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Downeast District Public Health Improvement Plan: For the time period: January 2011 - December 2012

Inputs Outputs Outcomes Impact

Resources Activities Targets Short Intermediate Long Term

DCC Co-Chairs 

Steering 

Committee Work 

Teams

Improve the knowledge base and 

awareness about health data and 

indicators.

Enhanced understanding and use of 

District Profile.

Maine CDC conducts ongoing evaluation 

of District Profiles.

Partners and public think more about,  utilize, and 

interpret indicator data appropriately.

State Health Plan  

Determine the extent to which personal 

health services are available to and 

accessible by populations based on five 

cohorts.

Identify one or two conditions for 

district to focus on; identify key gaps 

and barriers; develop plan to 

mediate barriers/gaps.

Awareness is built around each of the 

conditions; plan to mediate barriers/gaps 

brings partners to collaboration.

Using similar process, partners will work together to 

identify and mediate barriers and gaps and improve 

access/use of health care services.

District Local 

Public Health 

Systems 

Assessment

Convene health service providers to 

identify populations that they serve, gaps 

they see in services for their populations, 

ideas/strategies on removing barriers and 

closing gaps, and potential collaborations.

Health care providers meet to 

engage in professional dialogue on 

improving available health care 

services.

Formation of district health professional 

network for open dialogue on patient care 

and population health.

Professional forums for health care and public health 

dialogue are planned on a periodic basis.

District Call to 

Action

Create, organize, and implement a district 

wide health promotion campaign and 

then evaluate its success.

Using an existing promotion (e.g., 

national healthy heart month), plan 

and implement a district wide health 

promotion campaign.

Formation of clear guidelines and process 

for determining district wide health 

promotions.

Partners will develop an open dialogue and 

collaboration for determining topics and means for 

implementing a district wide health promotion 

campaign.

Local Community 

Coalition MAPP 

Process

Assure good access to health and wellness 

information for the district population.

Health/Wellness information 

sources like 211 will be assessed for 

its usability in the district.

Health information will be available and 

accessible on a timely basis via multiple 

ways and district health organizations 

will be able to share the programs or 

services that they provide.

A system that provides health and wellness 

information as well as linkages to services will be 

available to all audiences in the district via multiple 

means.

District Public 

Health System 

Partners

Create an effective public health 

communication system for the district.

Communication plan will be built to 

map existing communication 

avenues in the district.

Communication plan will be enhanced to 

focus messaging to specific audiences and 

around certain conditions.

A communication system can be implemented for 

various types of public health needs and district 

activities.

Develop resources and capacity in 

funding public health activities in the 

district.

Formation of team of development 

and resource experts who can guide 

the district on district wide resource 

development issues.

District will offer a clearinghouse of 

resources, staffing,  and opportunities for 

collaboration by partners as a way of 

effeciently meeting needs.

Process and criteria for district wide funding and 

resource opportunites will develop so that partners 

and stakeholders can rely on local resources to meet 

certain needs.

Develop resources and capacity in 

preserving the public health / health care 

workforce in the district.

Determine a needs assessment of 

health care and public health jobs in 

the district and how to meet it.

Utilizing existing resources (e.g., career 

center, internships), develop a pathway 

for young people to learn about health 

jobs that will keep them in the district.

Jobs for professional health care and public health 

workers will be available and local people will receive 

the skills and education to perform those specialized 

jobs.
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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.  
In order to organize this collective imperative, the 2008-2009 Maine State Health Plan directed the development of a Health Improvement Plan that was specific to each of Maine’s newly formed eight public health districts (also known as DHHS Districts), and a future tribal public health district. The District Public Health Improvement Plans, DPHIP, were developed at the district and local levels, while being informed by recently collected data that would be applicable at the district level while comparable across the state.

The genesis of the District Public Health Improvement Plan 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 Downeast Public Health District. This is a district-wide plan that is the sole responsibility of the Downeast DCC, their collaborators, partners and consumers. The Downeast DPHIP serves as the inaugural public health planning document that explores opportunities for significant public health infrastructure improvements. Additionally, it addresses the health conditions across the district that requires a population-based set of 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 on this collectively, 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 (EPHS) to the district it serves. 

