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The Broome County Health Department works with the community to preserve, promote 
and protect the public health and quality of life of all Broome County residents. 

 

 

Our Vision:  

 

òBy 2017, Broome County will be distinguished as a community that 

maximizes the opportunity for all people to take responsibility for 

their own well-being and achieve their optimal quality of life. The 

health of the community will also be enhanced by a community wide 

partnership of organizations that will assess, prioritize and take 

action on initiatives to improve specific public health indicators and 

measures of community health status.ó 
 

Steering Committee for the Broome County Community Health Assessment 2019-2024 
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Executive Summary  

 
The Community Health Assessment is a process for examining the health of a community. Importantly, 

ǘƘƛǎ ŀǎǎŜǎǎƳŜƴǘ ǎŜǊǾŜǎ ŀǎ ŀ ōŀǎŜƭƛƴŜ ŦƻǊ ŜǾŀƭǳŀǘƛƴƎ ǇǊƻƎǊŜǎǎ ǘƻǿŀǊŘ ǘƘŜ bŜǿ ¸ƻǊƪ {ǘŀǘŜΩǎ tǊŜǾŜƴǘƛƻƴ 

Agenda 2024 goals. These goals are designed to improve the health of all New Yorkers. This assessment 

also marks our progress toward Healthy People 2020 objectives. While completion of a community 

health assessment is required of local health departments and hospitals, there are many benefits to 

doing so.  

The Broome County 2019-2024 Community Health Assessment is unprecedented in the fact that it has 

incorporated an unparalleled array of community voices, the institutional knowledge and experience of 

dedicated long-standing community partners, population-based health and evidence-based 

interventions, organic local level data, and a health in all policies approach. The recent evolution of 

changes in the health system landscape allowed Broome County to incorporate contemporary initiatives 

that focus more on social determinants of health and the priority populations impacted by them.  These 

new initiatives and resources that have shaped the 2019-2024 Broome County Health 

!ǎǎŜǎǎƳŜƴǘκLƳǇǊƻǾŜƳŜƴǘ tƭŀƴ ƛƴŎƭǳŘŜ .ǊƻƻƳŜ /ƻǳƴǘȅΩǎ !ƎŜ CǊƛŜƴŘƭȅ LƴƛǘƛŀǘƛǾŜΣ ǘƘŜ .ǊƻƻƳŜ /ƻǳƴǘȅ 

Opioid Awareness Council, the Delivery System Reform Incentive Program - Care Compass Network, the 

Population Health Improvement Program, and Healtheconnections, the local regional health information 

organization.  

As the lead agency for this multi-tiered collaborative process, the Broome County Health Department 

provided guidance, leadership, and direction working diligently with our local hospital systems, 

community based organizations, education institutions, business sector, faith based communities, and 

elected officials to conduct the assessment as prescribed and design a unified action plan that 

ƛƴŎƻǊǇƻǊŀǘŜǎ ƻǳǊ ŎƻƳƳǳƴƛǘȅΩǎ most significant health priorities. This plan emphasizes the social 

determinants of health, incorporates evidence-based interventions with specific actions/roles by 

community partners, sustainable resources, and a focus on our ŎƻƳƳǳƴƛǘȅΩǎ Ƴƻǎǘ ŘƛǎǇŀǊŀǘŜ 

populations.  

Local public health priorities were identified in an iterative process by the Steering Committee beginning 

in April 2019 at the CHA Symposium event and formalized at the November 2019 CHA Steering 

Committee meeting. At their May 2019 meeting, the CHA Steering Committee discussed data presented 

at the Symposium and considered data collected during the Symposium using the Focus Area Ranking 

Tool as well as analysis of breakout session themes. The CHA Steering Committee recognized and valued 

the need to align selected CHA priority areas with other initiatives (e.g., DSRIP) and with hospital 

Community Service Plans (CSPs). The group spoke at length about how the social determinants of health 

play into the top-ranking focus areas, and current Broome County initiatives to address those issues.   

The majority of data used to determine new efforts and continuing work on some existing priorities 

came from a broad set of data sources including:  

Ê State and Federal: US Census Bureau American Community Survey, NYS Prevention Agenda 

Dashboard, NYS Expanded Behavioral Risk Factor Surveillance System (eBRFSS) Survey, NYS 

Statewide Planning and Research Cooperative System (SPARCS), NYS Community Health 

Indicators Reports (CHIRs), County Health Assessment Indicators (CHAI), NYS County Health 
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Indicators by Race/Ethnicity (CHIRE), NYS Vital Statistics, NYS Sub-County Health Data Report for 

County Health Rankings-Related Measures,  

Ê Foundations and Community Organizations: Robert Wood Johnson Foundation County Health 

Rankings, Rural Broome Counts Needs Assessment, NYS Population Health Improvement Project 

(PHIP) Community Dashboard (HealtheConnections), Care Compass Network (DSRIP).  

