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Executive Summary 
ProHealth Oconomowoc Memorial Hospital has a long history of investing in community health programs and partnering 
with other organizations to identify and address the community’s most urgent health needs. As part of its efforts, 
ProHealth Care regularly conducts a Community Health Needs Assessment (CHNA), a disciplined approach to collecting, 
analyzing, and using local data to identify barriers to the health and well-being of residents.   
 
In 2020, ProHealth Care partnered with the Milwaukee Health Care Partnership (members include Aurora Health Care, 
Ascension Wisconsin, Children’s Wisconsin, Froedert & the Medical College of Wisconsin) as well as the Waukesha County 
Health Department to participate in a shared data collection process. This comprehensive data collection process included 
key informant interviews, findings from a community health survey, and a secondary source data analysis prepared by the 
Center for Urban Population Health (see Appendix A).   
 
The Community Benefits Committee of the ProHealth Care Board is responsible for directing our CHNA process. The 
committee consists of community leaders with specific knowledge of health needs and resources in our service area.  The 
committee reviewed the CHNA and also sought feedback from ProHealth Care’s Community Advocates groups as well as 
numerous health and social service experts. The committee utilized this data and other data sources to identify and 
prioritize significant health needs and develop implementation strategies to address the prioritized health needs within the 
context of the hospital’s existing programs, resources, strategic goals and partnerships. The ProHealth Care Board of 
Directors is responsible for approving the CHNA and corresponding implementation strategies for each of our hospitals. 
 
ProHealth Care’s Community Benefits team regularly monitors and reports on progress towards the Implementation 
Strategy objectives and provides quarterly reports to the ProHealth Care Board’s Community Benefits Committee. 
Additional progress on the Implementation Strategy is reported annually through the hospital’s IRS Form 990 Schedule H 
filing and other reporting sources associated with strategic partners. 
 
This community health needs assessment reflects ProHealth Care’s commitment to its mission – to continuously improve 
the health of the community.   
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ProHealth Care at a Glance     
An essential element of a healthy community is the availability of high quality health care services. At ProHealth Care, it is 

our responsibility and our privilege to provide health care for our neighbors. 

The physicians and employees of ProHealth Care coordinate care across a broad spectrum of services and sites. Our health 
care system includes: 

• Three acute care hospitals 

• A rehabilitation hospital 

• UW Health Cancer Center at ProHealth Care 

• ProHealth Heart & Vascular Center 

• ProHealth Medical Group, with 15 clinics and 11 urgent care sites 

• Four ambulatory surgery centers 

• Home care and home hospice services 

• In-hospital and residential hospice care 

• Rehabilitation services 

• Occupational health services 

• A wellness and fitness center 

• ProHealth Regency Senior Communities 
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Community Health Needs Assessment 
A Community Health Needs Assessment (CHNA) is a disciplined approach to using local data to 
identify barriers to the health and well-being of its residents. Our process for this assessment 
began with data collection, aggregation and analysis. We developed a data compendium which 
was studied by our board-level Community Benefits Committee. After receiving community 
feedback from our Hospital Advocates group, the committee used criteria-based voting to 
define the most pressing problems our community is facing. A targeted implementation 
strategy suggests the development of resources and programs where they are most needed 
and can be most effective. Because of this work, we have a much clearer understanding of the 
health of our community and how we are best able to partner with others to improve the 
health status of our residents. And, by using data-driven measures, we can determine if we are 
making real progress in the areas identified as the highest priority.  
 

IRS 501(r)(3) and Form 990, Schedule H Compliance  
The CHNA also serves to satisfy certain requirements of tax reporting, pursuant to provisions of 
the Patient Protection and Affordable Care Act of 2010, more commonly known as the 
Affordable Care Act (ACA). As part of the ACA, all not-for-profit hospitals are required to 
conduct a CHNA and adopt an implementation strategy every three years. Requirements for 
501(c)(3) Hospitals Under the Affordable Care Act are described in Code Section 501(r)(3), and 
include making the CHNA report (current and previous) widely available to the public. In 
accordance with this requirement, electronic reports of both the CHNA and the implementation 
strategy can be found at ProHealthCare.org. 

 

Data sources  
Data and research included information from community members, public health officials, 
community leaders/experts, and non-profit organizations representing vulnerable populations 
in our service area. The following information/data was collected and taken into consideration 
for assessing and addressing community health needs: 
 

 Community health survey: a telephone-based survey of 400 consumers commissioned 
by the Milwaukee Health Care Partnership (www.mkehcp.org), of which ProHealth Care 
is a member. This comprehensive survey provides valuable behavioral data, lifestyle 
habits, and the prevalence of risk factors and disease conditions of Waukesha County 
residents. The full report of this survey can be found at ProHealthCare.org. 

 Key informant interviews: more than 50 interviews were conducted with leaders of 
various non-profit organizations, schools, civic and business leaders. These key 
informants represent the broad interests of the community served, including medically 
underserved, low-income and minority populations (refer to Appendix D for a complete 
listing of organizations). The full Key Informant Results can be found at 
ProHealthCare.org. 

 Community feedback: A survey of hospital advocates (community members) was conducted. The advocates 
reviewed pertinent data and ‘voted’ on their top concerns for our community. 

 Compilation of “secondary data reports”: Using a variety of sources, information was gathered, including:  

o Social determinants of health data and trends including income, educational level, housing and 
employment  

o Health statistics such as leading causes of illness, death and disability  

o Waukesha County Health Rankings 

o Public safety statistics such as crime rates 
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o Waukesha County Health Data Report: A summary of secondary data sources. A full summary of this 
secondary data report can be found at ProHealthCare.org. 

 

Oconomowoc Memorial Hospital and its community   
Established in 1914, ProHealth Oconomowoc 
Memorial Hospital serves the residents of 
Waukesha County and surrounding 
communities. The hospital’s service area is 
defined as a ZIP-code based geographic area 
reflecting 85 percent of inpatient and 
outpatient activity. This area consists of 
Waukesha County as well as East Troy and 
Elkhorn (northern Walworth County), 
Waterford and Burlington (northeast Racine 
County) as well as Watertown (eastern 
Jefferson County).  

In every federal population census, Waukesha 
County has recorded an increase in 
population. Since 1950, the county’s 
population has grown from 85,901 to more 
than 400,000, and the growth is continuing. 
 
Waukesha County is large (580 square miles) 
and diverse, incorporating urban, suburban 
and rural areas. The county’s population is 
aging, with a median age of 43.2 years, which 
far surpasses state averages. Projections indicate the population of those 65 and over will make up over 30 percent of the 
county’s population by 2040. Waukesha County is among the most affluent counties in Wisconsin with a median household 
income of $87,277, but a growing number of people live below the poverty level with the largest pocket of those living in 
poverty in the City of Waukesha.  
 
The following charts provide a snapshot of the general demographics of the Waukesha County community. 
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Community Demographics  
 

 
 

Age: Total Population by Age Groups 

 

Report Area Age 0-4 Age 5-17 Age 18-24 
Age 25-

34 
Age 35-44 

Age 45-
54 

Age 55-
64 

Age 65+ 

Waukesha 

County 
20,670 65,864 31,354 42,206 49,772 55,355 62,487 74,929 

Wisconsin 331,066 943,255 550,536 735,559 706,143 738,449 819,168 982,799 

United States 19,650,192 53,646,546 30,435,736 45,485,165 41,346,677 41,540,736 42,101,439 52,362,817 

       

Waukesha County Population Projections Through 2040 age 60 and over 
 

Ages 60 
and older 

Ages 60 
and older 

Ages 60 
and older 

Ages 60 
and older 

Ages 60 
and older 

Ages 60 
and older 

Ages 60 
and older 

% Ages 60 
and older 

% Ages 
60 and 
older 

2010 2015 2020 2025 2030 2035 2040 2010 2040 

79,624  93,830 112,120 128,280 138,110 141,040 141,630 20.4% 31.1% 
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Race and Ethnicity 
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Prioritization of Needs Process 

The Community Benefits Committee of the ProHealth Care Board is responsible for directing our CHNA process. The 
process began with a review of the prior CHNA Implementation Strategy and results. Next statistics, including trended data, 
were presented to the eleven-member ProHealth Care Community Benefits Committee including the Community Health 
Survey Summary (see Appendix B). The committee, supported by ProHealth Care staff, studied the data and determined 
priorities for ProHealth Oconomowoc Memorial Hospital using a two-step narrowing process. This process included a 
numeric prioritization scale. 
 
Considerations included: 
• The magnitude of impact on vulnerable populations. 
• The impact on multiple health issues. 
• The risk of morbidity and mortality. 
• The magnitude of the issue. 
• Alignment with ProHealth Care’s strategy. 
• ProHealth Care’s ability to impact the issue. 

 

Priority Needs for Oconomowoc Memorial Hospital 
Following discussion and debate, three overarching themes emerged as priority areas for fiscal 2022-2024: 

 

Priority Areas Current findings 

Nutrition and Obesity  Notable decreases in those who report meeting daily fruit and 
vegetable serving recommendations 

 70% of consumers in Waukesha County report they are 
overweight 

 28% of residents are considered obese 

Substance Abuse  Dispensing of prescribed opioids continues to decrease 

 Notable increase in drug related death and deaths due to 
overdose 

 Significant increase in deaths related to Fentanyl 

 Excessive alcohol use 

Mental Health  Significant increase in those that reported poor mental health 
days in Waukesha County 

 Ranked #1 concern in key informant interviews 

 After accounting for age differences, the veteran suicide rate in 
Wisconsin is significantly higher than the national general 
populations suicide rate 

 
Note: There are often times significant overlap of issues/needs and population focus between all priorities. Strategies 
aimed at a particular priority area will often have benefit and impact on other priorities and as a result may be listed more 
than once under respective priorities. 
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Implementation Strategy process 
ProHealth Care has a long history of investing in community health programs and partnering with other organizations to 
identify and address the community’s most urgent needs. By engaging key stakeholders and developing natural 
partnerships, collaborators developed an Implementation Strategy to address the top health issues facing ProHealth 

Oconomowoc Memorial Hospital. 
 
After adoption of the CHNA Report and Implementation Strategy, ProHealth Oconomowoc Memorial Hospital publicly 
shares both documents with community partners, key informants, hospital board members, public schools, non-profits, 
hospital community advocate groups, the Waukesha County Public Health Division and the general public.  
 
Documents are made available via email, hard copies are made available at applicable meetings, and electronic copies are 
made available by PDF for download on ProHealthCare.org. Feedback and public comments are always welcomed and 
encouraged, and can be provided through the contact us form on the ProHealth Care website at 
ProHealthCare.org/Contact-Us. ProHealth Oconomowoc Memorial Hospital received no comments or issues with the 
previous Community Health Needs Assessment Report and/or Implementation Strategy. 
 
A summary of the prior CHNA can be found in (Appendix F) of this CHNA. A complete report of the prior CHNA can be 
found at ProHealthCare/org.  
 

ProHealth Oconomowoc Memorial Hospital Summary of Implementation Strategy 

ProHealth Care Oconomowoc Memorial Hospital has completed a separate Implementation Strategy to address the 
hospital’s strategies to meet the community health needs identified in this CHNA. The following is a summary of that 
separate, more comprehensive Implementation Strategy report.  To access a copy of the full Implementation Strategy, 
please visit ProHealthCare.org 

 
Nutrition and Obesity 
Goal: Improve nutrition and access to affordable, healthy foods; encourage an increase in physical activity, which helps to 
prevent obesity. 
Objective One: Support and enhance collaborations with community organizations.  
Objective Two: Expand community-based programs focused on healthy eating habits and physical activity.  
Objective Three: Increase access to local healthy food options to residents in areas with limited access  

 
Substance Abuse 
Goal: Provide knowledge and increased linkages for prevention, early intervention and continued treatment of substance 
abuse. 
Objective One: Support and enhance collaborations with community organizations.  
Objective Two: Provide multiple venues/opportunities for education and prevention activity in the community  

 
Mental Health 
Goal: Improve mental health by increasing community knowledge of mental health symptoms and community resources 
Objective One: Support and enhance collaborations with community organizations.  
Objective Two: Increase outreach, education and awareness of mental health in community-based settings.  
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Community Resources and Assets 
The health needs in the ProHealth Oconomowoc Memorial Hospital community cannot be addressed by one organization 

alone. In addition to its own actions to address the significant health needs of the community, ProHealth Oconomowoc 

Memorial Hospital is committed to partnering with organizations and agencies to effectively leverage limited resources, 

address unmet community health needs and improve the overall health of the community. In addition to the organizations 

listed as part of Key Informant Interviews (see Appendix D), the following is a listing of organizations specifically identified 

in the CHNA Implementation Strategy.  

