
[image: image6.wmf]
Acknowledgements

The leadership and active participation of the following individuals and organizations were critical to the development of this District Public Health Improvement Plan:
Maine Center for Disease Control & Prevention, Office of Local Public Health (DHHS)

Becca Matusovich, Cumberland District Public Health Liaison

Cumberland District Public Health Council Executive Committee (as of December 2010)


Colleen Hilton


Malory Shaughnessy


Julianne Sullivan
Richard Farnsworth

Deborah Deatrick

Valerie Landry

Lucie Rioux

Toho Soma

Meredith Tipton

Becca Matusovich

Shane Gallagher (CDPHC Staff)
CDPHC DPHIP planning group

Becca Matusovich
Deb Deatrick

Maryanna Arsenault
Diane North

Meredith Tipton
Julie Sullivan

Bethany Sanborn

Toho Soma

CDPHC Flu & Pneumococcal Vaccination Workgroup
Cathy Patnaude, HomeHealth Visiting Nurses

Beth Rolfe, VNA Home Health & Hospice

Caroline Teschke, Portland Public Health

Ted Trainer, Southern Maine Agency on Aging

Cassie Grantham, MaineHealth

Mary McDonough, MMC Family Medicine

Helen Twombly, Bridgton Hospital

Alex Peck, Pfizer

Jackie Cawley, MaineHealth

Deb Deatrick, MaineHealth

Kim Humphrey, Patient Centered Medical Home Consumer Advisory Group

Byron Marshall, Maine CDC Public Health Nursing

Mary Doyle, MEA Benefits Trust

Laurie Bagley, VNA Home Health & Hospice

Amanda Rowe, Portland Public Schools

Becca Matusovich, Maine CDC

CDPHC Communication Workgroup 

Julie Sullivan, Portland Public Health

Malory Shaugnessy, Cumberland County

Julie Greene, Hannaford

Stefanie Trice Gill, Westbrook resident & interested party

Peggy Haynes, Partnership for Healthy Aging/MaineHealth

Pam Smith, Bridgton Hospital

Alex Peck, Pfizer

Steve Fox, South Portland Fire/EMS & Local Health Officer

Bethany Sanborn, Portland Public Health

Kathleen Taggersell, University of New England

Becca Matusovich, Maine CDC

Full Council membership (as of Dec 2010) 

Neal Allen, Greater Portland Council of Governments

Anita Anderson, Chebeague Island Local Health Officer 


Denise Bisaillon, University of New England


Lynn Brown, St. Joseph’s College


Jim Budway, Cumberland County Emergency Management Agency


Faye Daley, Bridgton/Harrison Local Health Officer

Deb Deatrick, MaineHealth


Stephen Fox, South Portland Fire Department/Local Health Officer


Sandra Hale, Westbrook School System


Colleen Hilton, Mercy Health System of Maine, VNA Home Health & Hospice


Paul Hunt, Portland Water District


Valerie Landry, Mercy Hospital


Becca Matusovich, Maine Center for Disease Control & Prevention

Bernice Mills, University of New England


Dianne North, Cumberland County Jail


Cathy Patnaude, Home Health Visiting Nurses


Lucie Rioux, People’s Regional Opportunity Program


Pam Smith, Bridgton Hospital


Malory Shaughnessy, Cumberland County Board of Commissioners


Toho Soma, Portland Public Health


Peter Stuckey, Maine State Legislature  District 114


Julie Sullivan, Portland Public Health


Meredith Tipton, Tipton Enterprizes, Inc.


Ted Trainer, Southern Maine Area Agency on Aging


Steve Trockman, Southern Maine Regional Resource Center


Helen Twombly, Bridgton Hospital/Sebago Local Health Officer


Eileen Wyatt, Cumberland/North Yarmouth/Yarmouth Local Health Officer


Carol Zechman, CarePartners
 Cumberland District Public Health Improvement Plan: 

Executive Summary
Maine, as a collective community, shares a common vision of becoming the healthiest state in the nation.  Agreeably laudable, this is a daunting challenge that will succeed only if efforts at improving Mainers’ health are lead by a system-wide effort. Not only will success be achieved by a systemic approach and consensus in focus, but will require collaboration from all sectors that influence improved health status for Maine’s people.

If we as a state are to succeed, it is imperative that individuals, families and communities in Maine have the right resources, education and health services to make the choices and practice health behaviors that improve health. Notably, health is a concern of every segment of our society and requires a multi-sector commitment and engagement from all of the fundamental elements of the health care system.  
The genesis of the District Public Health Improvement Plans lie in the work of the Public Health Work Group (PHWG), a task force charged by the Maine Legislature, through LD 1614 in 2006 and LD 1812 in 2007, with streamlining administration, strengthening local capacity, and assuring a more coordinated system of public health in order to improve the health of Mainers. This vision was also reflected in the first biennial State Health Plan which “charged the PHWG to implement a statewide community based infrastructure that works hand in hand with the personal health system.”  The initial phase of this work culminated in 2009 with Title 22, Chapter 152 of the Maine Revised Statutes, which outlines the new elements of Maine’s public health infrastructure.

Now in 2011, we are at another phase of public health evolution. The PHWG has become the State Coordinating Council (SCC) working with eight District Coordinating Councils (DCCs) representing the eight geographic public health districts and the Tribal Public Health district. The Healthy Maine Partnerships (HMPs) are solidly established as Maine’s statewide system of comprehensive community coalitions focusing on public health at the most local level. Each DCC has representative membership from all sectors of the community that influence the health system. 

This District Public Health Improvement Plan (DPHIP) is the result of the collective thinking and engagement of stakeholders committed to improving health across the Cumberland Public Health District. This is a district-wide plan that is the responsibility of the Cumberland District Public Health Council in collaboration with other public health partners, stakeholders, and consumers of public health services in the district. The Cumberland DPHIP serves as the inaugural public health planning document that explores opportunities for significant district public health infrastructure improvements. Additionally, it addresses the health conditions across the district requiring population-based interventions to improve health outcomes and reduce avoidable health care costs. The plan is an organized, focused and data-driven document that invites all stakeholders to engage collaboratively in a strategic, coordinated, evidence-based approach. Health care cost savings require a myriad of stakeholders to focus collective and coordinated action, while removing redundancies, avoiding duplication and improving communication. By strengthening both health care system and public health system performance, not only are health care costs reduced and health outcomes improved, but a functional district-wide public health system emerges and adds significant value from a population health platform. A more efficient and effective public health system becomes more accountable in its responsibility to provide the ten Essential Public Health Services to the district it serves. 

The Cumberland Public Health District has decided that their collaborative efforts over the next two years will focus on the following areas for public health systems improvement: 

	EPHS #3 Inform, Educate and Empower People about Health Issues

	EPHS #4 Mobilize Community Partnerships to Identify and Solve Health Problems

	EPHS #7 Link People to Needed Personal Health Services and Assure the Provision of Health Care when Otherwise Unavailable


Additionally, the District’s work will focus on the following priority areas for population health improvement:

	1. Influenza and Pneumococcal Vaccination 



	2. High blood pressure and high cholesterol 



	3. Tobacco use 



	4. Access to primary care



	5. Public health preparedness




Chapter six of the plan lays out detailed logic models for Flu and Pneumococcal Vaccination and Communications, along with specific action steps and strategies that will be implemented during the first half of 2011.  In 2011 and 2o12, additional workgroups will be established to follow a similar process for each of the other priorities.  