Ê Local: To garner input from the broader community at the local level, four Community Health 

Surveys were issued electronically via the Broome County website and through social media of 

all community partners, along with printed copies, as requested to community 

partners/gatekeeper representing health disparities. The extensive data used in this process 

were compiled into appended documents to this report and are intended to serve as a reference 

for those seeking detailed information about our community. 

The following New York State Prevention Agenda 2019-2024 priority areas, goals and focus areas have 

been identified by Broome County Community Health Assessment Steering Committee: 

Priority Area #1: Prevent Chronic Disease   

Focus Area 1: Healthy Eating and Food Security  

Goal #1: Increase access to healthy and affordable foods and beverages   

Goal #2: Increase skills and knowledge to support healthy food and beverage choices 

Goal #3: Increase food security 

Focus Area 2: Chronic Disease Preventative Care and Management  

Goal #1: Increase cancer screening rates for breast, cervical, and colorectal cancer  

Goal #2: Increase early detection of cardiovascular disease, diabetes, prediabetes and obesity  

Goal #3: Promote evidenced-based care to prevent and manage chronic diseases including asthma, 

arthritis, cardiovascular disease, diabetes and prediabetes and obesity  

Goal #4: In the community setting, improve self-management skills for individuals with chronic 

diseases, including asthma, arthritis, cardiovascular disease, diabetes and prediabetes, and obesity  

Priority Area #2: Promote Well-Being and Prevent Mental & Substance Use Disorders 

Focus Area 1: Mental and Substance Use Disorders Prevention  

Goal #1: Prevent opioid and other substance misuse and deaths 

Goal #2: Prevent and address adverse childhood experiences (ACES) 

Goal #4: Reduce the prevalence of major depressive disorders  

Goal #5: Prevent suicides 

Several activities supported development of the combined Community Health Improvement Plan (CHIP) 

/Community Service Plans (CSPs).  Once the Steering Committee determined the priority areas on which 
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to focus, the NYSDOH template was populated with information solicited from members of the Steering 

Committee and included identification of intervention strategies to be used, potential activities or action 

items, key stakeholders, roles, resources available and possible metrics to use for measuring process and 

outcomes. Steering committee members were asked to consider several elements while selecting the 

interventions used for the CHIP. Some of the elements included the evidence basis, current resources 

supporting potential interventions, and the ability to implement, evaluate and sustain the interventions. 

The draft document was distributed prior to Steering Committee meeting and discussed. The plan was 

refined over the course of several communications with members and final draft version of the CHIP was 

unanimously approved by the Steering Committee in December 2019. This CHIP will serve as the basis 

for ongoing Steering Committee meetings during which it will likely undergo further refinement. As the 

CHIP is implemented and evaluated, specific actions/interventions may be modified and new ones 

added in a continuous and dynamic plan, do, check, act (PDCA) cycle. 

The Steering Committee will continue to meet on a monthly basis to assess progress to date and adapt 

the CHIP as circumstances direct. quarterly basis, community partners will complete a performance 

monitoring tool that tracks all CHIP related activities and process measures as well as incremental gains 

made on outcome objectives. Meetings will focus on successes and setbacks encountered as 

stakeholders implement the CHIP, and will serve as a forum for brainstorming and networking to ensure 

success of or make modifications to the plan based on changing circumstances or emergent issues.  The 

Steering committee will analyze the functionality, responsiveness, and capacity of the community-health 

systems-government partnership to address public health needs. New members will be welcomed at 

any time to contribute to process.  As part of ongoing analysis of performance, the Steering Committee 

will seek additional representation from sector specific community organizations and priority population 

representatives to assist with evaluating impact of CHIP. 

In closing, it is important that we reflect on the magnitude of this assessment process and importance of 

producing an action plan that will undoubtedly shape the health outcomes of our community over the 

next several years. The undertaking of work from our community partners; including Binghamton 

¦ƴƛǾŜǊǎƛǘȅΩǎ DǊŀŘǳŀǘŜ {ǘǳŘŜƴǘǎΣ ŀƴŘ ǎǳǇǇƻǊǘ ƻŦ ƻǳǊ ƘŜŀƭǘƘ ŘŜǇŀǊǘƳŜƴǘ ŀƴŘ ƘƻǎǇƛǘŀƭǎΩ ƭŜŀŘŜǊǎƘƛǇ 

fostered a comprehensive, in depth look into the health status of those who live here in Broome County. 

It is hoped that this information will help to inform policy, systems and environmental changes that will 

affect all levels of the health impact pyramid, while serving as a resource for academics and clinicians, 

and assisting individuals to focus on the health of their community and finding ways to improve it. 
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Section One ð Populations at Risk  

 

A. Demographic and Health Status Information 
 

Population  

Broome County is located in the Southern Tier of New York State (NYS), which encompasses nine 

counties along the Pennsylvania border and is one of three counties in the central New York region.  

The estimated population of Broome County in 2018 was 191,659. The county covers a land area of 

705.77 square miles yielding a population density of 272 persons per square mile. The county is 

comprised of 16 towns, 7 villages, and 1 city. Three towns (Chenango, Union, and Vestal) and one city 

(Binghamton) have populations greater than 10,000 and 14 towns have populations less than 10,000 

(Figure 3). The largest concentrations of residents are located in the southwest section of the county, 

which includes the City of Binghamton and the towns of Vestal and Union (Figure 4). Broome County 

ranks 19th out of 62 counties in population size. State population maps appear in Appendix B1-B3. 