 

 Impact 211 

 Waukesha County Food Pantry  

 Waukesha County Nutrition Coalition 

 Waukesha County Breastfeeding Coalition 

 Blessings in a Backpack  

 YMCA of Waukesha 

 Waukesha County Parks Department 

 City of Waukesha  

 ProHealth Hispanic Resource Center 

 YourChoice to Live  

 Waukesha County Heroin Task Force  

 Addiction Resource Council  

 Elevate 

 NAMI  

 Waukesha County Sherriff’s Department  

 Wisconsin Institute for Healthy Aging 

 NAMI of Southeast Wisconsin 

 Family Service of Waukesha  

 Wisconsin Statewide Coalition on Loneliness and Isolation 

 YMCA at Pabst Farms 
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Appendix A: Waukesha County Community Health Survey Report 
The full Waukesha County Community Health Survey Report is available at ProHealthCare.org. The report was 
commissioned by Ascension Wisconsin, Aurora Health Care, Children’s Wisconsin, Froedtert Health and ProHealth Care in 
partnership with Waukesha County Public Health Division.  The summary was prepared by JKV Research, LLC.  
 
The Community Health Survey is conducted every three years and is used to identify community changes over time. The 
health topics addressed by the survey are listed in the Waukesha County Community Health Survey Summary (Appendix B). 
The purpose of this project is to provide Waukesha County with information from an assessment of the health status of 
county residents. Primary objectives are to:  

1. Gather specific data on behavioral and lifestyle habits of the adult population. Select information will also be 
collected about the respondent’s household.  

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

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

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

5. Compare, where appropriate and available, health data of residents to state and national measurements along 
with Healthy People 2020 goals.  
 

Respondents were scientifically selected so the survey would be representative of all adults 18 years old and older in the 
county. The sampling strategy was two-fold. 1) A random-digit-dial landline sample of telephone numbers which included 
listed and unlisted numbers. The respondent within each household was randomly selected by computer and based on the 
number of adults in the household (n=220). 2) A cell phone-only sample where the person answering the phone was 
selected as the respondent (n=180). At least 8 attempts were made to contact a respondent in each sample. Screener 
questions verifying location were included. Data collection was conducted by Management Decisions Incorporated. A total 
of 400 telephone interviews were completed between July 24, 2020 and September 4, 2020.  
 
It is important to keep this data in context of COVID-19. On March 25, 2020, a public health emergency, Safer at Home, was 
declared in Wisconsin where all non-essential businesses were closed for approximately ten weeks. Waukesha County 
developed Stay Safe to Stay Open, following the federal Guidelines for Opening Up America Again and the Wisconsin 
Badger Bounce Back plan to safely open up businesses and activities in the county. During the community health survey 
data collection, non-essential business capacity was at 50%, adult remote options were encouraged and indoor gatherings 
were limited to 100 people or less with social distancing. As a result, behaviors may be different than in previous years. 
 
With a sample size of 400, we can be 95% sure that the sample percentage reported would not vary by more than ±5 
percent from what would have been obtained by interviewing all persons 18 years old and older with telephones in the  
county. This margin of error provides us with confidence in the data; 95 times out of 100, the true value will likely be 
somewhere between the lower and upper bound. The margin of error for smaller subgroups will be larger than ±5 percent, 
since fewer respondents are in that category (e.g., adults who were asked about a child in the household). 
 
In 2019, the Census Bureau estimated 318,146 adult residents lived in Waukesha County. Thus, in this report, one 
percentage point equals approximately 3,180 adults. So, when 9% of respondents reported their health was fair or poor, 
this roughly equals 28,620 residents ±15,900 individuals. Therefore, from 12,720 to 44,520 residents likely have fair or poor 
health. Because the margin of error is ±5%, events or health risks that are small will include zero.  
 
In 2019, the Census Bureau estimated 160,635 occupied housing units in Waukesha County. In certain questions of the 
Community Health Survey, respondents were asked to report information about their household. Using the 2019 
household estimate, each percentage point for household-level data represents approximately 1,610 households. 

 
 
 



13 | P a g e   

Appendix B: Waukesha County Community Health Survey Report Summary 
 

 

This research provides valuable behavioral data, lifestyle habits, and the prevalence of risk factors and disease conditions of 

Waukesha County residents. This summary was prepared by JKV Research, LLC for Ascension Wisconsin, Aurora Health 

Care, Children’s Wisconsin, Froedtert Health and ProHealth Care in partnership with Waukesha County Public Health Division. 

Please see the full report for complete data analysis. 

 

Data Collection 

Respondents were scientifically selected so the survey would be representative of all adults 18 years old and older in the county. 

The sampling strategy was two-fold. 1) A random-digit-dial landline sample of telephone numbers which included listed and 

unlisted numbers. The respondent within each household was randomly selected by computer and based on the number of adults 

in the household (n=220). 2) A cell phone-only sample where the person answering the phone was selected as the respondent 

(n=180). At least 8 attempts were made to contact a respondent in each sample. Screener questions verifying location were 

included. Data collection was conducted by Management Decisions Incorporated. A total of 400 telephone interviews were 

completed between July 24, 2020 and September 4, 2020. 

It is important to keep this data in context of COVID-19. On March 25, 2020, a public health emergency, Safer at Home, was 

declared in Wisconsin where all non-essential businesses were closed for approximately ten weeks. Waukesha County 

developed Stay Safe to Stay Open, following the federal Guidelines for Opening Up America Again and the Wisconsin Badger 

Bounce Back plan to safely open up businesses and activities in the county. During the community health survey data 

collection, non-essential business capacity was at 50%, adult remote options were encouraged and indoor gatherings were 

limited to 100 people or less with social distancing. As a result, behaviors may be different than in previous years. 

 

Weighting of Data 

For the landline sample, weighting was based on the number of adults in the household and the number of residential phone 

numbers, excluding fax and computer lines, to take into account the probability of selection. For the cell-phone only sample, it 

was assumed the respondent, if an adult, was the primary cell phone user. Combined, post-stratification was conducted by sex 

and age to reflect the 2010 census proportion of these characteristics in the county. 

 

Margin of Error 

With a sample size of 400, we can be 95% sure that the sample percentage reported would not vary by more than ±5 percent 

from what would have been obtained by interviewing all persons 18 years old and older with telephones in the county. This 

margin of error provides us with confidence in the data; 95 times out of 100, the true value will likely be somewhere between 

the lower and upper bound. The margin of error for smaller subgroups will be larger than ±5 percent, since fewer respondents 

are in that category (e.g., adults who were asked about a child in the household). 

 

What do the Percentages Mean? 

In 2019, the Census Bureau estimated 318,146 adult residents lived in Waukesha County. Thus, in this report, one percentage 

point equals approximately 3,180 adults. So, when 9% of respondents reported their health was fair or poor, this roughly equals 

28,620 residents ±15,900 individuals. Therefore, from 12,720 to 44,520 residents likely have fair or poor health. Because the 

margin of error is ±5%, events or health risks that are small will include zero. 

 

In 2019, the Census Bureau estimated 160,635 occupied housing units in Waukesha County. In certain questions of the 

Community Health Survey, respondents were asked to report information about their household. Using the 2019 household 

estimate, each percentage point for household-level data represents approximately 1,610 households. 

Waukesha County Community Health Survey Summary 
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Waukesha  WI US 

Rating Their Own Health 2009 2012 2015 2017 2020 2019 2019 

Excellent/Very Good 68% 64% 57% 60% 63% 50% 50% 

Good 23% 26% 33% 25% 28% 34% 32% 

Fair or Poor 9% 10% 11% 15% 9% 16% 18% 
 

Health Care Coverage  Waukesha  WI US 

Not Covered 2009 2012 2015 2017 2020 2019 2019 

Personally (Currently, 18 Years Old and Older) [HP2020 Goal: 0%] 8% 6% 2% 2% 4% 9% 11% 

Personally (Currently, 18 to 64 Years Old) [HP2020 Goal: 0%] 10% 7% 2% 2% 5% 11% 14% 

Personally (Past Year, 18 and Older) 11% 7% 6% 3% 7% NA NA 

Household Member (Past Year) 12% 10% 9% 7% 9% NA NA 
 

  Waukesha  WI US 

Unmet Health Care Needed in Past Year 2009 2012 2015 2017 2020 2019 2019 

Delayed/Did Not Seek Care Due to Cost -- -- 17% 17% 13% 11% 12% 

Unmet Need/Care in Household 

Prescription Medication Not Taken Due to Cost [HP2020 Goal: 3%] -- 8% 8% 11% 5% NA NA 

Medical Care [HP2020 Goal: 4%]* -- 4% 9% 12% 9% NA NA 

Dental Care [HP2020 Goal: 5%]* -- 9% 12% 7% 16% NA NA 

Mental Health Care* -- <1% 3% 3% 4% NA NA 
 

Health Information  Waukesha  WI US 

Primary Source of Health Information 2009 2012 2015 2017 2020 2019 2019 

Doctor -- 40% 47% 49% 51% NA NA 

Internet -- 28% 30% 30% 32% NA NA 

Myself/Family Member in Health Care Field -- 9% 6% 13% 9% NA NA 
 

  Waukesha  WI US 

Health Care Services 2009 2012 2015 2017 2020 2019 2019 

Have a Primary Care Physician [HP2020 Goal: 84%] -- -- -- 86% 89% 82% 76% 

Primary Health Care Services 

Doctor/Nurse Practitioner’s Office 86% 86% 78% 68% 64% NA NA 

Urgent Care Center 4% 5% 8% 21% 21% NA NA 

Quickcare Clinic (Fastcare Clinic) -- -- -- 3% 2% NA NA 

Hospital Emergency Room 2% <1% 3% <1% 3% NA NA 

Public Health Clinic/Community Health Center 3% 5% 4% <1% 2% NA NA 

Virtual Health/Tele-Medicine/Electronic Visits -- -- -- <1% <1% NA NA 

Worksite Clinic -- -- -- 4% <1% NA NA 

Hospital Outpatient Department 1% <1% <1% 0% 0% NA NA 

No Usual Place 4% 2% 6% 3% 7% NA NA 

Advance Care Plan 40% 39% 40% 46% 46% NA NA 
 

  Waukesha  WI US 

Vaccinations (65 and Older) 2009 2012 2015 2017 2020 2019 2019 

Flu Vaccination (Past Year) 75% 64% 73% 74% 82% 64% 64% 

Pneumonia Vaccination (Ever) [HP2020 Goal: 90%] 74% 75% 73% 79% 84% 77% 73% 

--Not asked. NA-WI and/or US data not available. 