The Downeast Public Health District has determined that their efforts over the next two years will focus on the following areas for public health systems improvement: 
· Link people to needed personal health services and assure provision of health care (EPHS #7).
· Inform, educate and empower people about health issues (EPHS #3).
· Assure a competent public and personal health care workforce (EPHS #8).

· Evaluate effectiveness, accessibility, and quality of personal and population-based health services (EPHS #9).

Areas of focus for a reduction in avoidable hospitalizations are the following:

· Cardiovascular health, which includes the areas of obesity, physical activity and nutrition.
· Build awareness around prevention and management of diabetes.
· Create or enhance local networks of information to clarify available services to health care, specifically in the areas of prevention screenings.
Chapter six of this plan lays out the prioritized strategies and actions, based on the recommendations of the six work teams, along with a process logic model and basic timeline for the two year period of January 2011 to December 2012. 

This District Public Health Improvement Plan serves as the compass that will guide the Downeast district through its collaborative work over the next two years in order to make 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 2006-2007 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” (see Governor’s Office, Maine State Health Plan, 2006-2007, page 31: http://www.maine.gov/tools/whatsnew/attach.php?id=51893&an=1). In 2007, through LD 1812, several legislative committees (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 Work Group, 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 Work Group.
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 eight districts, while also assuring that each district’s plan addresses their unique characteristics.
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.  New partners, such as town planners, will find this applicable as they work with the public health community to reduce obesity, for example, by creating safe outdoor spaces for physical activity. 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 Downeast Public Health District, in its efforts to formulate this plan, will be detailed. Overall, the DPHIP establishes priorities for those opportunities identified 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 most districts, The District Liaison works with existing Maine CDC field staff, including public health nurses, regional epidemiologist, drinking water inspectors, and environmental health inspectors to establish a more collaborative working relationship in the district. The five tribal jurisdictions each led by a public health director and supported by a tribal public health liaison, joined together to form a tribal district in 2010 (district and tribal map in Appendix G). 
 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 Downeast DPHIP lies with the Downeast District Coordinating Council (DCC). 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.
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 how 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 Downeast District.
Chapter II.
Public Health in the Downeast District

The Downeast Public Health District is located in the northeastern corner of the state, adjacent to the Gulf of Maine.  The district serves a two county area which is home to an estimated 85,554 Mainers (2009 US Census). This represents 6.5% of the state’s population. The counties of Washington and Hancock are the geographic boundaries of the district.  In terms of population, Washington County has an estimated 32,107 residents and Hancock County has an estimated 53,447 residents. Although fairly large in land mass, the district is sparsely populated, with a population density per square mile of 20.6 persons, compared to the state density of 42.7 persons per square mile.  Taken separately, Washington County is significantly less populated than Hancock, with an estimated 13.2 persons per square miles.  Hancock County, while still less densely populated than Maine as a whole, has an estimated 32.6 people per square mile. 
Demographics of the Downeast District: the population of people older than 65 years is second highest in the state, comprising 16.8% of the overall district population while the population of people younger than 18 years is lowest in the state, comprising 19.6% of the overall district population. There is an aging population along with a decrease in younger people being born or staying in the district. Additionally, the percent of householders older than 65 years living alone was second highest in the state.  Meanwhile, the birth rate to women 15 – 19 years is significantly higher than the state rate (31.0 to 26.0), and the pregnancy rate of women 15 – 44 years is slightly higher than the state rate (65.3 to 64.6).  In regards to race and ethnicity, the district is 97% White but the district has the highest proportion of people reporting a race of American Indian/Alaskan Native, at 2.6%, which is more than double the statewide rate for this race category.   Table 1 provides a sample of selected demographics for the district.
	Table 1: Downeast DHHS District Demographic Indicators
	Downeast District
	Maine



	Percent of Population 65 years and older (2007)
	16.8%
	14.4%

	Percent of Population younger than 18 years (2008)
	19.6%
	20.9%

	Percent of all households that consist of a householders >=  age 65 living alone (2000)
	12.2%
	10.7%

