other (click to view) 21.4%

Marshallese 14.3%

Languages of Burma refugee community (Burmese, Karen, Karenni, etc.) 14.3%

American Sign Language 14.3%

French Creole 10.7%

Chinese (Mandarin, Cantonese, Hokkien, etc.) 3.6% e

Vietnamese 3.6% L]

Otherresponsencluded:BulgarianHaitianCreole PortugueselingalaSwahiliHindi, Italian,
Dari and Pashto
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Question3: Howdoyouaim to makeyour publicly available materials
linguistically accessible?

Value Percent
All publicly available materials are translated into other languages 13.8% =
Most publicly available materials are translated into other languages (e.g., when 31.0% )

conducting outreach to various populations or when hosting events for various
populations)

Few publicly available materials are translated into other languages (e.g., only when 37.9% [
requested)

No publicly available materials are translated into other languages 13.8% =

Not applicable (we do not have publicly available materials) 3.4%

Questiomd: Whichlanguagesdo youtypically translate your available materials into?

NearlyeveryresponsdncludedSpanish
Othercommonresponses

French

Marshallese

Bosnian
BurmesgalsoKarenniandKaren)
Selectedadditionallanguages
HaitianCreole

Swabhili

Somalian

Dari/Pashto

Somevariabilitybasedon communityneedsandgrantrequirements

=A =4 =4 4 =4 4 A4 -4 -4 A4 -4 -4
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Questionl10: What methodsdo you useto makeyour publicly available materials
culturally and linguistically accessible appropriate and accessible to all?

Questionl1: What methodsdo you useto makeyour publicly available materials
culturally and linguistically accessible appropriate and accessible to all?

OtherresponsesGoogletranslate,graphicsaccessibilityapplicationon website

23