The District Public Health Improvement Plan serves as the compass that will guide the Cumberland district through its collaborative work over the next two years as we make further progress in moving Maine toward being the healthiest state in the nation.(
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Chapter I.
Introduction to the District Public Health Improvement Plan
The 2006-07 State Health Plan charged the Public Health Work Group (PHWG) with the task of implementing “a statewide community based public health infrastructure that worked ‘hand in hand’ with the personal health care system.”
  In 2007, through LD 1812, several legislative committees (the Joint Standing Committee on Health and Human Services, the Joint Standing Committee on State and Local Government, and the Joint Standing Committee on Criminal Justice and Public Safety) jointly required a report from the Public Health Workgroup, including recommendations to streamline administration, strengthen local community capacity, and assure a more coordinated system of public health. In the five years since this work formally began, an enormous amount of activity has taken place to address both the legislative expectations and the objectives of each biennial state health plan. Accomplishments resulting from these efforts include two major changes to Maine’s public health statutes.  The first was the 2007 overhaul of Title 22, Chapter 153, which updated and clarified the roles and responsibilities of Maine’s Local Health Officers. The second was the addition in 2009 of Title 22, Chapter 152, which codified the new infrastructure recommended by the Public Health Workgroup.  
The District Public Health Improvement Plan (DPHIP) is one of the last deliverables envisioned by the PHWG in their report to the Maine Legislature in December 2007. The DPHIP is the integrating document from the sub-state level public health system that delivers a two year plan to provide:

1. An assurance that the state health plan goals and strategies inform public health activities at the local and district level.

2. A coordinated data driven assessment of local public health priorities and infrastructure capacity/needs and action steps to address them.
3. A mechanism for tracking district progress in reducing specified avoidable health care costs related to hospitalizations; and a process by which performance of the public health infrastructure can be benchmarked.

4. A consistent set of fundamentals across all districts, while also assuring that each district’s plan addresses their unique characteristics, including tribal health and disparities issues. 
The primary audience for this document is those stakeholders who are invested in understanding, impacting and improving the health of Mainers residing in the district or across the state as a whole.  The DPHIP will strengthen the partnership between the personal health care system and the public health system in prevention work. Elected officials, policy makers, schools/local government, health providers and the general public with interest in the public’s health will find this document informative for their work as well.  Maine’s remarkable ability to accomplish great things through collaboration and partnerships with limited resources will resonate throughout this document.        

 Throughout the document, the work of the Cumberland Public Health District, in its efforts to formulate this plan, will be detailed. Overall, the DPHIP establishes priorities to improve the public health infrastructure at the district level. In addition, it prioritizes among health conditions that are most prevalent, that could be prevented, and/or that contribute to avoidable hospitalizations . This document will introduce the unique public health district characteristics that influence the infrastructure development and health status in chapter two.
Two data sets, both grounded in nationally recognized research, are discussed in detail in chapters three and four. Assessments of sub-state level, district public health systems were carried out in all eight DHHS districts in 2008-2009. The results of this process provided the baseline information that describes the capacity of the state to assure a consistent delivery of the ten Essential Public Health Services to all Maine people. The drive to improve the health of Maine citizen’s who are affected by the leading diseases, along with the rising costs associated with their health care, resulted in district specific reports published in the 2010-2012 State Health Plan.

District level public health is a new resource for the Maine public health system. It became operational in 2008 with eight defined districts, each having a District Coordinating Council and a District Liaison.  District Liaisons, most of whom were hired in late 2009 or early 2010, are Maine CDC staff stationed in their respective districts to provide public health coordination, leadership, and communication functions between the Maine CDC and the district public health community. Within each district, Maine CDC field staff (infectious disease epidemiologists, drinking water inspectors, health inspectors, public health nurses, and the district liaison) make up a district public health unit.  In addition to the eight geographic districts, the five tribal jurisdictions each led by a public health director joined together to form a tribal district in 2010 and are now supported by a tribal public health liaison role as well  (see appendix D for map). 
Chapters five and six describe how district decisions were made to move forward from what the data described, to form a common district vision as to how to proceed. Each district process, prioritization and ultimate direction reflect the many challenges, strengths and resource constraints districts face in order to move forward their DPHIP. 

 
The responsibility of shepherding the Cumberland DPHIP lies with the Cumberland District Public Health Coordinating Council.  As described in the 2009 public health infrastructure statute (Title 22, chapter 152), the District Coordinating Councils (DCCs) are a critical component in Maine’s public health infrastructure.  Their membership is categorized to be inclusive of key stakeholders who must engage in order to meet the DPHIP goals, and their statutory structure and functions include:
1. Participate as appropriate in district-level activities to help ensure the state public health system in each district is ready and maintained for accreditation; 

2. Provide a mechanism for district-wide input to the state health plan under Title 2, section 103;

3. Ensure that the goals and strategies of the state health plan are addressed in the district; and

4. Ensure that the essential public health services and resources are provided for in each district in the most efficient, effective and evidence-based manner possible.

Each DCC has established governance and leadership competencies which include agreed upon operating principles, transparent decision-making, establishment of a Steering or Executive Committee, and an operational link with their district Maine CDC/DHHS public health liaison. 
Membership categories are established in order to ensure collective expertise in the ten Essential Public Health Services, geographic and cross-sector representation, and the capability to accept and administer funds on behalf of the district as a whole. Many DCCs have bylaws that provide structure for governance and decision making. Although each district follows a statewide guide to governance, each district has approached this process based upon the availability of resources within their district and the way they function as a district. 
While there are many similar public health traits across the districts, each district has a unique character and faces different challenges.  The following chapter describes the specific setting for public health efforts in the Cumberland District.
Chapter II.
Public Health in the Cumberland District

The Cumberland DHHS District is located in the southern area of the state and includes both rural interior sections and the state’s largest city, Portland.  The Cumberland district is one of only three (out of 8) districts comprised of a single county.  It is home to an estimated 278,559 Mainers (2009 US Census), 21% of the state’s population.  Although it contains both urban and rural areas, Cumberland is the most densely populated district in Maine, with an average of 330 residents per square mile. 
Among the eight public health districts, the Cumberland District has the lowest proportion of people over 65 years old, with this age group comprising 13.5% of the overall district population.  In addition, the proportion of people over 65 who live alone is on average lower in the Cumberland district than the state average (although in some parts of the district it is higher).  At the other end of the age spectrum, the birth rate to women 15 – 19 years is also lower than the overall rate for Maine, and is the lowest of the 8 districts.  The Cumberland District has the highest proportion of people reporting a race of Black (2.5%), Asian (2.2%) or Hispanic (1.8%), while 95.6% of district residents classify themselves as Caucasian.  An additional sample of the data that describe the people that reside in the Cumberland District is provided in Table I.
Table  I . Cumberland Public Health District Demographics
	Selected Demographic Characteristic
	Cumberland District
	Maine



	Individuals living in poverty (2007) 
	9.7%
	12.2%

	Children eligible for free or reduced lunch program (2009)
	27.3%
	39.1%

	Adults with lifetime educational attainment < H.S. ( 2000)
	9.9%
	14.6%

	People >= age 5 who speak a language other than English at home (2000)  
	5.9%
	7.8%

	Disability among those >= age 5
	17.1%
	20.0%

	Percent of all households that consist of a householder >= age 65 living alone (2000)
	10.2%
	10.7%

	Infant mortality, rate per 1,000 live births (2003-2007)
	5.7
	6.0

	Infants born to women who used tobacco during last 3 months of pregnancy, as percent of live births (2004-2007)
	10.9%
	18.6%

	Adolescent smoking prevalence, 6-12 graders (2008)
	11.3%
	12.1%

	Adults overweight or obese (2008)
	56.5%
	61.8%

	Lung cancer incidence, age adjusted rate per 100,000 pop.
	70.9
	80.3

	Excerpted from: 2010 Maine State Profile of Selected Public Health Indicators

                Maine Center for Disease Control and Prevention/DHHS (http://www.maine.gov/dhhs/boh/documents/2010-Maine-Public-Health-District-Indicator.doc. Accessed 1/5/2010)


A recently released report by the Maine Governor’s Office of Health Policy and Finance portrays health challenges for the district and is described fully in chapter four. The report is a Call to Action and serves as a foundational data source for this District Public Health Improvement Plan, DPHIP.