*In 2020, the question was asked about any household member. In previous years, the question was asked of respondents only. 
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Waukesha  WI US 

Routine Procedures 2009 2012 2015 2017 2020 2019 2019 

Routine Checkup (2 Years Ago or Less) 84% 85% 85% 86% 90% 87% 88% 

Cholesterol Test (4 Years Ago or Less) [HP2020 Goal: 82%] 82% 79% 84% 84% 81% 84% 87% 

Dental Checkup (Past Year) [HP2020 Goal: 49%] 74% 75% 76% 82% 76% 71%1 68%1 

Eye Exam (Past Year) 41% 49% 55% 53% 39% NA NA 
 

  Waukesha  WI US 

Health Conditions in Past 3 Years 2009 2012 2015 2017 2020 2019 2019 

High Blood Pressure 22% 26% 33% 31% 29% NA NA 

High Blood Cholesterol 24% 25% 26% 26% 22% NA NA 

Mental Health Condition 13% 12% 11% 18% 19% NA NA 

Diabetes 6% 7% 9% 12% 10% NA NA 

Heart Disease/Condition 6% 9% 7% 12% 8% NA NA 

Asthma (Current) 9% 8% 8% 11% 9% 10% 10% 
 

  Waukesha  WI US 

Condition Controlled Through Meds, Therapy or Lifestyle Changes 2009 2012 2015 2017 2020 2019 2019 

High Blood Pressure -- 96% 98% 98% 97% NA NA 

High Blood Cholesterol -- 93% 81% 77% 92% NA NA 

Mental Health Condition -- 94% 98% 97% 99% NA NA 

Diabetes -- 97% 94% 96% 89% NA NA 

Heart Disease/Condition -- 94% 87% 91% 93% NA NA 

Asthma (Current) -- 88% 87% 98% 97% NA NA 
 

  Waukesha  WI US 

Physical Activity/Usual Week 2009 2012 2015 2017 2020 2009 2009 

Moderate Activity (5 Times/30 Min) 41% 33% 31% 44% 43% NA NA 

Vigorous Activity (3 Times/20 Min) 33% 28% 31% 37% 40% NA NA 

Recommended Moderate or Vigorous Activity 53% 47% 46% 56% 57% 53% 51% 
 

Body Weight  Waukesha  WI US 

Overweight Status 2009 2012 2015 2017 2020 2019 2019 

At Least Overweight (BMI 25.0+) [HP2020 Goal: 66%] 63% 65% 70% 69% 70% 70% 67% 

Obese (BMI 30.0+) [HP2020 Goal: 31%] 21% 25% 34% 30% 34% 34% 32% 
 

  Waukesha  WI US 

Nutrition and Food Security 2009 2012 2015 2017 2020 2009 2009 

Fruit Intake (2+ Servings/Average Day) 68% 65% 65% 67% 61% NA NA 

Vegetable Intake (3+ Servings/Average Day) 30% 29% 25% 39% 31% NA NA 

At Least 5 Fruit/Vegetables/Average Day 42% 37% 33% 45% 35% 23% 23% 

Household Went Hungry-Couldn’t Afford Enough Food (Past Year) -- -- -- 4% 2% NA NA 
 

  Waukesha  WI US 

Colorectal Cancer Screenings (50 and Older) 2009 2012 2015 2017 2020 2018 2018 

Blood Stool Test (Within Past Year) -- 14% 12% 9% 10% 7% 9% 

Sigmoidoscopy (Within Past 5 Years) 10% 4% 6% 7% 5% 3% 2% 

Colonoscopy (Within Past 10 Years) 62% 59% 62% 80% 72% 71% 64% 

One of the Screenings in Recommended Time Frame [HP2020 Goal: 71%] 66% 60% 65% 83% 75% 75% 70% 

--Not asked. NA-WI and/or US data not available. 1WI and US data for dental visit is from 2018. 
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Waukesha  WI US 

Women’s Health Screenings 2009 2012 2015 2017 2020 2018 2018 

Mammogram (50+; Within Past 2 Years) 76% 77% 78% 73% 84% 78% 78% 

Bone Density Scan (65 and Older; Ever) 76% 86% 86% 86% 84% NA NA 

Cervical Cancer Screening 

Pap Smear (18 – 65; Within Past 3 Years) [HP2020 Goal: 93%] 89% 83% 82% 80% 81% 81% 80% 

HPV Test (18 – 65; Within Past 5 Years) -- -- 55% 47% 51% NA NA 

Screening in Recommended Time Frame (18-29: Pap Every 3 Years; 30 to 

65: Pap and HPV Every 5 Years or Pap Only Every 3 Years) 
 

-- 
 

-- 
 

88% 
 

84% 
 

88% 

 

NA 

 

NA 
 

  Waukesha  WI US 

Cigarette Smokers or Vapers 2009 2012 2015 2017 2020 2019 2019 

Current Smokers [HP2020 Goal: 12%] 17% 17% 13% 14% 11% 15% 16% 

Current Electronic Vapers (Past Month) -- -- 4% 4% 4% 4%1 5%1 

Of Current Smokers/Vapers…      2005 2005 

Quit Smoking/Vaping 1 Day or More in Past Year Because Trying to 

Quit [HP2020 Goal Quit Smoking: 80%]* 
 

58% 
 

45% 
 

55% 
 

67% 
 

55% 
 

49% 
 

56% 

Saw a Health Care Professional in Past Year and Advised to Quit 

Smoking/Vaping* 

 

72% 

 

69% 

 

67% 

 

76% 

 

69% 

 

NA 

 

NA 
 

Exposure to Smoke or Electronic Vapor  Waukesha  WI2 US 

Smoking Policy at Home 2009 2012 2015 2017 2020 14-15  14-15 

Not Allowed Anywhere 85% 82% 86% 88% 88% 84% 87% 

Allowed in Some Places/At Some Times 7% 8% 6% 3% 3% NA NA 

Allowed Anywhere 2% 2% <1% <1% 2% NA NA 

No Rules Inside Home 6% 7% 8% 9% 7% NA NA 

Nonsmokers/Nonvapers Exposed to Second-Hand Smoke/Vapor in Past 7 

Days* [HP2020 Goal Nonsmokers: 34%] 
 

26% 
 

10% 
 

8% 
 

7% 
 

8% 
 

NA 
 
NA 

 

  Waukesha  WI US 

Other Tobacco Products in Past Month 2009 2012 2015 2017 2020 2019 2019 

Smokeless Tobacco [HP2020 Goal: 0.2%] -- -- 2% 4% 7% 3% 4% 

Cigars, Cigarillos or Little Cigars -- -- 3% 4% 3% NA NA 
 

  Waukesha  WI US 

Alcohol Use in Past Month 2009 2012 2015 2017 2020 2019 2019 

Binge Drinker** [HP2020 Goal 5+ Drinks: 24%] 27% 22% 29% 26% 32% 22% 17% 

Driver/Passenger When Driver Perhaps Had Too Much to Drink 2% 3% <1% 2% 2% NA NA 
 

  Waukesha  WI US 

Other Drug Use in Past Year 2009 2012 2015 2017 2020 2019 2019 

Cocaine or Other Street Drugs -- -- -- <1% 2% NA NA 

Misuse of Prescription Pain Relievers -- -- -- <1% <1% NA NA 

Heroin -- -- -- 0% 0% NA NA 
 

  Waukesha  WI US 

Household Problems in Past Year Associated With… 2009 2012 2015 2017 2020 2019 2019 

Alcohol 3% 3% 6% 1% 2% NA NA 

Cocaine, Heroin or Other Street Drugs -- 2% <1% 2% 1% NA NA 

Marijuana or THC-Containing Products -- 1% 2% 1% <1% NA NA 

Misuse of Prescription Drugs or Over-the-Counter Drugs -- 1% 1% 1% <1% NA NA 

--Not asked. NA-WI and/or US data not available. 1Wisconsin and US current vapers is 2017 data. 2Midwest data. 

*In 2020, tobacco cessation, health professional advised quitting and exposure included current smokers and current vapers. In previous 

years, both questions were asked of current smokers only. **In 2009, binge drinking was defined as 5 or more drinks regardless of gender. 

Since 2012, binge drinking has been defined as 4 or more drinks for females and 5 or more drinks for males to account for metabolism 

differences. 
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Waukesha  WI US 

Community and Personal Support 2009 2012 2015 2017 2020 2019 2019 

Times of Distress and Looked for Community Resource Support 

(Past 3 Years) 
 

-- 
 

-- 
 

-- 
 

18% 
 

13% 
 

NA 
 

NA 

Respondents Who Looked for Community Support 

Felt Somewhat/Slightly/Not at All Supported -- -- -- 43% 48% NA NA 
 

  Waukesha  WI US 

Mental Health Status 2009 2012 2015 2017 2020 2019 2019 

Felt Sad, Blue or Depressed Always/Nearly Always (Past Month) 5% 5% 4% 3% 4% NA NA 

Considered Suicide (Past Year) 4% 2% 4% 4% 3% NA NA 

Find Meaning & Purpose in Daily Life Seldom/Never 3% 4% 4% 4% 6% NA NA 
 

  Waukesha  WI US 

Personal Safety Issues in Past Year 2009 2012 2015 2017 2020 2019 2019 

Afraid for Their Safety 5% 4% 4% 4% 6% NA NA 

Pushed, Kicked, Slapped or Hit 4% 1% 3% 5% 2% NA NA 

At Least One of the Safety Issues 8% 4% 5% 7% 7% NA NA 
 

  Waukesha  WI US 

Children in Household 2009 2012 2015 2017 2020 2019 2019 

Primary Doctor/Nurse Who Knows Child Well and Familiar with History -- 86% 89% 97% 99% NA NA 

Visited Primary Doctor/Nurse for Preventive Care (Past Year) -- 93% 95% 89% 97% NA NA 

Did Not Receive Care Needed (Past Year) 

Medical Care -- 3% 4% 2% 4% NA NA 

Dental Care -- 3% 6% 2% 7% NA NA 

Specialist -- 3% 1% <1% 6% NA NA 

Current Asthma -- 3% 7% 3% 9% NA NA 

Children 5 to 17 Years Old 

Fruit Intake (2+ Servings/Average Day) -- 75% 86% 67% 79% NA NA 

Vegetable Intake (3+ Servings/Average Day) -- 30% 26% 27% 26% NA NA 

5+ Fruit/Vegetables per Average Day -- 36% 48% 47% 47% NA NA 

Physical Activity (60 Min./5 or More Days/Week) -- 70% 57% 60% 56% NA NA 

Experienced Some Form of Bullying (Past Year)* -- 18% 14% 14% 10% NA NA 

Verbally Bullied* -- 18% 14% 14% 9% NA NA 

Physically Bullied* -- 5% 2% 4% <1% NA NA 

Cyber Bullied* -- 3% 4% 1% 3% NA NA 
 

  Waukesha  WI US 

Top County Health Issues 2009 2012 2015 2017 2020 2019 2019 

Coronavirus/COVID-19 -- -- -- -- 48% NA NA 

Illegal Drug Use -- -- -- 41% 31% NA NA 

Overweight or Obesity -- -- -- 18% 22% NA NA 

Chronic Diseases -- -- -- 17% 20% NA NA 

Mental Health or Depression -- -- -- 10% 18% NA NA 

Access to Health Care -- -- -- 21% 18% NA NA 

Alcohol Use or Abuse -- -- -- 15% 11% NA NA 

Cancer -- -- -- 11% 10% NA NA 

Prescription or OTC Drug Abuse -- -- -- 17% 9% NA NA 

Violence or Crime -- -- -- 5% 8% NA NA 

Tobacco Use -- -- -- 5% 7% NA NA 

Infectious Diseases -- -- -- 3% 5% NA NA 

Access to Affordable Healthy Food -- -- -- 4% 5% NA NA 

--Not asked. NA-WI and/or US data not available. *In 2020, the question was asked for children 5 to 17 years old. In previous 

years it was asked for children 8 to 17 years old. 



18 | P a g e   

Rating Their Own Health 

In 2020, 63% of respondents reported their health as excellent or very good; 9% reported fair or poor. Respondents who 

were 65 and older, unmarried, inactive or smokers were more likely to report fair or poor health. From 2009 to 2020, there 

was no statistical change in the overall percent of respondents who reported their health as fair or poor while from 2017 to 
2020, there was a statistical decrease. 

 

Health Care Coverage 

In 2020, 4% of respondents reported they were not currently covered by health care insurance; respondents 18 to 34 years 

old, 45 to 54 years old, with a high school education or less or in the middle 20 percent household income bracket were more 

likely to report this. Seven percent of respondents reported they personally did not have health care insurance at least part of 

the time in the past year; respondents 18 to 34 years old, with a high school education or less, in the bottom 40 percent 

household income bracket or unmarried respondents were more likely to report this. Nine percent of respondents reported 

someone in their household was not covered at least part of the time in the past year; respondents who were in the bottom 60 

percent household income bracket, unmarried or with children in the household were more likely to report this. From 2009 

to 2020, the overall percent statistically decreased for respondents 18 and older or 18 to 64 years old who reported no 

current personal health care coverage while from 2017 to 2020, there was no statistical change. From 2009 to 2020, the 
overall percent statistically remained the same for respondents who reported no personal health care insurance at least part 

of the time in the past year while from 2017 to 2020, there was a statistical increase. From 2009 to 2020, the overall percent 
statistically remained the same for respondents who reported someone in the household was not covered at least part of the 

time in the past year, as well as from 2017 to 2020. 