Figure 1. Broome County Population, 1810ς2010 

 

The population of Broome County grew steadily 

from 1810 to 1970, peaking at 221,815 persons 

in 1970 (Figure 1). This growth was attributable 

to manufacturing opportunities offered by such 

businesses as Endicott-Johnson Shoe Company, 

International Business Machines (IBM), and Link 

Flight Simulation. Since 1970, Broome County 

has experienced a net out-migration due to 

economic forces resulting in a reversal of this 

trend (Table 1 and Figure 2).  

 

 

 

SOURCE: US Census Bureau, Population of States and Counties of the  

United States: 1790 to 1990; American Fact Finder, 2000, 2010 
 

Population projection estimates suggest that this decline is likely to continue through 2050 with a net 

population loss of approximately 5,000 persons over this period of time (Cornell University, Program on 

Applied Demographics [PAD] Projections, 2019). The population changes are not evenly distributed 

across municipalities. Between 2000 and 2018, the towns of Maine and Triangle experienced a net 

outmigration that exceeded 10% while the towns of Barker and Lisle experienced net population 

increases in excess of 15% and 5% respectively (Figure 5). Between 2010 and 2015, Conklin, City of 

Binghamton and Nanticoke experienced the largest population losses (2.7%, 2.8%, and 3.4% 
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respectively).1 Both Conklin and Nanticoke have a high percentage of their populations located within 

the 1% and 0.2% flood boundaries (Conklin, 62.2% and 70.7% respectively; Nanticoke, 62.4% for both).2 

Flooding from severe storms particularly in September of 2004 and June 2006 may account for at least 

some of these population losses during the previous intercensal period, and population impacts from 

hurricane Irene and tropical storm Lee in 2011 and hurricane Sandy in 2012 may account for some of 

these losses during the current intercensal period. 

 

Table 1. Population Estimates, Broome County, NY, 2000ς2018 

Year 

(as of July 1) 

Population 

Estimate 

Population 

Loss 

Percent Change  

(from Previous Year) 

2000 200,299 τ  τ 

2001 199,958 341 -0.170 

2002 199,670 288 -0.144 

2003 198,326 1,344 -0.673 

2004 197,453 873 -0.440 

2005 196,127 1,326 -0.672 

2006 195,942 185 -0.094 

2007 195,477 465 -0.237 

2008 195,018 459 -0.235 

2009 194,630 388 -0.199 

2010 200,272 5,642 +2.899 

2011 199,031 1241 -0.620 

2012 198,060 971 -0.488 

2013 197,911 149 -0.075 

2014 197,251          660 -0.333 

2015 195,794 1457 -0.739 

2016 194,345 1449 -0.740 

2017 192,959 1386 -0.713 

2018 191,659 1300 -0.674 
                                 SOURCE: US Census Bureau, Population Estimâtes Program, 2000-2018 

 

                                                           
1 Cornell Program on Applied Demographics. (2017). Broome County Profile 2017: A collection of recent 
demographic, social and economic data. Retrieved from https://pad.human.cornell.edu/profiles/Broome.pdf  
2 Broome County Hazard Mitigation Plan. (2013). DMA 2000 Hazard Mitigation Plan Update ς Broome County, New York. 

Retrieved from 
http://gobroomecounty.com/files/planning/_pdf/Hazard%20Mitigation/Final%20Draft%20For%20Approval/Section%205_4_1
%20b%20Flood%20February%202013%20low%20res.pdf 

https://pad.human.cornell.edu/profiles/Broome.pdf
http://gobroomecounty.com/files/planning/_pdf/Hazard%20Mitigation/Final%20Draft%20For%20Approval/Section%205_4_1%20b%20Flood%20February%202013%20low%20res.pdf
http://gobroomecounty.com/files/planning/_pdf/Hazard%20Mitigation/Final%20Draft%20For%20Approval/Section%205_4_1%20b%20Flood%20February%202013%20low%20res.pdf
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Figure 2. Population Trend, Broome County, NY, Actual 2000ς2018, Projected 2019-2050 

 

 
 

SOURCE: US Census Bureau, Population Estimates Program, 2000ς2012; Cornell University, Program on  

Applied Demographics Projections, 2013 

 

Figure 3. Population Estimates by Municipality, Broome County, NY, 2018 
 

 

Source: U.S. Census Bureau, American Community Survey 5-Year Estimates, 2018 
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Figure 4. Population Map of Broome County, NY (persons per square mile), Broome County, NY, 2010 

 

 

 

 

 

 

 

 

SOURCE: Cornell University, Program on Applied Demographics Projections, 2017 

 

Figure 5. Intercensal Percent Population Change by Municipality, 2010-2018 

 

SOURCE: US Census Bureau Intercensal Population Estimates, 2010-2018 
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