As the most populated district, Cumberland County is more likely to be home to large employers as well as the central office of some statewide organizations.  With the state’s largest urban area as its county seat, Cumberland County experiences both the assets and the challenges associated with urban service centers that are far less common across the rest of Maine.  Although Portland is often Cumberland County’s most visible community, there is a wide range of variation across the district – from the coastal beaches and lighthouses of Cape Elizabeth to the farms and rolling hills of New Gloucester, from the mills of Westbrook to the shopping outlets of Freeport and the Maine Mall in South Portland, from the fishing communities of the Casco Bay islands and Harpswell peninsula to the Lakes Region’s summer camps and the college campuses of Gorham, Standish, Portland, South Portland, and Brunswick. 
Public health at the district level is responsible for assuring the mission of public health, working in tandem with partners at the local, state and national levels. The Institute of Medicine defined public health’s mission in its landmark 1988 document The Future of Public Health, as “fulfilling society’s interest in assuring conditions in which people can be healthy”. Today, there are numerous variations on this theme, but the definition holds steady as the primary purpose of public health. The mission plays out differently depending upon the organizational setting, whether it is a private, public or voluntary health organization. At the district level, achieving the mission of public health requires a set of organized community collaborations and partnerships that focus on prevention, identification and countering threats to the health of the public. District level public health does not focus on direct services to individuals, but works through partners to assure that the needed services are delivered in the most efficient and effective manner possible. By engaging in district-wide health planning and policy, district partners can collectively assure that health status is improved and health disparities are reduced over time.
Public health services in the Cumberland District are operationalized through a multi-sector approach and leveraging resources to meet the health needs within the district. The sectors include the following players in the district:
1. Community Based Coalitions – groups or organizations that develop collaborative partnerships to address local issues regarding specific and/or vulnerable populations, local policy and advocacy, environmental issues etc.  This sector includes the Healthy Maine Partnerships, comprehensive community health coalitions that are a key component of Maine’s district public health infrastructure.
2. Community Organizations – Faith-based organizations and non-profit agencies that provide transportation, housing, senior services, food programs, recreation, volunteer health services, and other social services.
3. Education – private and public schools K – 12, adult education programs, colleges and universities, pre-school and childcare programs, and other specialized educational and training programs.
4. Employers – businesses of all sizes, including both for-profit and nonprofit organizations.
5. Governmental Public Health –Municipalities throughout the district employ EMS and other first responders, as well as Local Health Officers; the City of Portland maintains a full-fledged Public Health Division.  Cumberland County Emergency Management Agency (EMA) coordinates emergency preparedness activities and partners actively with the public health system.  Maine CDC’s district public health unit includes the district liaison, infectious disease epidemiologist, public health nurses, drinking water inspectors and health inspectors/sanitarians; central office staff in Augusta, who can be accessed either directly or through the public health unit, are available to assist local partners in addressing specific health conditions.   
6. Health Care sector – this sector includes organizations that deliver personal health services to individuals, such as hospitals, health systems, physician-hospital organizations, rehabilitation & long term care facilities, community health centers, mental health and substance abuse agencies, home health agencies, private medical and dental practices and other outpatient health care settings.
Each public health district has a unique constellation of resources that are available to work with the District Coordinating Council to improve the public’s health. Many factors affect how the districts operationalize their public health activities. Population density and availability of resources are two variables with the greatest influence, and on both of these factors Cumberland’s profile is somewhat unique within the context of the state, and provides distinct opportunities and challenges.  This DPHIP is a focused and data-driven document to assist the Cumberland Public Health District in strengthening its public health infrastructure and addressing the most pressing health needs of its residents. 

Chapter III.

Evaluating the District Public Health System –      The Local Public Health Systems Assessment


In 2009, the Maine Legislature enacted a new public health infrastructure statute, Title 22 Chapter 152, to ensure the existence of a sub-state level public health system that would serve all areas of the state with consistency.  Following the establishment of the public health districts, the need to determine capacity and functioning was paramount, in order to identify what basic resources were available to serve the needs of the public’s health in each district.  In addition, there was a need to understand what was missing and identify ways the districts could work toward filling those gaps. The Maine CDC and the Statewide Coordinating Council (SCC) were charged with identifying an assessment tool that would be applicable to a nascent rural public health infrastructure, while being nationally recognized and credible to the health care system. 


Fortunately, codifying and defining the purpose and functions of public health practice had been under major revision since 1994 by a group of seven, national professional public health organizations including the federal CDC. With the evolution of increasingly complex challenges facing public health systems, the emergence of new threats to human health and the environment and the complexity of personal health care delivery, a more sophisticated paradigm was needed. The collaborating organizations worked on a set of standards that resulted in defining the characteristic elements of public health practice within the parameters of what is now described as the ten Essential Public Health Services (EPHS). This landmark work has become the foundation for defining best practice for local and state public health agencies. To sustain this work and ensure continuous quality improvement, the National Public Health Performance Standards Program was designed as a program under the federal CDC.to focus the national agenda in collaboration with all seven founding partners 
Multiple assessment, quality improvement, and evaluation tools have been developed based upon the structure of the ten Essential Public Health Services (EPHS). In order to further define the ten EPHS, subcategories called the Model Standards were developed to describe the public health functions and activities the standards are measuring. Collectively , a set of local and state public health system assessment tools based on the standards were developed in order to:

· help public health systems conduct a systematic collection and data analysis of performance data;
· provide a platform to improve the quality of public health practice and performance of public health systems;
· further develop the science base for public health practice improvement.
 The legacy of this work is visible in improving public health systems’ performance across the country. The scope of the ten EPHS encompasses all elements that are faced by public health agencies and systems today.  The ten Essential Public Health Services are:

1. Monitor Health Status to Identify Community Health Problems

2. Diagnoses and Investigate Health Problems and Health Hazards

3. Inform, Educate and Empower People about Health Issues

4. Mobilize Community Partnerships to Identify and Solve Health Problems

5. Develop Policies and Plans that support Individual and Community Health Efforts

6. Enforce Laws and Regulations that Protect Health and Ensure Safety

7. Link People to Needed Personal Health Services and Assure the Provision of Health Care when Otherwise Unavailable

8. Assure a Competent Workforce

9. Evaluate Effectiveness, Accessibility and Quality of Personal and Population-Based Health Services

10. Research for New Insights and Innovative Solutions to Health Problems
The work of the National Public Health Performance Program Standards is not new to Maine’s public health community. Several municipal service areas, including the City of Portland, had engaged the Local Public Health Systems Assessment (LPHSA) tool when gathering data to better understand local public health capacity and functioning five years ago. This positive experience reinforced that the LPHSA would best fit the requirements to establish a baseline evaluation of district public health capacity and functioning. 