 
In 2020, 13% of respondents reported they delayed or did not seek medical care because of a high deductible, high co-pay or 

because they did not have coverage for the care in the past year; respondents 35 to 44 years old or with some post high 

school education were more likely to report this. Five percent of respondents reported that someone in their household had 

not taken their prescribed medication due to prescription costs in the past year; respondents who were in the bottom 40 

percent household income bracket or unmarried were more likely to report this. Nine percent of respondents reported there 

was a time in the past year someone in their household did not receive the medical care needed; respondents who were in the 

bottom 40 percent household income bracket or unmarried were more likely to report this. Sixteen percent of respondents 

reported there was a time in the past year someone in the household did not receive the dental care needed; respondents who 

were in the bottom 40 percent household income bracket or unmarried were more likely to report this. Four percent of 

respondents reported there was a time in the past year someone did not receive the mental health care needed; respondents 

who were in the bottom 60 percent household income bracket or unmarried were more likely to report this. From 2015 to 

2020, the overall percent statistically remained the same for respondents who reported in the past year they delayed or did 

not seek medical care because of a high deductible, high co-pay or because they did not have coverage for the medical care, 
as well as from 2017 to 2020. From 2012 to 2020, the overall percent statistically decreased for respondents who reported 

someone in their household had not taken their prescribed medication due to prescription costs in the past year, as well as 
from 2017 to 2020. From 2012 to 2020, the overall percent statistically increased for respondents who reported unmet 

medical care or unmet mental health care in the past year while from 2017 to 2020, there was no statistical change. From 

2012 to 2020, the overall percent statistically increased for respondents who reported unmet dental care in the past year, as 
well as from 2017 to 2020. Please note: in 2020, unmet medical, dental and mental health care need was asked of the 

household. In prior years, it was asked of the respondent only. 

 

Health Care Information 

In 2020, 51% of respondents reported they contact a doctor when looking for health information while 32% reported they 

look on the Internet. Nine percent reported they were, or a family member was, in the health care field and their source for 

health information. Respondents 65 and older, with some post high school education or less or in the middle 20 percent 

household income bracket were more likely to report they contact a doctor. Respondents 18 to 44 years old or with a college 

education were more likely to report the Internet. Respondents with a college education, in the top 40 percent household 

income bracket or married respondents were more likely to report themselves or a family member in the health care field and 

their source for health information. From 2012 to 2020, there was a statistical increase in the overall percent of respondents 

who reported doctor as their source of health information while from 2017 to 2020, there was no statistical change. From 

2012 to 2020, there was no statistical change in the overall percent of respondents who reported the Internet as their source 
of health information, as well as from 2017 to 2020. From 2012 to 2020, there was no statistical change in the overall 

percent of respondents who reported they were/family member was in the health care field and their source of health 
information while from 2017 to 2020, there was a statistical decrease. 
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Health Care Services 

In 2020, 89% of respondents reported they have a primary care physician they regularly see for check-ups and when they are 

sick; respondents who were female, 45 to 54 years old, 65 and older or with some post high school education were more 

likely to report a primary care physician. Sixty-four percent of respondents reported their primary place for health care 

services when they are sick was from a doctor’s or nurse practitioner’s office while 21% reported an urgent care center. 

Respondents 65 and older or with some post high school education were more likely to report a doctor’s or nurse 

practitioner’s office as their primary health care when they are sick. Respondents 18 to 34 years old, with a high school 

education or less, with a college education or in the top 40 percent household income bracket were more likely to report an 

urgent care center as their primary health care. Forty-six percent of respondents had an advance care plan; respondents who 

were female, 65 and older, with a college education or married respondents were more likely to report an advance care plan. 

From 2017 to 2020, there was no statistical change in the overall percent of respondents who reported they have a primary 

care physician. From 2009 to 2020, there was a statistical decrease in the overall percent of respondents who reported their 
primary place for health care services when they are sick was a doctor’s/nurse practitioner’s office while from 2017 to 

2020, there was no statistical change. From 2009 to 2020, there was a statistical increase in the overall percent of 

respondents who reported their primary place for health care services when they are sick was an urgent care center while 
from 2017 to 2020, there was no statistical change. From 2009 to 2020, there was no statistical change in the overall 

percent of respondents with an advance care plan, as well as from 2017 to 2020. 

 

Routine Procedures 

In 2020, 90% of respondents reported a routine medical checkup two years ago or less while 81% reported a cholesterol test 

four years ago or less. Seventy-six percent of respondents reported a visit to the dentist in the past year while 39% reported 

an eye exam in the past year. Respondents who were female, 65 and older or in the bottom 40 percent household income 

bracket were more likely to report a routine checkup two years ago or less. Respondents who were female, 45 to 54 years 

old, 65 and older, with some post high school education or married respondents were more likely to report a cholesterol test 

four years ago or less. Respondents 45 to 64 years old, with a college education, in the top 40 percent household income 

bracket or married respondents were more likely to report a dental checkup in the past year. Respondents 65 and older, with 

a college education, in the top 60 percent household income bracket or married respondents were more likely to report an 

eye exam in the past year. From 2009 to 2020, there was a statistical increase in the overall percent of respondents who 

reported a routine checkup two years ago or less while from 2017 to 2020, there was no statistical change. From 2009 to 
2020, there was no statistical change in the overall percent of respondents who reported a cholesterol test four years ago or 

less, as well as from 2017 to 2020. From 2009 to 2020, there was no statistical change in the overall percent of respondents 

who reported a dental checkup in the past year or an eye exam in the past year while from 2017 to 2020, there was a 

statistical decrease. 
 

Vaccinations 

In 2020, 56% of respondents had a flu vaccination in the past year. Respondents who were female, 65 and older or married 

were more likely to report a flu vaccination. Eighty-four percent of respondents 65 and older had a pneumonia vaccination in 

their lifetime. From 2009 to 2020, there was a statistical increase in the overall percent of respondents 18 and older who 
reported a flu vaccination in the past year while from 2017 to 2020, there was no statistical change. From 2009 to 2020, 

there was no statistical change in the overall percent of respondents 65 and older who reported a flu vaccination in the past 

year, as well as from 2017 to 2020. From 2009 to 2020, there was no statistical change in the overall percent of respondents 
65 and older who had a pneumonia vaccination in their lifetime, as well as from 2017 to 2020. 

 

Prevalence of Health Conditions 

In 2020, out of six health conditions listed, the most often mentioned in the past three years was high blood pressure (29%), 

high blood cholesterol (22%) or a mental health condition (19%). Respondents 65 and older, with some post high school 

education, who were overweight or inactive were more likely to report high blood pressure. Respondents 55 and older, with 

some post high school education, who were overweight or inactive were more likely to report high blood cholesterol. 

Respondents 35 to 44 years old, with some post high school education or in the bottom 40 percent household income bracket 

were more likely to report a mental health condition. Ten percent of respondents reported diabetes in the past three years; 

respondents who were 65 and older or overweight were more likely to report this. Eight percent reported they were treated 

for, or told they had heart disease/condition in the past three years. Respondents 65 and older, with some post high school 

education or less, in the bottom 60 percent household income bracket or inactive respondents were more likely to report 

heart disease/condition. Nine percent reported current asthma; respondents who were female or with a college education 

were more likely to report this. Of respondents who reported these health conditions, at least 89% reported the condition was 

controlled through medication, therapy or lifestyle changes. From 2009 to 2020, there was a statistical increase in the 

overall percent of respondents who reported high blood pressure or a mental health condition while from 2017 to 2020, 
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there was no statistical change. From 2009 to 2020, there was no statistical change in the overall percent of respondents 
who reported high blood cholesterol, diabetes or current asthma, as well as from 2017 to 2020. From 2009 to 2020, there 

was no statistical change in the overall percent of respondents who reported heart disease/condition while from 2017 to 

2020, there was a statistical decrease. 
 

Physical Health 

In 2020, 43% of respondents did moderate physical activity five times in a usual week for 30 minutes. Forty percent of 

respondents did vigorous activity three times a week for 20 minutes. Combined, 57% met the recommended amount of 

physical activity; respondents who were 18 to 34 years old or not overweight were more likely to report this. From 2009 to 

2020, there was no statistical change in the overall percent of respondents who reported moderate physical activity five 

times a week for at least 30 minutes, as well as from 2017 to 2020. From 2009 to 2020, there was a statistical increase in the 
overall percent of respondents who reported vigorous physical activity three times a week for at least 20 minutes while from 

2017 to 2020, there was no statistical change. From 2009 to 2020, there was no statistical change in the overall percent of 
respondents who met the recommended amount of physical activity in a usual week, as well as from 2017 to 2020. 

 

In 2020, 70% of respondents were classified as at least overweight while 34% were obese. Respondents who were male, 35 

to 44 years old, with some post high school education, in the middle 20 percent household income bracket or who did not 

meet the recommended amount of physical activity were more likely to be at least overweight. Respondents 35 to 44 years 

old, 55 to 64 years old, with some post high school education or inactive respondents were more likely to be obese. From 

2009 to 2020, there was a statistical increase in the overall percent of respondents who were at least overweight or obese 
while from 2017 to 2020, there was no statistical change. 

 

Nutrition and Food Insecurity 

In 2020, 61% of respondents reported two or more servings of fruit while 31% reported three or more servings of vegetables 

on an average day. Respondents who were 35 to 44 years old, overweight, inactive or who met the recommended amount of 

physical activity were more likely to report at least two servings of fruit. Respondents who were female, 18 to 34 years old, 

55 to 64 years old or with a college education were more likely to report at least three servings of vegetables on an average 

day. Thirty-five percent of respondents reported five or more servings of fruit/vegetables on an average day; respondents 

who were female, with a college education, in the middle 20 percent household income bracket or who met the 

recommended amount of physical activity were more likely to report this. Two percent of respondents reported their 

household went hungry because they couldn’t afford enough food in the past year. From 2009 to 2020, there was no 

statistical change in the overall percent of respondents who reported at least two servings of fruit on an average day, as well 

as from 2017 to 2020. From 2009 to 2020, there was no statistical change in the overall percent of respondents who 

reported at least three servings of vegetables on an average day while from 2017 to 2020, there was a statistical decrease. 
From 2009 to 2020, there was a statistical decrease in the overall percent of respondents who reported at least five servings 

of fruit/vegetables on an average day, as well as from 2017 to 2020. From 2017 to 2020, there was a statistical decrease in 

the overall percent of respondents who reported their household went hungry because they couldn’t afford enough food in 
the past year. 

 

Women’s Health 

In 2020, 84% of female respondents 50 and older reported a mammogram within the past two years. Eighty-four percent of 

female respondents 65 and older had a bone density scan. Eighty-one percent of female respondents 18 to 65 years old 

reported a pap smear within the past three years. Fifty-one percent of respondents 18 to 65 years old reported an HPV test 

within the past five years. Eighty-eight percent of respondents reported they received a cervical cancer test in the time frame 

recommended (18 to 29 years old: pap smear within past three years; 30 to 65 years old: pap smear and HPV test within past 

five years or pap smear only within past three years). Respondents with a college education, in the top 40 percent household 

income bracket or married respondents were more likely to report a cervical cancer screen within the recommended time 

frame. From 2009 to 2020, there was no statistical change in the overall percent of respondents 50 and older who reported a 
mammogram within the past two years, as well as from 2017 to 2020. From 2009 to 2020, there was no statistical change in 

the overall percent of respondents 65 and older who reported a bone density scan, as well as from 2017 to 2020. From 2009 

to 2020, there was no statistical change in the overall percent of respondents 18 to 65 years old who reported a pap smear 
within the past three years, as well as from 2017 to 2020. From 2015 to 2020, there was no statistical change in the overall 

percent of respondents 18 to 65 years old who reported an HPV test within the past five years, as well as from 2017 to 2020. 