Beginning in 2009 trained evaluators from the Maine Center for Public Health (MCPH), a non-governmental research and evaluation agency with expertise in public health practice and health policy, facilitated LPHSA meetings in all eight districts. The process to gather data for the assessment included recruitment of representative stakeholders from across each district who could provide feedback on the level of capacity and functioning related to each of the ten EPHS.  Organizations and individuals participated from a variety of public, private and voluntary entities, as well as individuals and informal associations that influence the public’s health. Following data collection, the results were analyzed and scored in partnership with the federal CDC. Reports by district were produced, including a discussion of findings and potential action steps. 

The Cumberland Public Health district conducted its LPHSA assessment across three meetings, each lasting three and one-half hours, in the fall of 2009. A total of 64 individuals participated in at least one of the three meetings with an average attendance of 28 people per session. Because a limitation of this process is that the scores are subject to biases and perspectives of those who participated in the process, the planning group attempted to recruit broadly across the district. Individuals at the meetings represented the following community sectors: 
Community Based Coalitions – all of the Healthy Maine Partnerships serving the Cumberland District (Healthy Portland/Healthy Casco Bay and Communities Promoting Health-Healthy Rivers/Healthy Lakes, Access Health) were represented.
Community Organizations – participants included the United Way of Greater Portland, the Southern Maine Area Agency on Aging, People’s Regional Opportunity Program, CarePartners, Family Crisis Services, Northern New England Poison Center, 21 Reasons, Portland Trails, Woodfords Family Services, Community Television Network, Catholic Charities.

Education – representatives participated from three K-12 school systems, Child Care Connections, three of the four residential colleges located in the district, and two graduate programs.

Government – participants included those representing County government (county staff, Emergency Management, and county jail), municipal government (including town officials or staff from 6 towns), and state government (Maine CDC/DHHS).
Health Care system – All four hospitals in the district participated as well as staff from a wide variety of specialized components of local health systems such as home health/visiting nurses, emergency preparedness, medical research, community health, learning resource centers, medication access, and tobacco cessation.
Sectors that were not well represented in the LPHSA meetings and therefore may not be effectively represented in the results include faith-based organizations, environmental health, primary care providers, mental health and substance abuse treatment agencies, oral health and dental care, law enforcement, private employers (beyond those organizations listed in the other sectors who are also employers), and the smallest rural towns especially in the western part of the district and the Casco Bay islands. 
All ten EPHS and most of the thirty Model Standards were found to have measureable activity going on in the district. Some areas demonstrated more robust district-wide activity than others, but in general the level of activity and capacity provides the needed foundation to engage stakeholders and strengthen the public health infrastructure.  In the Cumberland Public Health district, the summary findings indicate that nine of the ten Essential Public Health Services scored at the moderate level, with one EPHS scored at the significant level. See Appendix B for further detail on the scoring metrics and LPHSA results.
The Cumberland District Public Health Coordinating Council reviewed the LPHSA findings and took several steps:
1. findings were discussed with the full council, and an initial ranking process was completed,
2. a more formal process was developed to identify priorities for planning infrastructure improvement,
3. priorities were decided by formal vote of the full council.
The prioritization process is fully described in chapter five. The strategies for improving district wide systems performance are described in chapter six. Table II lists the EPHS public health system priorities that the Cumberland District Public Health Council plans to improve over the next two years.

Table II. Prioritized Essential Public Health Services 
	EPHS #3 Inform, Educate and Empower People about Health Issues

	EPHS #4 Mobilize Community Partnerships to Identify and Solve Health Problems

	EPHS #7 Link People to Needed Personal Health Services and Assure the Provision of Health Care when Otherwise Unavailable


Chapter IV.

The Cumberland Public Health District 
Call to Action

The legislatively appointed Advisory Council on Health Systems Development directed several studies to determine the areas of greatest opportunity for a coordinated approach to improving health and reducing health care costs. This process resulted in a report that describes the state and each district related to their performance against certain clinical and population health indicators. This report became known as the “Call to Action” and has been customized for each public health district as part of the 2010-2012 Maine State Health Plan. The Call to Action is the major link to the goals of the State Health Plan related to improved health status and reductions in cost of health care. 
The Call to Action, along with the district LPHSA report for the Cumberland Public Health District are the two major driving sources of data used to focus specific collective resources over the next two years through this District Public Health Improvement Plan.  Clearly, the plan’s success relies on a district wide, collaborative and multi-sector approach together with the application of evidence-based interventions. District progress will be tracked by monitoring the reductions in avoidable hospitalizations and improvements in population health indicators over time. 

In general, when Maine health data is examined to determine the greatest opportunities to improve health, two factors rise to the top of the list. First, the incidence of chronic disease, much of which is preventable, continues to grow at an alarming rate. Maine’s adult rates of high blood pressure, high cholesterol, obesity and diabetes exceed the same categorical rates for the country overall. Root causes of these diseases are linked to socioeconomic, environmental and inherited factors as well as personal health choices and unhealthy behaviors. Socioeconomic factors include age (Maine is the oldest state in the nation) and race/ethnicity (Maine has five recognized tribal jurisdictions as well as a growing immigrant population). The second key factor is access and utilization of preventive health care services in Maine. Across Maine’s rural communities, transportation and communication are key barriers to access to health care. Whether it be individually purchased, employer based or publically funded health insurance, the health care cost burden has become so great that many do without needed health services that could help protect their health. Chronic conditions left unattended often become a severe acute illness that results in the use of local hospital emergency room as the best available option.  

There are many factors that drive the high costs of health care in Maine, many of which can be controlled within the state by concerted efforts at reduction of duplicative services, application of practice efficiencies and commitment to collaboration and partnerships among stakeholders across the health care system. Moreover, besides these clinical factors, there are environmental factors which impact the communities where we live and work. Beyond implementation of the  District Public Health Improvement Plans, significant efforts are underway to increase access to comprehensive high-quality primary health care, so that the hospital emergency room becomes the last choice for conditions that are better managed in a primary care setting. Combined efforts by all partners will ensure healthy communities and individual wellness.
The Cumberland District Public Health Council has been working together to translate the Call to Action into actionable projects. The process used to establish the priorities is described in chapter five. The strategies themselves and their implementation plan are described in chapter six. The 2010 -2012 Maine State Health Plan provides the following guidance to the district:

· evidence based practices;
· measureable systems-wide savings and/or returns on investments in terms of improved health outcomes;
· application of population and systems-wide strategies;
· multi-sector engagement;
· efforts must reduce disparities in access and outcomes to improve health;
· public health systems and health care systems much work together to achieve common goals.

This work faces the additional challenge of severe resource constraints; thus, although all are important, we must focus on the highest priorities of the Call to Action – those where there are higher disease rates, higher costs and known evidence-based interventions. By the nature of the district in being a sub-state level system, inclusiveness is necessary to ensure sustainability over time. Priorities were chosen that spanned both public health and clinical care. This provides multiple opportunities to mobilize district partnerships, while reducing health system inefficiencies and addressing the underlying causes of disease.

Maine, like other states, sees higher rates of avoidable hospitalizations among three disease categories. The diseases are clustered into the following: respiratory infections, heart failure, and diabetes. Data were analyzed in 2009 -2010 to develop the Call to Action. In addition to the state data on avoidable health care costs, national studies were used for benchmarking. Validation came from published research released by the federal Agency for Health Research and Quality (AHRQ). The district and state rates are found in Appendix C, the Cumberland Public Health District Call to Action. The top section of the Call to Action comes from the AHRQ data set called Prevention Quality Indicators (PQIs), reflecting hospitalizations that could potentially be avoided by maximizing prevention and management in outpatient primary care settings. The remainder of the Call to Action captures the Population Health Indicators (PHIs), along with district demographic data.

The district efforts focus on moving the data trends of the PHIs, which can be expected to impact the respective PQIs over time. At the same time, by addressing the PHIs, the district will move forward in improving its capacity to deliver population based interventions across the sub-state level system. The outcome will result in the improved functioning of the district infrastructure.

Taking all of this into consideration, the Cumberland Public Health district chose to address the following areas of their Call to Action during the first phase of this District Public Health Improvement Plan:
Table III. District Priorities from the Call to Action
	[image: image1]Population Health Indicators
	Prevention Quality Indicators 

	Percent of people over age 65 who have ever had Pneumococcal Vaccine

Percent of people over age 18 who have had influenza vaccine in the past year
	Bacterial Pneumonia Admission Rate

	Percent of high blood pressure among adults

Percent of high cholesterol among adults


	Congestive Heart Failure Admission Rate

Hypertension Admission Rate


	Percent of adults that report smoking at least 100 cigarettes and that they currently smoke


	All PQIs

	Access to primary care

	All PQIs


Based on national research that suggests that health care costs can be impacted by reducing avoidable hospitalizations among certain diseases, the Call to Action Performance Measures were created.  For Maine, this is a monumental effort that will require all players in the health care system to contribute in a meaningful way that supports collaboration and partnerships, attention to addressing social level determinants of health, commitment to reduction of inefficient and redundant practices, health disparities, and ensuring that evidence-based prevention services are available and affordable. 

In summary, the Governor’s Office on Health Policy and Finance provides the following thinking on prevention of avoidable hospitalizations and its relation to the Call to Action: 
“Chronic diseases are among the most common, costly, and preventable of health problems, and in Maine they account for 28% of all spending for commercial populations, 30% for DHHS MaineCare, and 63% of spending for Medicare. Prevention strategies can help address these disease trends, and the strengthened public health infrastructure, with the new Tribal District, is the perfect avenue to coordinate efforts around the charge to lower healthcare costs while increasing the health of Maine people. By focusing on the measureable costs of avoidable hospitalizations, Maine can save approximately $52 million, but coordinated efforts between all stakeholders are essential to achieving these targets. Progress will be tracked using these avoidable hospitalization rates and population health indicators in Performance Reports, and learning collaboratives will be convened so that districts and the state can learn what is working and how to apply lessons learned.”

The work of the Cumberland Public Health District in this DPHIP documents our commitment to this directive.

Chapter V.
Prioritizing Public Health Needs in the 
Cumberland District.


Previous chapters discussed the LPHSA and the Call to Action and the associated findings for the Cumberland Public Health District. In order to move forward in the development of the Cumberland District Public Health Improvement Plan (DPHIP), the priorities were established and agreed upon by the District Coordinating Council (DCC). Stakeholders across the district were engaged in choosing specific public health infrastructure system gaps to focus on.  The identified district priorities were selected based on their importance in strengthening the district public health system and reducing avoidable costs, with special attention to those areas that were amenable to change within the confines of available resources, local capacity and willingness to engage over the two year time period for this first phase of the DPHIP.  Paramount was a commitment to a thoughtful, deliberative and inclusive process across the district.  The strategies for addressing these priorities will be directed at improving, to the degree possible within available resources, the district trends for the targeted population health indicators. 
To identify the priorities emerging from the LPHSA assessment results, the first step was a brief prioritizing exercise conducted at a full council meeting in November of 2010, immediately following the report-out by consultants from the Maine Center for Public Health about the district assessment results.  Once the DPHIP planning process had begun in earnest in the spring of 2010, the Council discussed the initial priorities identified and validated them.   The Council then charged a small planning group with developing a formal prioritization process and proposing priorities to the Council for approval.  The planning group considered various factors that might influence selection of the public health system priorities and agreed that the following criteria should drive their selection:
· The Cumberland LPHSA results indicated significant need/opportunity for improvement 
· The initial prioritization exercise demonstrated strong interest and energy among Council members
· A clear link exists between the identified EPHS standards and the population health indicators in the Call to Action
· The District Coordinating Council provides the right mechanism for system improvement on the identified EPHS standards

Using these criteria, the planning group identified EPHS #3, 4, and 7 as the public health system priorities on which the DPHIP would focus (see Table IV below).  This proposal was presented to the Council for discussion in July, and in September 2010, the full Council voted unanimously to approve these priorities.  
Table IV. Essential Public Health Service Priorities for the Cumberland District Public Health Improvement Plan
	EPHS #3 Inform, Educate and Empower People about Health Issues

	EPHS #4 Mobilize Community Partnerships to Identify and Solve Health Problems

	EPHS #7 Link People to Needed Personal Health Services and Assure the Provision of Health Care when Otherwise Unavailable


The second step in priority setting was to select population health priorities emerging from the district Call to Action.  The planning group identified and weighted five criteria for selecting population health priorities from the District Performance Report:
Weight:
Criteria:
35%

Opportunity to build capacity on EPHS priorities # 3, 4, & 7 

25%    

Good “bang for the buck” (cost-effective evidence-based 



strategies exist)



20%
CDPHC is the best vehicle for leveraging action and collaborative strategies to move these indicators
10%

Resource availability/possibility (there are resources 




devoted to this work and/or likelihood of available grants)


10%
Prevalence/community impact (this is a problem people in the district feel the effects of and are concerned about)





The planning group then engaged in a formal scoring process, discussing each population health indicator in the Call to Action and agreeing on a score for each of the five criteria.  Several of the indicators were grouped together because they were closely related, and it would make sense to tackle both together rather than in isolation.  The weights were applied to the assigned scores and total points summed to rank the potential priorities in order.  The top-scoring priorities are displayed in Table V.
Table V. Call to Action Priorities for Cumberland Public Health District
	1. Flu & Pneumococcal Vaccine

	2. High blood pressure & high cholesterol

	3. Tobacco use

	4. Access to primary care


With this information the district integrated the two sets of priorities to serve as the platform for interventions that could strengthen the public health infrastructure and be expected to impact significant avoidable hospitalizations over time.  The priorities were first proposed to the full council at its July 2010 meeting, with a detailed description of the planning group’s process and council members provided input.  A web-based survey was designed and widely circulated to solicit feedback from the whole range of district public health partners and stakeholders, in order to ensure that individuals and organizations who had not previously engaged in Council meetings had an opportunity to react and offer input.  Almost 60 people responded to the survey, with approximately 2/3 of respondents being people who had not previously engaged in the Council’s work.  The survey results strongly validated the proposed priorities and reflected strong energy and commitment to participation in specific workgroups on each of the top priorities.