From 2015 to 2020, there was no statistical change in the overall percent of respondents 18 to 65 years old who reported a 
cervical cancer screen within the recommended time frame, as well as from 2017 to 2020. 
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Colorectal Cancer Screening 

In 2020, 10% of respondents 50 and older reported a blood stool test within the past year. Five percent of respondents 50 and 

older reported a sigmoidoscopy within the past five years while 72% reported a colonoscopy within the past ten years. This 

results in 75% of respondents meeting the current colorectal cancer screening recommendations. From 2012 to 2020, there 
was no statistical change in the overall percent of respondents who reported a blood stool test within the past year, as well 

as from 2017 to 2020. From 2009 to 2020, there was no statistical change in the overall percent of respondents who 

reported a sigmoidoscopy within the past five years, as well as from 2017 to 2020. From 2009 to 2020, there was a 
statistical increase in the overall percent of respondents who reported a colonoscopy within the past ten years while from 

2017 to 2020, there was no statistical change. From 2009 to 2020, there was a statistical increase in the overall percent of 

respondents who reported at least one of these tests in the recommended time frame while from 2017 to 2020, there was no 
statistical change. 

 

Alcohol Use 

In 2020, 32% of respondents were binge drinkers in the past month (females 4+ drinks and males 5+ drinks). Respondents 

35 to 44 years old or in the top 40 percent household income bracket were more likely to have binged at least once in the 

past month. Two percent of respondents reported they had been a driver or passenger when the driver perhaps had too much 

to drink in the past month. From 2009 to 2020, there was no statistical change in the overall percent of respondents who 

reported binge drinking in the past month, as well as from 2017 to 2020. From 2009 to 2020, there was no statistical change 

in the overall percent of respondents who reported in the past month they were a driver or passenger in a vehicle when the 

driver perhaps had too much to drink, as well as from 2017 to 2020. 

 

Tobacco Use 

In 2020, 11% of respondents were current tobacco cigarette smokers; respondents with a high school education or less were 

more likely to be a smoker. Four percent of respondents used electronic vapor products in the past month; respondents who 

were female, 18 to 34 years old or unmarried were more likely to report this. Fifty-five percent of current smokers or vapers 

quit for one day or longer because they were trying to quit in the past year. Sixty-nine percent of current smokers/vapers who 

saw a health professional in the past year reported the professional advised them to quit smoking or vaping. From 2009 to 
2020, there was a statistical decrease in the overall percent of respondents who were current tobacco cigarette smokers 

while from 2017 to 2020, there was no statistical change. From 2015 to 2020, there was no statistical change in the overall 

percent of respondents who reported electronic vapor product use in the past month, as well as from 2017 to 2020. From 
2009 to 2020, there was no statistical change in the overall percent of current tobacco cigarette smokers or electronic vapor 

product users who quit smoking/vaping for at least one day in the past year because they were trying to quit, as well as from 

2017 to 2020. From 2009 to 2020, there was no statistical change in the overall percent of current smokers/vapers who 

reported in the past year their health professional advised them to quit smoking or vaping, as well as from 2017 to 2020. 

Please note: in 2020, the tobacco cessation and health professional advised quitting questions included current smokers and 
current vapers. In previous years, both questions were asked of current smokers only. 

 
In 2020, 88% of respondents reported smoking is not allowed anywhere inside the home. Respondents with children in the 

household were more likely to report smoking is not allowed anywhere inside the home. Eight percent of nonsmoking or 

nonvaping respondents reported they were exposed to second-hand smoke or vapor in the past seven days; respondents 18 to 

44 years old, with a high school education or less, in the bottom 40 percent household income bracket or unmarried 

respondents were more likely to report this. From 2009 to 2020, there was no statistical change in the overall percent of 

respondents who reported smoking is not allowed anywhere inside the home, as well as from 2017 to 2020. From 2009 to 
2020, there was a statistical decrease in the overall percent of nonsmoking or nonvaping respondents who reported they 

were exposed to second-hand smoke or vapor in the past seven days while from 2017 to 2020, there was no statistical 
change. Please note: in 2020, the second-hand smoke exposure question included nonvapers while in previous years the 

question included nonsmokers only. 

 

In 2020, 7% of respondents used smokeless tobacco in the past month while 3% of respondents used cigars, cigarillos or 

little cigars. Respondents who were male, 18 to 54 years old, with some post high school education or less or in the top 40 

percent household income bracket were more likely to report smokeless tobacco use. From 2015 to 2020, there was a 

statistical increase in the overall percent of respondents who used smokeless tobacco in the past month, as well as from 2017 
to 2020. From 2015 to 2020, there was no statistical change in the overall percent of respondents who used 

cigars/cigarillos/little cigars in the past month, as well as from 2017 to 2020. 



22 | P a g e   

Other Drug Use 

In 2020, less than one percent of respondents reported within the past year they used prescription pain relievers for 

nonmedical reasons while 6% reported more than one year ago. Zero percent of respondents reported within the past 

year they used heroin while 3% reported more than one year ago. Two percent reported they used cocaine or other 

street drugs within the past year while 8% reported more than one year ago. From 2017 to 2020, there was no 

statistical change in the overall percent of respondents who reported it has been within the past year since they last 

used cocaine/other street drugs, used prescription pain relievers for nonmedical reasons or used heroin. 
 

Household Problems 

In 2020, 2% of respondents reported someone in their household experienced a problem, such as legal, social, 

personal, physical or medical in connection with drinking alcohol in the past year. One percent of respondents 

reported someone in their household experienced some kind of problem with cocaine, heroin or other street drugs in 

the past year. Less than one percent of respondents each reported a household problem in connection with 

marijuana/THC-containing products or the misuse of prescription drugs/over-the-counter drugs. From 2009 to 2020, 

there was no statistical change in the overall percent of respondents who reported a household problem in connection 

with drinking alcohol in the past year, as well as from 2017 to 2020. From 2012 to 2020, there was no statistical 
change in the overall percent of respondents who reported a household problem with marijuana/THC-containing 

products, cocaine/heroin/other street drugs or misuse of prescription drugs/over-the-counter drugs, as well as from 

2017 to 2020. 
 

Community and Personal Support 

In 2020, 13% of respondents reported someone in their household experienced times of distress in the past three years 

and looked for community support; respondents who were in the bottom 40 percent household income bracket or 

unmarried were more likely to report this. Forty-eight percent of respondents who looked for community resource 

support reported they felt somewhat, slightly or not at all supported. From 2017 to 2020, there was no statistical 

change in the overall percent of respondents who reported in the past three years someone in their household 
experienced times of distress where they looked for community resource support. From 2017 to 2020, there was no 

statistical change in the overall percent of respondents who looked for community resource support and reported they 

felt somewhat, slightly or not at all supported by the resource. 

 

Mental Health Status 

In 2020, 4% of respondents reported they always or nearly always felt sad, blue or depressed in the past month; 

respondents who were 35 to 44 years old, in the bottom 40 percent household income bracket or unmarried were more 

likely to report this. Three percent of respondents felt so overwhelmed they considered suicide in the past year. Six 

percent of respondents reported they seldom or never find meaning and purpose in daily life; respondents who were 

35 to 44 years old, in the bottom 40 percent household income bracket or unmarried were more likely to report this. 

From 2009 to 2020, there was no statistical change in the overall percent of respondents who reported they always or 
nearly always felt sad, blue or depressed in the past month or they considered suicide in the past year, as well as from 

2017 to 2020. From 2009 to 2020, there was a statistical increase in the overall percent of respondents who reported 

they seldom or never find meaning and purpose in daily life while from 2017 to 2020, there was no statistical change. 
 

Personal Safety Issues 

In 2020, 6% of respondents reported someone made them afraid for their personal safety in the past year; respondents 

18 to 44 years old or in the middle 20 percent household income bracket were more likely to report this. Two percent 

of respondents reported they had been pushed, kicked, slapped or hit in the past year. A total of 7% reported at least 

one of these two situations; respondents 18 to 34 years old, with some post high school education, in the middle 20 

percent household income bracket or unmarried respondents were more likely to report this. From 2009 to 2020, there 

was no statistical change in the overall percent of respondents who reported they were afraid for their personal safety 

or they were pushed/kicked/slapped/hit in the past year, as well as from 2017 to 2020. From 2009 to 2020, there was 

no statistical change in the overall percent of respondents who reported at least one of the two personal safety issues 
in the past year, as well as from 2017 to 2020. 

 

Children in Household 

In 2020, the respondent was asked if they make health care decisions for children living in the household. If yes, they 
were asked a series of questions about the health and behavior of a randomly selected child. Ninety-nine percent of 

respondents reported they have one or more persons they think of as the child’s primary doctor or nurse, with 97% 

reporting the child visited their primary doctor or nurse for preventive care during the past year. Seven percent of 

respondents reported in the past year the child did not receive the dental care needed while 6% reported the child did 
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not visit a specialist they needed. 

Four percent of respondents reported there was a time in the past year the child did not receive the medical care 

needed. Nine percent of respondents reported the child currently had asthma. Zero percent of respondents reported the 

child was seldom/never safe in their community. Seventy-nine percent of respondents reported the 5 to 17 year old 

child ate at least two servings of fruit on an average day while 26% reported three or more servings of vegetables. 

Forty-seven percent of respondents reported the child ate five or more servings of fruit/vegetables on an average day. 

Fifty-six percent of respondents reported the 5 to 17 year old child was physically active for 60 minutes five times a 

week. Two percent of respondents reported the 5 to 17 year old child always or nearly always felt unhappy, sad or 

depressed in the past six months. Ten percent reported the 5 to 17 year old child experienced some form of bullying in 

the past year; 9% reported verbal bullying, 3% cyber bullying and less than one percent reported physical bullying. 

From 2012 to 2020, there was a statistical increase in the overall percent of respondents who reported the child had a 
primary doctor or nurse while from 2017 to 2020, there was no statistical change. From 2012 to 2020, there was no 

statistical change in the overall percent of respondents who reported the child visited their primary doctor/nurse in the 

past year for preventive care while from 2017 to 2020, there was a statistical increase. From 2012 to 2020, there was 
no statistical change in the overall percent of respondents who reported in the past year the child had an unmet 

medical care need, as well as from 2017 to 2020. From 2012 to 2020, there no statistical change in the overall percent 
of respondents who reported in the past year the child had an unmet dental care need or was unable to see a specialist 

when needed while from 2017 to 2020, there was a statistical increase. From 2012 to 2020, there was a statistical 

increase in the overall percent of respondents who reported the child currently had asthma, as well as from 2017 to 
2020. From 2012 to 2020, there was no statistical change in the overall percent of respondents who reported the child 

was seldom/never safe in their community, as well as from 2017 to 2020. 

From 2012 to 2020, there was no statistical change in the overall percent of respondents who reported the 5 to 17 

year old child ate at least two servings of fruit while from 2017 to 2020, there was a statistical increase. From 2012 

to 2020, there was no statistical change in the overall percent of respondents who reported the 5 to 17 year old child 
ate at least three servings of vegetables on an average day, as well as from 2017 to 2020. From 2012 to 2020, there 

was no statistical change in the overall percent of respondents who reported the 5 to 17 year old child met the 
recommendation of at least five servings of fruit/vegetables on an average day, as well as from 2017 to 2020. From 

2012 to 2020, there was a statistical decrease in the overall percent of respondents who reported the 5 to 17 year old 

child was physically active for at least 60 minutes five times a week while from 2017 to 2020, there was no statistical 
change. From 2012 to 2020, there was no statistical change in the overall percent of respondents who reported the 5 

to 17 year old child always or nearly always felt unhappy/sad/depressed in the past six months, as well as from 2017 

to 2020. From 2012 to 2020, there was no statistical change in the overall percent of respondents who reported in the 

past year the child was bullied overall, physically bullied or cyber bullied, as well as from 2017 to 2020. From 2012 

to 2020, there was a statistical decrease in the overall percent of respondents who reported in the past year the child 
was verbally bullied while from 2017 to 2020, there was no statistical change. 