At this point in the process, the Council’s Executive Committee paused to reflect informally on the purposes they had hoped to accomplish through the DPHIP planning process and to consider whether all of those purposes were likely to be addressed through the proposed priorities.  
As a result, one concern emerged: the Executive Committee had intended that the DPHIP would be a plan that engages a broad cross-section of public health players and provides a meaningful role for most/all members of the Council.  In looking at the four identified population health priorities, they were heavily weighted toward chronic disease and infectious disease; it was not clear that they would provide sufficient opportunity and inspiration for all Council members to engage in the DPHIP work.  Because the Council had already identified a need for district-level work on public health preparedness, and had already approved the formation of a public health preparedness committee, the Executive Committee decided to recommend that public health preparedness be added as a fifth population health priority driven by district needs even though it was not an area reflected in the Call to Action.  Because the work needed in the area of public health preparedness requires capacity building particularly on the three system priorities – EPHS #3, 4, and 7 – including the efforts on public health preparedness in the plan made sense.  At the same time, this approach also assured that all Council members would be able to see at least some of their own organizational priorities reflected clearly in the District Public Health Improvement Plan. 
The final step in the prioritization process occurred at the full Cumberland District Public Health Council meeting in September 2010 when the Council discussed the proposed priorities in detail for the second time, and voted unanimously to approve both the three public health system priorities and the five population health priorities as proposed for inclusion in the DPHIP.  
Chapter VI. 
Recommendations for Moving Forward With the Cumberland District Public Health Improvement Plan.


During the prioritization process, described in chapter five, the decisions were vetted among key stakeholders across the district. Their active engagement has been encouraged and supported through targeted multi-sector work groups. Also, as content experts they have been consulted periodically for input into the DPHIP. This process has resulted in significant involvement of new and critical players to the successful outcome of this work, both at the systems improvement level and in terms of reduction of avoidable hospitalizations.

The capacity of the district to make progress relies heavily on an integrated systems approach. It requires the application of evidence based interventions, through a multi-sector district wide approach. The following model, Figure A,  displays how the Cumberland Public Health District will be successful in moving forward. It requires an inter-relational set of elements with logical connections to make progress.
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Figure A. Model for District Public Health Infrastructure and Population Health Improvement

Key elements of this model are: 
· Data – Driven Findings - district LPHSA and Call to Action
· Evidence Based Interventions - researched, proven strategies that work
· Multi-sector Approach – engagement of all sectors that influence the public’s health
· District-wide Integration – activities are designed to be applicable across the entire district, not specific to a certain geographic area.

Each area of focus for district wide systems improvement will engage multi-sector expertise, capacity and ownership. A multi-sector approach assumes diverse and representative membership that can affect all elements of change required by the DPHIP. This approach results in the creation of actions that are doable within resources and can move forward the DPHIP goals. The multi-sector approach includes stakeholders from the following sectors within the Cumberland public health district. 

· Community Based Coalitions

· Community Organization

· Education

· Employers

· Governmental Public Health

· Health Care systems
Recommendations for Moving Forward

Once the Council had completed the priority-setting described in Chapter 5, the Executive Council proposed at its September 2010 meeting (and the full Council approved) that the DPHIP work would move forward in three ways:

1. A Flu & Pneumococcal Workgroup would develop recommendations specific to the Flu & Pneumococcal Vaccination priority area, including development of a logic model.  This workgroup would also develop and test workgroup processes and tools in order to inform the future work on the other identified priorities.

2. After the Flu & Pneumococcal Workgroup had tested out the workgroup approach and refined the process and tools, other workgroups could follow in their footsteps, working through each of the other identified population health priorities (high blood pressure/high cholesterol, tobacco, access to primary care, public health preparedness), one or two at a time, over the course of the two year timeframe for this plan.

3. A Communications Workgroup would create a communications plan for the council, with a particular focus on building capacity and improving performance across the district public health system on EPHS #3 and 4.

The Executive Committee identified leaders for each of the two workgroups to work with the District Liaison to plan and lead the workgroup meetings.  Many of the workgroup members were identified through the web-based survey that had been done in August to solicit feedback on the priorities, while others were recruited after being recommended by the Executive Committee and/or workgroup leaders.   The work of each workgroup is summarized below.

Flu & Pneumococcal Vaccination
The Flu & Pneumococcal Workgroup was charged with identifying strategies and action steps to increase vaccination rates, and designing a logic model to demonstrate how those strategies would result in improvements to the vaccination-related Population Health Indicators and avoidable hospitalizations for bacterial pneumonia.  Cathy Patnaude from HomeHealth Visiting Nurses, Beth Rolfe from VNA Home Health & Hospice/Mercy, and Caroline Teschke from Portland Public Health agreed to co-lead the workgroup, which met several times in October and November.  Sixteen people attended one or both meetings (see appendix).  The workgroup process entailed the following steps: 

1. Inventory discussion – using a matrix listing the six sectors described earlier in this chapters, the workgroup discussed the role of the organizations in each sector in accomplishing the outcomes related to flu and pneumococcal vaccine.  This provided very useful context for the rest of the discussion because it enabled participants to approach the task of formulating strategies with a broad multi-sector lens rather than being limited by the lens of their own organization’s role. 

2. Brainstorming key opportunities/strategies – once they had framed the role of each sector in achieving the current level of outcomes, the workgroup discussed ways that as a whole system we could achieve better outcomes – particularly by focusing on the three public health system priorities, EPHS #3, 4, and 7.  
3. The themes emerging from the brainstorming discussion were organized and condensed into a document listing potential objectives along with the rationale and strategy ideas for each that were suggested during the brainstorming conversation.  This document was circulated by email, and feedback was gathered from individuals who were unable to attend the workgroup’s meetings.
4. From the potential objectives, three major focus areas emerged clearly and these were validated by the workgroup:

a. Increase/expand school-located vaccine clinics
b. Establish mechanisms for collaborative district-wide planning of public flu clinics for adults in order to ensure both access to flu vaccine among all adults (including those who are unemployed and/or who lack insurance coverage or a primary care provider) and sustainable capacity for quickly launching mass vaccination campaigns in the face of a pandemic.

c. Education and awareness, especially about pneumococcal vaccine.

5. A logic model was drafted and further refined by the workgroup to reflect these three focus areas (see next page).  The full council voted to approve this logic model on November 19, 2010.  The workgroup also discussed further detail on initial next steps on each of the three focus areas, and decided they will continue meeting as a workgroup for the next six months (January-June 2011) in order to identify and carry out the tasks needed to make progress on each of these three strands.  

6. A subgroup of four workgroup members collaborated with the Communications Workgroup to pilot-test a draft coordinated communications-planning tool.  Feedback was provided to the Communications Workgroup and the tool was further refined.

7. The Workgroup reflected on the process it used and recommends the following steps as a general model for future workgroups on the other population health priorities:

· Identify/recruit key players & workgroup co-leaders
· General inventory – discuss each sector’s role
· Brainstorm partnership opportunities that would improve outcomes and/or use resources more efficiently
· Develop key objectives/focus areas and create a logic model
· Decide on the collaborative structure needed to carry out the strategies 
· Identify specific outputs or products needed and design graduate student  projects and/or grant applications to develop these products

· Use the tools created by the Communications Workgroup to plan coordinated communications strategy on this priority topic.
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Coordinated Communications Plan

Since the communications elements of EPHS #3 and 4 cross all population health priorities, the Executive Committee proposed the development of district Communications Plan as a sub-component of the DPHIP.  A Communications Workgroup was formed, co-chaired by the MCDC District Liaison (Becca Matusovich) and Portland Public Health Director (Julie Sullivan), with additional planning input from County Commissioner Malory Shaughnessy.  The members of the workgroup were specifically recruited because of their expertise in communications, even if their connection to the public health system was more indirect.  