 

Top County Health Issues 

In 2020, respondents were asked to list the top three health issues in the county. The most often cited were 

coronavirus/COVID-19 (48%), illegal drug use (31%) or overweight/obesity (22%). Married respondents were more 

likely to report coronavirus/COVID-19 as a top health issue. Respondents who were male or in the top 40 percent 

household income bracket were more likely to report illegal drug use. Twenty percent of respondents reported chronic 

diseases as a top issue; respondents with a college education or in the top 40 percent household income bracket were 

more likely to report this. Eighteen percent of respondents reported mental health/depression; respondents 35 to 44 

years old were more likely to report this. Eighteen percent of respondents reported access to health care; respondents 

45 to 54 years old, with a college education, in the top 40 percent household income bracket or married respondents 

were more likely to report this. Eleven percent of respondents reported alcohol use or abuse; unmarried respondents 

were more likely to report this. Ten percent of respondents reported cancer as a top issue. Nine percent of respondents 

reported prescription or over-the-counter drug abuse. Eight percent of respondents reported violence or crime; 

respondents who were male or with a high school education or less were more likely to report this. Seven percent of 

respondents reported tobacco use. Five percent of respondents reported infectious diseases; respondents with a high 

school education or less were more likely to report this. Five percent of respondents reported access to affordable 

healthy food; respondents 45 to 54 years old or with a college education were more likely to report this. From 2017 to 

2020, there was a statistical decrease in the overall percent of respondents who reported illegal drug use or 

prescription/over-the-counter drug abuse as one of the top health issues in the county. From 2017 to 2020, there was 
no statistical change in the overall percent of respondents who reported overweight/obesity, chronic diseases, access 

to health care, alcohol use/abuse, cancer, violence/crime, tobacco use, infectious diseases or access to affordable 
healthy food as one of the top health issues in the county. From 2017 to 2020, there was a statistical increase in the 

overall percent of respondents who reported mental health/depression as one of the top health issues in the county. 
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Appendix C: 2020 Waukesha County Health Needs Assessment:  

A Summary of Key Informant Interviews 
The Waukesha County Health Needs Assessment: A Summary of Key Informant Interviews report can be found at 
ProHealthCare.org.  
 
This report presents a summary of public health priorities for Waukesha County, as identified in 2020 by a range of 
providers, policy-makers, and other local experts and community members (“key informants”). These findings are a 
critical supplement to the Waukesha County Community Health Survey conducted through a partnership between 
Ascension Wisconsin, Aurora Health Care, Children’s Wisconsin, Froedtert Health, ProHealth Care, and the Waukesha 
County Public Health Division. The Community Health Needs Assessment incorporates input from persons 
representing the broad interests of the community served, and from those who possess special knowledge of or 
expertise in public health.  
 
Key informants in Waukesha County were identified by Ascension Wisconsin, Aurora Health Care, Children’s 
Wisconsin, Froedtert Health, and ProHealth Care in partnership with the Waukesha County Public Health Division. 
These organizations also invited the informants to participate and conducted the interviews from June to September 
2020. The interviewers used a standard interview script that included the following elements:  

 Ranking of up to five public health issues, based on the focus areas presented in Wisconsin’s State Health 
Plan, that are the most important issues for the County;  

 For those five public health issues: 
o Existing strategies to address the issue  
o Barriers and challenges to addressing the issue  
o Additional strategies needed  
o Key groups in the community that hospitals should partner with to improve community health 
o Identification of subgroups or subpopulations where efforts could be targeted  
o Ways efforts can be targeted toward each subgroup or subpopulation; and  

 To be responsive to the current conditions during the COVID-19 pandemic, the following additional questions 
were added to the interview guide: 

o What community needs or gaps have developed since the coronavirus pandemic began?  
o How can health care organizations support the community during this pandemic?  
o What methods of communication and outreach have been successful to reach partners and 

community members during the pandemic?  
o How would you suggest health care organizations outreach to community partners and members to 

implement health initiatives?  
 
All informants were made aware that participation was voluntary and that responses would be shared with the 

Center for Urban Population Health for analysis and reporting. This report presents the results of the 2020 CHNA key 

informant interviews for Waukesha County, based on the summaries provided to the Center for Urban Population 

Health.  

In 41 interviews, a total of 47 key informants were asked to rank the 5 major health-related issues in their county 

from a list of 15 focus areas identified in the State Health Plan. The five health issues ranked most consistently as a 

top five health issue for the County were:  

1) Mental Health 

2) Substance Use and Abuse 

3) Access to Health Care 

4) Chronic Disease 

5) Nutrition 
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Summaries of themes for each issue are presented below in the order listed above.  

Mental Health  

Thirty-seven key informants’ interview rankings included Mental Health as a top five health issue, and eighteen 

ranked it number one.  

Existing Strategies: Agencies that deal with mental health and substance abuse have been collaborating, Impact 211 

access, access to mental health medications through Direct Relief, substance abuse waiver to prescribe, meeting with 

clients in environments where they feel comfortable, National Alliance on Mental Illness (NAMI) Waukesha works on 

client referrals, follow through, and trainings for family members, free counseling at James Place, peer support 

programming, Friendship House, telehealth appointments expand access and can help people open up by doing the 

appointment where they are comfortable, app-based exercises to reinforce elements of support outside of clinical 

time, school-based services are helpful to meet the most vulnerable kids, resources in the schools and support for 

social and emotional wellness, schools proactively addressing trauma with students, social workers in medical 

settings, increased awareness of this issue, mental health navigators through a grant from the state, internal 

processes that include depression screening, Menomonee Falls Collective Impact Mental Health Workgroup, Criminal 

Justice Collaboration Committee, Crisis Intervention Training for law enforcement officers, local approaches to issues 

such as police department at the farmers market to talk about suicide prevention, trauma-informed care, Sixteenth 

Street Community Health Centers provides bilingual services for mental health, efforts to support caregivers, the 

Aging and Disability Resource Center works to provide resources and referrals, coalitions focused on suicide 

awareness, and QPR suicide prevention trainings in the community are examples of strategies in place to address 

mental health in the county.  

Barriers and Challenges: The pandemic has increased isolation, stress, depression, and suicide and losing jobs and 

family members has been a challenge for everyone, there are not enough providers and waiting lists for 

appointments, especially for psychiatry and inpatient beds for children, lack of insurance coverage or services for 

people who lack insurance, the high cost of medications and medication management, telehealth can expand access, 

but there are barriers to using it if people do not have the technology and internet access they need to engage in it, 

there still needs to be a face to face component, though it is improving, there is still stigma associated with mental 

illness and seeking help, social media worsens mental health conditions and concerns, there are still silos across 

systems, people have some trouble accessing appointments due to challenges with transportation and child care, 

patients with unmet basic needs like food and shelter can struggle with treatment adherence, people are unsure of 

where to start or how to access care, and co-occurring problems with chronic disease or substance use are barriers 

and challenges to improving mental health.  

Needed Strategies: More providers, more psychiatry extenders, shorter waiting periods, better access with and 

without insurance, small group support and counseling, peer support, telehealth appointments, virtual 

appointments, “drop in” phone calls and doing more to reach people, health care systems need to be the hubs of 

services, expand social and emotional wellness supports, more community partnership and collaboration, continued 

public messaging to decrease stigma around mental illness and better understanding of the issues with less 

judgement, work with NAMI to identify additional strategies, inpatient facilities in Waukesha County for protective 

custody, more beds for uninsured mental health patients, more work against bullying in schools, especially related to 

social media, strategies to address substance use and mental health together, increasing access for businesses to get 

help from health care organizations on trainings and education, partner with business chambers to get the message 

out, people need more information and proactive messaging about mental health, more supports for homelessness 

and joblessness, more community resources for housing, more case management or social services, stronger suicide 

prevention efforts, better recruitment and retention into behavioral health careers, supports for practitioners to 
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prevent burn out, and being proactive about what we can do to address gaps and be better prepared for a situation 

like the pandemic in the future are suggestions for strategies that could potentially improve mental health in 

Waukesha County.  

Key Community Partners to Improve Health: Health systems, health care providers, non-profit organizations, county 

programs, NAMI Waukesha, Waukesha County, Aging and Disability Resource Center, public health, school districts, 

funders, churches and faith-based organizations, YMCA’s afterschool programs, law enforcement, Homeless 

Engagement and Resource Team, homeless shelters and outreach programs, school groups, social service agencies, 

senior centers, chambers of commerce, criminal justice, public safety, law enforcement, municipalities, food pantries, 

local colleges and universities who have psychology and mental health or behavioral health-oriented programs, 

Suicide Awareness Task Force, Children and Family Services Advisory Committee, Hispanic Community Center, The 

Women’s Center, James Place, Salvation Army, Community Action Coalition, La Casa de Esperanza, LSS Clubhouse, 

Hebron House, and community members with lived experience should work on improving mental health.  

Subgroups/populations where efforts could be targeted and how efforts can be targeted: 

 Seniors and people with disabilities, especially those who have lost their jobs and cannot afford COBRA, can 

be reached through social media, mailings, and at places where they already go like senior centers, 

recreation centers, food pantries, meal programs, medical appointments, and their care givers. There could 

also be partnerships with assisted living facilities to do education on site. 

 Medically underserved populations can be reached through free clinics and Federally Qualified Health 

Centers and there should be a focus on changing policies so more people can be covered by insurance.  

 People experiencing homelessness may need extra support and can be reached where they are at, by 

outreach programs that already exist or in shelters. 

 Youth can be reached through schools, afterschool programs, sports, and other places they spend their time. 

There is a need to focus on stressors and how they deal with stress to cope and prevent mental health 

issues. A curriculum taught by mental health professionals would be helpful. 

 Men who are experiencing chronic homelessness and mental illness can be reached by working with the 

Salvation Army and Hebron House as these organizations have the closest contact. There are also street 

outreach resources. It would be good to have a physical space or walk-in clinic where they could go for help. 

 Some key informants suggested it is important to be there for Black people and other people of color to 

support mental health and address trauma. It is also important to hire staff and mental health professionals 

who reflect the community served. 

 For the Hispanic community it is important to address the stigma around counseling and treatment and 

address the cultural challenges around mental health. It is also important for organizations to hire more 

bilingual staff.  

 Some key informants mentioned that it affects everyone and there should be community-wide strategies 

like media messaging to reach everyone with information. 

Substance Use and Abuse  

Twenty-four key informants ranked Substance Use and Abuse as a top-five health priority for the county, with two of 

them ranking it as their first health priority area.  

Existing Strategies: Naloxone training offered by the county, prevention education, Your Choice presentations, good 

collaborations like the Waukesha County Heroin Task Force, medication assisted treatment (MAT), support groups 

and other supportive transitions out of rehab, drug testing of athletes in schools, FACT- tobacco and vaping outreach 

to students, partnerships between schools and law enforcement, drug collection programs, responsive services after 
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students have gotten in trouble, individual, family, and group therapy for substance use disorders (SUD), outreach 

through the Aging and Disability Resource Center, drug treatment courts and referrals to treatment services rather 

than jails, the county and law enforcement work well together, support for mothers with SUD, attention is being 

given to the opioid crisis, and intensive outpatient treatments are the strategies in place to address substance use 

and abuse in the county.  

Barriers and Challenges: Key informants named a number of challenges to addressing this issue, including a lack of 

crisis services or any services outside of 9am-5pm business hours, inpatient care is limited, services and treatment 

are expensive, it can be hard for people with Medicaid or without health insurance to find treatment options, COVID-

19 has made it difficult for people to access services in person and loss of jobs has meant loss of insurance so people 

may no longer have access to services they need, lack of transportation, lack of follow up after leaving a rehab 

setting, peer pressure, cultural norms, ease of access to substances, and the social acceptability of alcohol abuse, 

vaping, and use of other drugs, and on the other hand, the stigma of addiction and use of certain drugs and some 

perceptions that it is a moral failing, the use of alcohol and drugs to relieve or cope with stress, co-occurring 

unmanaged mental health issues are masked with substance use, when people are isolated the issue can be hidden, 

some parents are unaware of the issue and challenges in the county, competing services in the community rather 

than collaboration or a cohesive approach, and there are siloed approaches in different sectors without anyone 

“owning” the problem, though the county is a leader there is not enough funding.  