The Communications Workgroup met several times in October and November, with 11 people participating in at least one meeting and five additional people providing feedback on draft documents.  The Workgroup’s primary goal for the communications plan is to guide the Council in coordinating members’ disparate efforts to communicate health information to the public.  District partners disseminate a great deal of important health information to various public audiences, but because there is no mechanism to coordinate those efforts the aggregate total of these health messages on the receiving end can be at best overwhelming - and at worst confusing and possibly paralyzing - for our target audiences.

Therefore, at the heart of the Communications Plan will be a series of collaborative guidelines and planning tools that will enable district partners to design coordinated communications strategies on a specific set of identified topics to be selected each year.  The selected topics will include the identified DPHIP priorities (starting with flu & pneumococcal vaccination), while others may be smaller-scale "hot topics" that pop up when there is a sudden surge in people seeking information from multiple sources and where consistency of messaging/information could help reduce the potential for panic and spread of inaccurate information.  Bedbugs, arsenic in well water, mold in rental housing, and smart meters are examples of “hot topics” that have come up in the past few months where a coordinated communications strategy across district partners would increase district partners’ effectiveness and efficiency, and improve the ability of district residents to take the optimal action to protect their health.
The Communications Workgroup created a logic model, included on the next page, which was approved by the full council on November 19th.  The workgroup will continue to meet for the first 4-6 months of 2011, or until the communications plan is completed and approved by the council, and then will transition to a standing Communications Committee (with a charge clearly framed by the Communications Plan).  The Workgroup has already done some of the initial work detailing the structure and components of the communications plan which is the primary output listed in the logic model.  At the time of this writing, the communication plan structure is expected to include the components listed on the page following the logic model.
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Next Steps for Cumberland DPHIP Implementation
The chart below lays out the basic action steps for implementation of the three strands of work laid out in this plan.

	
	Next steps/tasks
	Responsibility (lead in parentheses)
	Timeline

	Flu & Pneumococcal Vaccination
	For each of the three objectives in the logic model (school clinics; adult access & clinic planning; coordinated communications), identify specific actions needed to move each objective forward.
	Flu & Pneumococcal Workgroup 

(Co-leads with District Liaison facilitating)
	Workgroup meets Jan-June 2011, with implementation of identified strategies starting with 2011 flu season (late summer/fall 2011)

	Other DPHIP population health priorities
	Determine timeline for workgroups on each of the other priorities for 2011-2012; draft workgroup charge and expectations; identify and recruit co-leads and facilitator for each workgroup.
	Executive Committee

(Chair, staff, and District Liaison)
	Proposal developed by April 2011 for approval at May 2011 Council meeting 

	Communica-tions Plan
	Continue to develop the components of the Communications Plan; pilot-test process steps and tools.


	Communications Workgroup 

(Co-chairs)
	Workgroup meets Jan through May 2011; draft Communications Plan to Executive Committee in April and to full Council for approval in May; transition to standing  Communications Committee by June 2011.


Monitoring Progress on the DPHIP


The primary mechanisms for monitoring progress on implementation of the Cumberland DPHIP are the two logic models and the table on the previous page.  The two workgroups will report regularly to the Executive Committee and the full Council, and input will be solicited when key decision points arise.  The population-based data on the District Performance Report/Call to Action will be updated routinely, and will allow the council to track trends over time on the selected population health priorities.  In addition, the Council may seek an opportunity to repeat the Local Public Health System Assessment tool (either in its entirety, specific portions, or a modified version designed for evaluation purposes) as a mechanism for gathering qualitative information about system capacity and performance improvement on Essential Public Health Services 3, 4, and 7 resulting from the strategies implemented.

Conclusion

As described in the introduction to this document, the DPHIP is the result of local collaboration, data review, problem solving and consensus building about the best approach to improving the district public health infrastructure while focusing on opportunities to reduce the number of avoidable hospitalizations in the Cumberland Public Health District. The goal is to improve overall health through an effective and efficient district public health system. 

In keeping with the intent of the early work done by the Public Health Workgroup, the Maine State Legislature, and the Advisory Committee on State Health Systems Design, the DPHIP is a symbol of the collective efforts to develop a functioning sub-state level public health system. Over the past several editions of the Maine State Health Plan, references have become more frequent and directive about expectations of this new system to improve the health of Mainers. The district work connects elements of the health care system that have been disjointed, non-communicative and resource inefficient.


The 2010 – 2012 Maine State Health Plan clearly directs each of Maine’s eight public health districts to translate their Local Public Health System Assessments and their Call to Action into actionable plans that will lead to district wide public health improvement. The Cumberland DPHIP describes evidence based strategies and multi-sector approaches that will address specific areas of importance through solid data and chances to make changes were opportunities are greatest in the short term.

The district priorities are uniquely tied to the state health plan through district specific Call to Action reports. Where local data is available, it was used to inform and reinforce the district priorities as appropriate. Each district is held accountable for showing progress toward improvement over time in those identified areas. The work at the district level will be evaluated continuously and findings will inform the work of the Statewide Coordinating Council (SCC). To that end, the eight District Coordinating Councils and the SCC will continue to provide guidance for future state health plans. Additionally, the work of the districts will be highlighted retrospectively in each state health plan’s progress report going forward.

In summary, an improved and unified approach to improving health care can affect both the incidence of disease and its underlying causes. With improvement to the sub-state level public health infrastructure, the impact of solid public health interventions can be measured. Strategies can no longer be single purpose and siloed within one delivery system. Public health’s scope of practice demands linkages across disparate community interventions and modeling of effective communication and coordination within the broader community.

By working together and staying focused on the priorities that we agreed on in this District Public Health Improvement Plan, we can strengthen our public health system, improve our collective performance on the Essential Public Health Services, reduce avoidable costs, and achieve maximum impact on those factors that impact the public’s health.
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Reduce avoidable hospitalizations (and other costs) related to vaccine-preventable bacterial pneumonia








Most CDPHC members engage in these activities





Assumptions


 It is not feasible/ efficient for all people to get their flu vaccine from their primary care provider.  Other access routes are needed that make it as easy and convenient as possible for people to get vaccinated.  Vulnerable populations and populations not historically targeted require special consideration to ensure equitable and low-barrier access.


 Although the ACIP now recommends universal flu vaccine, many people do not consider flu vaccine a priority in a routine year. Because information about who should get vaccinated (and why) has changed quite a bit from year to year, many people are confused about whether flu (and in some cases pneumo) vaccine is important for them.


Pneumococcal vaccine is less available outside of health care settings than flu vaccine, is promoted less systematically, and may be cost-prohibitive for people (under 65) who are uninsured or have deductibles.





External Factors 


Vaccine supply and cost


Impact of pandemic experience on regular seasonal demand


Health care reform – expansion of preventive services


Competing pressures on schools and employers


Insurance billing systems/requirements 


Media messages about flu, immunizations








Strengthen CDPHC capacity/performance on EPHS 3, 4 & 7








People have accurate information on their vaccine status, the costs & benefits, and where they can get vaccinated





Pneumo vax is offered more systematically in appropriate settings





Multi-sector Interventions 





Essential Public Health Services





Health Indicators





Improved Health Status





Avoidable Costs





Efficient Health System





Data Driven Results





Create mechanism to coordinate planning and ensure effective reach & promotion of public clinics





Identify mechanisms for quick screening & increasing systematic availability of pneumo vax for recommended populations





Request specific action/support  pledges from CDPHC members 





Pilot-test communications tools, and develop coordinated communications strategy for 2011 flu season





Completed communications strategy guide & implementation of identified action steps





Commitments added to Action Plan





Implementation of  coordinated communications strategy 








Analyze access gaps, create a mechanism for collaborative planning of public clinic schedules to maximize reach/coverage, build on “Vote & Vax” learnings, develop a sustainable “business model” for ongoing public flu clinics





Existence of a sustainable delivery system for community-based flu vaccine clinics that can both ensure access for vulnerable populations across the county and maintain the capacity to increase rapidly in an emergency when necessary








Flu/Pneumo Workgroup will continue to meet monthly from Jan-June 2011 and will identify specific action steps and outputs for each strategy








All Cumberland County residents have convenient low-barrier opportunities to access Flu and Pneumo vaccine   








Increase the vaccination rates for flu vaccine (among all age groups) and for pneumococcal vaccine (among people over 65, and people 18-64 who are smokers and/or have a chronic condition)








Increase in/ expansion of school-located (& preschool?) flu clinics 





Flu/Pneumo Workgroup members, DL, Shane, CDPHC members & interested parties





Grad students - UNE, USM?





Superintendents & School Nurses’ Association 








Communications strategy tools from CDPHC Communications Plan





H1N1 and Vote & Vax experience





MedAccess program?











Work with Superintendents & school nurses to identify and create the conditions necessary for successful school clinics





Outcomes





Initial                                        Intermediate		     Long-term
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Initial                                        Intermediate                     Long-term


	                                     											           








District Communications Plan for coordinating communication on DPHIP priorities, seasonal topics, and emerging/acute topics 





Participants in the pilots report satisfaction with the refined tools, perceived benefits of ongoing use of the tools, and intention to continue participating 








Communications Workgroup,


Becca, Shane





Grad students from UNE and/or USM?





Existing models for effective communications tools & products


 


Pro-bono &/or sponsored support for expert communications help?








Create tools, mechanisms, processes for coordinating communications on specific topics where a need is identified








Increase the # of district public health partners who engage with CDPHC to coordinate communications activities








People in Cumberland County receive health messages from district PH partners that are clear, timely, customer-centered, actionable, accurate, and well-coordinated.   








Guidelines/agreements about coordinated communications (quality control, evidence base, credits, logos, etc.)








Pilot-test tools & mechanisms on flu-pneumo vaccine (DPHIP priority) and Bedbugs (emerging hot topic)





External Factors


1. All District PH partners are not actively engaged with CDPHC


2. Health messages also come from sources outside District PH partners, and 100% coordination of health messages is not possible 


3. Lots of other factors impact the relevant population health indicators - we won’t be able to distinguish the direct impact of improved communications








Assumptions


1. People generally are on information overload – the public receives many health messages, some of which compete or conflict with each other and some of which are not easily understandable and/or are not actionable.  People often don’t know how or are not motivated to use the information to improve their health and reduce their health risks.


2. District public health partners get lots of information from many sources and do not have easy ways, or the time, to sort out what the critical information is for which audiences and boil the information on a particular topic down into a brief and clear set of key messages they can pass on to their public constituencies.


3. District PH partners lack mechanisms and forums for systematically coordinating their public health messages in order to make sure limited resources can be used most effectively and efficiently.


4. If people received health information that was clear, timely, customer-centered, actionable, accurate, and well -coordinated, they would more often take the action that would improve health outcomes.


5. Some strategic coordination of communication is better than no coordination or ad hoc coordination.








Web location for posting products








Collection of products on topics in the annual work-plan





Coordinated Communications Strategy Planning Tool & other tools





Strengthen CDPHC capacity & performance on EPHS 3, 4 & 7








Improvement in population health indicator priorities (and other outcomes reflecting the chosen communications topics)








Ongoing use of the guidelines/agreements and communications tools








Implementation of the communications work-plan








Existence of an active CDPHC Communications Committee with a clear charge








CDPHC helps District PH partners increase the efficiency & effectiveness of their health communications efforts








Create and convene an ongoing CDPHC Communications Committee 








Ensure a clear charge/ expectations for the committee’s ongoing work 





Refine tools based on pilot experiences 





Transition from workgroup to standing Communications Committee











( The full Cumberland District Public Health Improvement Plan can be found online at � HYPERLINK "http://www.mainepublichealth.gov/olph" ��www.mainepublichealth.gov/olph� or by contacting the Cumberland District Public Health Liaison,                      Becca Matusovich, at � HYPERLINK "mailto:becca.matusovich@maine.gov" ��becca.matusovich@maine.gov� or 797-3424.


� Governor’s Office, Maine State Health Plan, 2006-07, p. 31.  � HYPERLINK "http://www.maine.gov/tools/whatsnew/attach.php?id=51893&an=1" ��http://www.maine.gov/tools/whatsnew/attach.php?id=51893&an=1� (accessed 1/5/2010).


� Maine State Health Plan 2010-12, � HYPERLINK "http://www.maine.gov/healthreform/documents/STATE%20HEALTH%20PLAN%20-%202010-2012%20-%20FINAL%20-%20Print%20-%20%206-30-10.doc" ��http://www.maine.gov/healthreform/documents/STATE%20HEALTH%20PLAN%20-%202010-2012%20-%20FINAL%20-%20Print%20-%20%206-30-10.doc�. Accessed January 5, 2011.
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CDPHC Communications Plan Components 


---DRAFT as of Dec 2010---

1. Intro: Goals & Rationale (why is coordinating communication worth the effort?)


National Public Health Performance Standards:



3.1.3 Do LPHS organizations work together to plan, conduct, and implement health education and promotion activities?



3.2.1 Have LPHS organizations developed health communications plans?



4.1.4 Does the LPHS use communications strategies to build awareness of the importance of public health?  



4.2.1 Do partnerships exist in the community to maximize public health improvement activities?


2. CDPHC Principles/Agreements 

· Expectations for mutual commitment to coordinating communications


· Topic selection


· Communications Committee & Topic Workgroup roles

· Process for developing coordinated strategy (flow chart)

· Quality standards


· Credits & logos


· Leveraging resources/sponsorships


3. Topics for Coordinated Communications: 2011-12

· Mold - pilot

· Flu

· Others?

4. Tools:


a. Strategy Planning Tool


b. Implementation Guide template/model


c. Health literacy/plain language checklist

d. Web location for posting materials to be downloaded by partners


e. Distribution list/network of contacts for dissemination of Implementation Guides & supporting materials


5. Internal (PH system) communication     

a. Purposes (from LPHSA performance standard 4.2)

i. networking, exchanging information for mutual benefit; 


ii. coordination, exchanging information and altering activities for mutual benefit and to achieve a common purpose; 


iii. cooperation, exchanging information, altering activities, and sharing re​sources for mutual benefit and to achieve a common purpose; and 


iv. collaboration, exchanging information, altering activities, sharing resources, and enhancing the capacity of another for mutual benefit and to achieve a common purpose. Multi-sector collaboration is thus defined as a voluntary strategic alliance of public, private, and nonprofit organizations to enhance each other’s capacity to achieve a common purpose by sharing risks, responsibilities, resources, and rewards.


b. Mechanisms for internal “system” communications with district PH system partners


c. Connection to emergency communications plans 

6.  Evaluation methods/quality improvement mechanisms