Needed Strategies: Some examples of strategies that could potentially address this issue are crisis services and 

treatment or support services available outside of 9am-5pm business hours, walk-in services with open door services 

beyond scheduled appointments, more collaboration among those doing prevention and treatment work, universal 

health care or treatment options for people who are uninsured and cannot pay out of pocket, broader offerings for 

MAT so it is accessible everyone who needs it, more counseling services, more funding for programs, continuous 

outreach to patients leaving rehab and support across various stages of recovery, better integration of the justice 

system with treatment, better strategies to address vaping through education, vape detectors, making products 

harder for young people to obtain, address vaping at pediatric and primary care appointments, better public 

messaging about the dangers of vaping any substances, education for parents to see signs their children are using 

substances and support for those parents and families, more resources for addressing root causes upstream, more 

peer support and case management models for SUD so people don’t encounter gaps, outreach to the business 

community and to employees, messaging to address stigma of addiction and seeking help, and resources to support 

people seeking help.  

Key Community Partners to Improve Health: Case workers, hospitals and health systems, non-profit organizations, 

county resources, public health, health care providers, law enforcement, emergency services, the justice system, 

legislators, school districts, churches, shelters, mental health care providers, liquor stores, bars, libraries, parks and 

recreation departments, Sixteenth Street Community Health Centers, Rogers, Waukesha Memorial, Narcotics 

Anonymous, NAMI Waukesha, The Women’s Center, American Lung Association, Your Choice to Live, Waukesha 

County Heroin Task Force, Substance Use Advisory Committee, Intoxicated Driver Committee, WisHope Recovery, 

Waukesha Comprehensive Treatment Center, Addiction Resource Council, Hope Center, Elevate, and Lutheran Social 

Services were named as the key partners in the community to work on this issue. 

Subgroups/populations where efforts could be targeted and how efforts can be targeted:  

 Some key informants believed children and teens need education through schools, social media, sports, 

therapy, and collaboration with experts. Parents also need education and support about signs to look for and 
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remaining engaged in their children’s lives and understanding that families may need help if parents are 

using as well. 

 People experiencing homelessness can be reached through HEART, the Homeless Engagement And Response 

Team subgroup of the collaborative with NAMI Waukesha, health care organizations, emergency services, 

and housing services. 

 The elderly and people with disabilities can be reached through existing programs developed to work with 

these populations. 

 One key informant named a few different key groups: integrated SUD treatment and MAT, SUD groups for 

women, SUD groups for clients who have behavioral health and co-occurring disorders, and SUD services for 

teens. These would require adequate staffing of providers and improved marketing of the programs. 

 The Hispanic population may need specialized outreach because there can be fear about seeking treatment, 

especially if they are not legal residents. It was suggested they could be reached in health care settings. 

Materials should be available in multiple languages and be culturally appropriate. Another idea is targeted 

marketing in Spanish communicating the idea that it is okay to talk about this issue. 

 Some key informants emphasized that this is a community wide issue and there needs to be a community 

effort to address it. There could be a better review of data to determine where there may be disparities and 

realign the taskforce to review the data and determine what the targets should be. 

Access to Health Care  

Eighteen informants included Access to Health Care in their top-five health issues for the county and eight ranked it 

as their number one issue.  

Existing Strategies: Health systems are creating more satellite locations, there are options for care for people who 

have health insurance and money, organizations that have a “medical home” model, there are some safety net 

options for people who have Medicaid or are un- and under-insured, such as Sixteenth Street Community Health 

Centers, Lake Area Free Clinic, Community Outreach Health Clinic, telehealth/telemedicine appointments, 

transportation to appointments for the elderly and disabled, school nurses on staff in school districts, community 

resources are shared with families from the schools, after hours care is expanding for those who work during 

normative office hours, there are discharge planners at emergency departments and urgent care centers, some 

senior housing and assisted living offer skilled nursing and consulting doctors onsite, apps that help people save 

money on prescriptions, social workers that help connect families to appropriate resources, care coordination and 

focus on meeting wraparound needs beyond medical care, communication and collaboration between organizations 

that serve vulnerable patients, and strong partnerships between schools, public health, and health care are examples 

of strategies in place to increase access to health care.  

Barriers and Challenges: One challenge often mentioned was lack of access to care for uninsured patients, lack of 

insurance coverage, especially as people have been losing employment in the pandemic, and lack of coverage for 

mental health services. Other major barriers seem to be lack of transportation to appointments, lack of 

appointments outside of traditional business hours, lack of capacity to care for everyone, trouble navigating the 

insurance marketplace, Medicaid paperwork, Medicare enrollment without navigators to provide support, language 

barriers at appointments, especially for Spanish-speaking patients, and obstacles to using technology for 

appointments including the hardware needs, internet access, and literacy about how to use these systems. Other 

barriers and challenges named by key informants are staff turnover, medical racism and discrimination, people being 

unsure of where to go for help, lack of basic resources like food, housing, and other social determinants of health-

related needs, lack of understanding of signs of trauma from some providers, and fear of seeking services during 

COVID-19.  
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Needed Strategies: Political and systemic changes that allow more people access to health care, financial assistance, 

partnerships to provide more care in schools, increasing access to transportation for appointments, navigators to 

help people with insurance, appointments, finding transportation, more bilingual staff in health care and community 

organizations, more opportunities for virtual visits, better communication between primary and specialty care, health 

care organizations need to be less siloed, community health nurses, better utilization of the Family Medicine 

Residency Program, care coordination, focus on connecting people to basic needs like food and housing, meeting 

patients where they are at, taking care of patients without exposing clinic providers and staff to COVID-19, and 

community-focused collaborative efforts/collective impact are potential strategies to improve access to health care.  

Key Community Partners to Improve Health: Health systems, health care providers, Sixteenth Street Community 

Health Centers and other Federally Qualified Health Centers, free clinics, Wisconsin Association of Free and 

Charitable Clinics, National Association of Free Clinics, Family Medicine Residency Program, skilled nursing facilities, 

assisted living facilities, transportation agencies, Aging and Disability Resource Center, Eras, National Alliance on 

Mental Illness (NAMI) Waukesha, school districts, faith-based groups and churches, Sussex Area Outreach Services, 

community health workers, food pantries, law enforcement, Sussex Community Summit, non-profit organizations, 

Waukesha County Health and Human Services, public health, United Way of Greater Milwaukee and Waukesha 

County, business community, chambers of commerce, library systems, La Causa, 211, the Salvation Army, Hispanic 

Resource Center, Hope Center, James Place, The Women’s Center, and La Casa de Esperanza were named as the 

important partners to include in efforts to improve access to health care.  

Subgroups/populations where efforts could be targeted and how efforts can be targeted: Key informants named 

several subpopulations where efforts to improve access could be targeted. 

 People experiencing homelessness could be helped with outreach nurses to provide one-on-one help and 

with organizations who are already serving this population, like shelters. 

 Seniors and people who may be isolated should be reached through partnerships with organizations who are 

already serving seniors like recreation departments and senior centers to help identify what needs they are 

seeing. It may also be helpful to do targeted outreach at churches and in medical settings, and conduct focus 

groups to better understand their needs. 

 Low-income people need to be linked to appropriate information and resources and may be reached through 

apartment managers and schools. 

 The Latinx community can be served through Sixteenth Street Community Health Centers and other 

organizations that support this community and are trusted partners. It is important to deliver linguistically 

and culturally appropriate messages. 

 People who recently lost their jobs and insurance during the pandemic and do not know how to access care 

could be helped by working with the community organizations who already offer services to help identify 

what their needs are and what kinds of assistance they might qualify for. 

Chronic Disease  

Seventeen respondents’ rankings included Chronic Disease as a top health issue for the county. One of these ranked 

it as their top health priority area for the county. One respondent focused on obesity, one on cancer, one on 

hypertension and diabetes, and one focused on the importance of addressing physical activity, nutrition, chronic 

disease prevention, and mental health at the same time. Other respondents provided general examples of strategies, 

barriers, partners, and potential interventions for subpopulations.  

Existing Strategies: Medical treatment, telehealth appointments and nurse follow up, health care providers working 

with patients on healthy lifestyles, diet, and medication management, clinic programs for chronic disease patients, 
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free clinics, Waukesha County Public Health, evidence-based programs, the prescription outreach program helps 

people get medications for free, direct relief program provides access to donated medications and supplies, school 

health rooms and staff, discharge planners from medical care, warm handoffs to follow up appointments after a 

patient is discharged, partnerships with community-based wellness programs, Fit in the Parks through Waukesha 

County, employer sponsored health assessment and wellness programs with rewards for healthy living, early 

education and outreach programs in the community, the Live Well group for obesity, the Women, Infants, and 

Children (WIC) program’s Family Fit program, nutrition education through UW-Extension, Live Well Waukesha 

County, and a Hispanic Wellness Program were examples of health care, public health, and community health 

strategies to prevent and manage chronic disease in the county.  

Barriers and Challenges: People need more time and education, there is a need for medication, supplies, and medical 

care, there are a lack of providers at free clinics, volunteer providers are unable to help during COVID-19, lack of 

transportation to get to appointments, patients need more support and guidance after diagnosis, health care settings 

can be stressful and patients are often given a lot of information in a short period of time, there is some uncertainty 

about root causes of disease and why certain groups are able to manage their health better than others (e.g. gender 

differences), medical care and prescriptions are very expensive, there is a lack of general awareness and education 

about chronic disease, culturally there is a lot of confusing information about fad diets, outdated nutrition guidelines, 

body image issues, and a cultural acceptance of alcohol and unhealthy food consumption, lack of investment of time 

in preventive measures for wellness, incompatible medical records between health systems, lack of case 

management and patient outreach, lack of a strong referral network for Medicaid and uninsured patients, and not 

connecting patients with resources in the community are examples of barriers and challenges to improving health.  

Needed Strategies: There is a need for cost-effective and easily accessible health services and supports such as 

medications, healthy meals, and physical activity opportunities, as well as education about why these are important. 

Community education and outreach programs, community screenings, upstream solutions, awareness of what works 

and how to access it, better connections to the services and programs that already exist, streamlined referral 

processes between systems, outreach staff or community health navigators, more telehealth services, and assistance 

with transportation to get to appointments are examples of strategies that could help prevent and manage chronic 

disease.  

Key Community Partners to Improve Health: Health care providers, health care systems, hospital outreach programs, 

insurance companies, state and national free clinic associations, free clinics, Federally Qualified Health Centers, 

Waukesha County Public Health, Department of Health and Human Services, the Aging and Disability Resource 

Center, municipalities, libraries, school districts, faith organizations, UW-Extension, food pantries, senior centers and 

other groups for elders, the business community, Live Well, parks and recreation departments, Carroll University’s 

student clinic for physical therapy, occupational therapy, and exercise physiology, fitness clubs, and non-profit 

organizations in the community were named as the key partners to work on this issue. 

Subgroups/populations where efforts could be targeted and how efforts can be targeted: Key informants offered 

quite a few suggestions for tailoring outreach related to chronic disease. 

 Working parents could be reached at doctors’ appointments is providers start conversations at primary care 

appointments. They can also be reached through social media. 

 The age group of 45-65 years with chronic disease need more support than a free clinic can offer, so there 

should be better connections to case workers. 
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 Related to congestive heart failure patients, physicians and the medical community need to deliver a 

comprehensive message from the physician to the scheduler and deliver the message at multiple touchpoints 

within the care of the patient. 

 Diabetic patients, especially men who seem less likely to receive help. 

 People who chronically experience homelessness may benefit from bringing medical care to the shelters 

where they are already. Comorbidities should be addressed together. 

 Low income families or those with Medicaid may need support accessing health services and county-level 

help. 

 Seniors who may have trouble leaving home, or in assisted or skilled nursing living situations may need more 

support and can be reached by working with organizations that support seniors or places seniors are going, 

such as food pantries. 

 Adolescents should receive this health care and education to address it early. They can be reached at schools. 

 Cancer support groups. 

 Undocumented Hispanic immigrants can use services at Sixteenth Street Community Health Centers as well 

as screenings in partnership with health systems. 

 Adults and the community in general need more education and can be reached with mainstream messaging 

about healthy lifestyle, a county-wide campaign, outreach nurses, print and video educational materials, 

parish nurses, and community organizations. 

Nutrition  

Nutrition was ranked as a top-five issue by eleven key informants and the number one issue by three of them.  

Existing Strategies: Food pantries and food banks, Hunger Task Force, farmers markets and winter markets, 

incentivizing shopping for produce at markets through doubling FoodShare, local farms, community gardens, and 

gardeners, farm to table boxes, nutrition education from hospitals, information about how to prepare food, 

FoodWise Nutrition Education program, Teen Cuisine cooking and nutrition education, Waukesha County Nutrition 

Coalition, senior meal program and other community meal programs, public health and ADRC programs, and public 

education campaigns are strategies in place to address nutrition.  

Barriers and Challenges: The financial and time costs of purchasing, growing, and preparing fresh produce and other 

healthy foods make them inaccessible to some people, lack of transportation and social isolation make it hard for 

some people to get to healthy food options, a lack of community level nutrition education and health promotion, 

COVID-19 related constraints and stress, food insecurity and food deserts in the county, challenges related to 

behavior change among adults, lack of funding for programs, and eligibility criteria for some programs are barriers 

and challenges to improving nutrition.  

Needed Strategies: Key informants’ suggestions are to focus on food insecurity and reaching the most vulnerable, 

expand mobile food pantries, expand public education on nutrition and cooking and how to do it efficiently/quickly, 

partner with local restaurants on nutrition education, provide vouchers for farmers markets, provide social 

opportunities to get people eating together, especially for elderly, deliver nutrition education to the families of young 

children to create good habits and engage families, have retired nurses as volunteers at the food pantry help with 

nutrition education, do more outreach with evidenced-based and research-based programs, and develop more 

community garden concepts or school gardens.  

Key Community Partners to Improve Health: Feeding America, Hunger Task Force, food pantries, senior centers, 

Meals on Wheels, farmers markets, grocery stores, churches and faith groups, school districts, ADRC, UW-Extension, 
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Waukesha County Nutrition Coalition, Waukesha County Public Health, health care systems, non-profits and 

community groups focused on this area, and the business community were the key partners identified by 

respondents.  

Subgroups/populations where efforts could be targeted and how efforts can be targeted: The subpopulations most 

frequently named as being higher risk for poor nutrition are youth and families, women as influencers in the home, 

low income people and families, people experiencing homelessness, Latino families, and seniors and other adults 

who are isolated and have difficulty leaving home. Youth and families can be reached at schools, non-profits where 

they receive other services, and food pantries and may need help learning how to prepare foods and what kind of 

foods make healthy meals. Women should be reached at health care appointments and given information without 

judgement. People who have low income or are experiencing homelessness can be reached with social media 

messaging and meeting them with resources and education where they are at already. Latino families can be reached 

at St. Joseph’s Church in Waukesha, which has a large Latino membership and works with Latino families and 

businesses. They have hired bilingual educators. Seniors and other isolated adults can be reached through senior 

housing, partnering with Eras Senior Network, partnering with the Aging and Disability Resource Center’s Senior 

Wellness Programs, providing handouts with information and recipe ideas, provide education about what to do with 

ingredients that may be unfamiliar, and find out what the Nutrition Coalition has done and what type of programs 

need more funding or advocacy.  

COVID-19  

Community needs or gaps that have developed since the coronavirus pandemic: The key themes that emerged 

from the responses have to do with gaps in information about what to do, lack of access to needed care and services 

during the pandemic, problems with technology and telehealth services, isolation, loneliness, and related coping 

methods, gaps in testing, lack of PPE and other supplies, families not having their basic needs met, issues related to 

employment and job loss, and lack of space.  
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Appendix D: Key Informant Organizations Interviewed for purposes of 

conducting the ProHealth O Memorial Hospital CHNA 
ProHealth Care believes that it is extremely important to work collaboratively with different agencies, organizations 

and institutions to truly make a difference. By linking together and effectively using limited resources, we can address 

more of the unmet community health needs as well as assist in improving the broader health needs of the 

community. ProHealth Care does not believe that it can effectively address all of the community’s health needs 

without committed partners. Below, you’ll find some of the partners that we will collaborate with in accomplishing 

the desired outcomes for the health needs we have selected for this implementation strategy. The organizations 

listed here include many that serve low-income, minority and medically underserved populations. They represent an 

array of perspectives from communities that include but are not limited to: the elderly, youth, individuals with 

disabilities, faith communities, ethnic minorities, law enforcement and those living with mental illness, substance 

abuse and homelessness. 

 

Arrowhead School District – Provides education to youth 

Addiction Resource Council, Inc. – Nonprofit providing addiction resources and education  

Aging and Disability Resource Center of Waukesha County – Provides information, assistance, counseling and 

supportive services for older adults, caregivers, people with disabilities and adults with mental health or substance 

use concerns  

Community Outreach Health Clinic – Free medical clinic for uninsured 

Community Smiles Dental Clinic – Nonprofit proving oral health services 

Elmbrook Church – Faith community with multiple locations in service area 

Eras Senior Network, Inc. – Nonprofit serving seniors, adults with disabilities, and family caregivers 

Family Service of Waukesha – Nonprofit counseling center  

Hebron House of Hospitality – Nonprofit providing emergency, short-term shelter and long-term housing solutions 

to individuals and families 

HOPE Network for Single Mothers – Nonprofit serving single mothers 

Kettle Moraine School District – Provides education to youth 

Lake Area Free Clinic – Free medical clinic for uninsured 

LindenGrove Communities – Provides assisted living, memory care, short-term rehabilitation & skilled nursing 

housing 

Menomonee Falls Area Food Pantry- Provides food for low income individuals & families 

Menomonee Falls Police Department– Emergency response  

Menomonee Falls Schools – Provides education to youth 

Mukwonago Area School District - Provides education to youth 

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

National Alliance on Mental Illness (NAMI) Waukesha, Inc. – Nonprofit provides support for mental health 

New Berlin Food Pantry - Provides food for low income individuals & families 

New Berlin Fire Department – Emergency response 

Oconomowoc Area Chamber of Commerce - Nonprofit supporting local businesses 

Oconomowoc Area School District – Provides education to youth 

School District of New Berlin – Provides education to youth 

School District of Waukesha – Provides education to youth 

Sixteenth Street Community Health Centers – Free medical clinic for uninsured 

Sussex Area Outreach Services – Provides food for low income individuals and families 
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The FOOD Pantry Serving Waukesha County – Provides food for low income individuals and families 

The Women’s Center – Nonprofit providing safety, shelter and support for individuals affected by domestic and 

sexual violence 

United Way of Greater Milwaukee & Waukesha County – Engages, convenes, and mobilizes community resources to 

address root causes of local health and human services needs 

University of Wisconsin-Extension Waukesha County – Shares, develops and delivers resources and programs to 

respond to community issues  

Waukesha County – Local government 

Waukesha County Business Alliance – Nonprofit supporting local businesses in Waukesha County 

Waukesha County Health and Human Services – Government department that provides community programs to 

individuals & families challenged by disabilities, economic hardship and safety concerns 

Waukesha County Medical Examiner’s Office – Government department that investigates deaths 

Waukesha County Department of Health and Human Services, Public Health Division – Government department 

that prevents disease and promotes health 

Waukesha Free Clinic– Free medical clinic for uninsured 

YMCA at Pabst Farms – Nonprofit providing services that help people improve their health and well-being 

YMCA of Greater Waukesha County - Nonprofit providing services that help people improve their health and well-

being 
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Appendix E: Waukesha County Health Data Report: A summary of secondary 
data sources  
In 2020, the Center for Urban Population Health was enlisted to create a report detailing the health of Waukesha 
County using secondary data. This health data report is one piece of a variety of data sources being used by local 
health systems to describe their communities and the health priorities of their service areas. Indicators for which 
primary data are being collected were excluded from this report. In addition, rather than repurposing data from the 
comprehensive county rankings report created by the University of Wisconsin Population Health Institute (2020), the 
county level data from the rankings report is included in its entirety at the end of this report.  

All of the data used in this report come from publicly available data sources. Data for each indicator were presented 
by race and ethnicity and gender when the data were available. Race data categorized as ‘unknown’ or ‘missing’ were 
rarely included in this report. Therefore, not all races are represented in the data that follow.  

In some cases data were not presented by the system from which they were pulled due to their internal 
confidentiality policies which specify that data will not be released when the number is less than five. In other cases, 
data were available but the rates or percentages are not presented in this report. This is due to the indicator having 
small numbers in the numerator or denominator resulting in rates or percentages that were subject to large year to 
year fluctuations and, as such, would not have provided a meaningful representation of the data for the population 
subset.  

When applicable, Healthy People 2020 objectives are provided for each indicator. These objectives were not included 
unless the indicator directly matched with a Healthy People 2020 objective.  

This report was prepared by the Center for Urban Population Health, a partnership of Aurora Health Care/Aurora 
Research Institute, LLC, the University of Wisconsin-Milwaukee, and the University of Wisconsin School of Medicine 
and Public Health. The funding to prepare this report came from Ascension Wisconsin, Aurora Health Care, Children’s 
Wisconsin, Froedtert Health, and ProHealth Care, in partnership with the Waukesha County Public Health Division.  

The full Waukesha County Health Needs Assessment: A Summary of Secondary Data Sources Report is available at 
ProHealthCare.org.  
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Appendix F: Review of 2019-2021 CHNA Implementation Strategy Results  
Our last community health needs assessment identified concerns which we addressed over the last three years in a 
number of successful initiatives that we expect will improve health outcomes in our community including: 

IDENTIFIED NEED HIGHLIGHTED STRATEGIES RESULTS 

NUTRITION AND 
OBESITY 
 
 
 

- Expand community and school-based 
programs focused on healthy eating habits 
and physical activity 

- Expand access to local healthy food options to 
residents in areas with high rates of limits in 
access, income and % of students participating 
in free and reduced lunch programs. 

 
 
 

- 2768 community education class 
participants 

- 1493 meals provided through 
Summer Meal Program 

- 4181 pounds of produce from 
ProHealth Gardens donated to local 
food pantries 

- Screened 5401 patients for food 
insecurity; 1474 with positive result. 
1423 emergency food bags 
distributed. 

- Participant in development and 
distribution of Waukesha County 
CHIPP Harvest of the Month Initiative 

SUBSTANCE 
ABUSE 
 
 
 
 

- Provide multiple venues/opportunities for 
education and prevention activity in the 
community 

- Instruct those suffering from chronic pain in 
alternative coping methods 

- In partnership with the Waukesha 
County Heroin Task Force, 
distribution of over 3000 brochures 
focused on preventing prescription 
opioid abuse  

- Sponsored 3 Crisis Intervention 
Training workshops led by NAMI 
Southeast WI. 120 law enforcement 
officers trained. 

- Hosted 7 drug take back events; 
collected 1233 pounds of unused 
medications 

- 28 individuals completed Naloxone 
training 

- 50 attendees of pain management 
evidence-based community 
education class 

ACCESS TO CARE 
 

- Improve health literacy 
- Improve connections of people to health care 

and community resources. 

- 148 community education class 
participants (MyChart and Navigating 
Health Care classes) 

- Sponsorship of inaugural and 2nd 
Project Homeless Connect events in 
Waukesha. Estimated 80 individuals 
reached. 

- 3331 Senior Breakfast Club attendees 
- Hosted virtual ProHealth Community 

Fairs in ’21 and ’22 with a total of 603 
attendees. 

- Senior Health and Wellness Fair with 
275 attendees. 

- 54 attendees of evidence-based 
community education classes with 
focus on access to care 
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