	Percent of population stating they are White (2008)
	97.0%
	97.4%

	Percent of population stating they are American Indian/Alaska Native (2008)
	2.6%
	1.1%

	Disability among those older than 5 years (2000)
	22.2%
	20.0%

	Source: 2010 Maine State Profile of Selected Public Health Indicators

                Maine Center for Disease Control and Prevention/DHHS


Socioeconomic Status and Education of the Downeast District: three indicators of socioeconomic status--individuals living in poverty, children eligible for free or reduced lunches, and children 0 – 19 years enrolled in MaineCare—are all higher than the state average and rank fourth of the eight districts in all three indicators. The percentage of the population having less than a high school education, or lifetime educational attainment, is 15.3%, ranking fourth among the eight districts. There is anecdotal knowledge from the Washington County Literacy Volunteers stating that a significant percent of adults do not have adequate literacy skills. Table 2 provides a sample of selected socioeconomic and educational indicators for the district.
	Table 2: Downeast DHHS District Socioeconomic & Educational Indicators
	Downeast District
	Maine



	Individuals living in poverty (2007)
	13.5%
	12.2%

	Children eligible for free or reduce lunch program (2009)
	44.1% 

(CI: 43.2 -45.0%)
	39.1%

(CI: 38.8-39.3%)

	Adults with lifetime educational attainment < H.S. ( 2000)
	15.3%
	14.6%

	Percent of Children 0 – 19 years enrolled in MaineCare (2008)
	45.7%

(CI: 45.1-46.4%)
	41.5%

(CI: 41.4-41.7%)

	Source: 2010 Maine State Profile of Selected Public Health Indicators

                Maine Center for Disease Control and Prevention/DHHS [CI = Confidence Intervals]


Prevention Indicators of the Downeast District: key indicators of prevention all show a lower ranking when compared to the other districts, suggesting that prevention screenings like colonoscopies, mammograms, and pap smears are not being consistently done. These indicators also show that important information or trainings, like prenatal care, diabetes management, and tobacco usage are not being consistently taken or received. The district showed the highest rates of high blood pressure and high cholesterol in adults, suggesting possible issues in access to healthy foods and lack of physical activity. One potential barrier to consistent screenings, updated medical information, and annual examinations is health insurance, and the district had the highest percent of adults with no health insurance and children without health insurance. Table 3 provides a sample of selected prevention indicators for the district.
	Table 3: Downeast DHHS District Prevention Indicators
	Downeast District
	District Rank *
	Maine



	Infants born to women receiving first trimester prenatal care (2008)
	83.6%

(CI: 77.5-90.0%)
	7
	86.8%

(CI: 85.3-88.4%)

	Infants born to women who used tobacco during last 3 months of pregnancy, percent live births (2004-2007)
	21.8%

(CI: 16.6-28.0%)
	5
	18.6%

(CI: 17.3-20.0%)

	Adolescent smoking prevalence, 6-12 graders (2008)
	14.1%

(CI: 12.6-15.6%)
	7
	12.1%

(CI: 11.7-12.5%)

	Adults overweight or obese (2008)
	61.5% + 5.1
	4
	61.8% + 1.6

	Sigmoidoscopy or Colonoscopy Screening ever had by adults 50 years and older (2008)
	63.9% + 5.2
	8
	72.6% + 1.5

	Mammogram in past two years among women 40 years and older (2008)
	77.6% + 5.6
	8
	83.3% + 1.5


	Pap Smear in past three years among women 18 years and older (2008)
	83.6% + 5.3
	7
	86.3% + 1.7

	Adults with no health insurance (2008)
	16.8% + 4.2
	8
	11.3% + 1.2

	Children age 0 – 18 years without health insurance (2006)
	9.1%

(CI: 8.6-9.5%)
	8
	6.8%

(CI: 6.7-6.9%)

	High Blood Pressure among adults (2008)
	32.7% + 4.3
	8
	30.9% + 1.3

	High Cholesterol among adults (2008)
	45.7% + 4.9
	8
	40.7% + 1.4

	Adults with diabetes who have taken a diabetes management course (2008)
	52.2% + 9.6
	7
	60.5% + 5.4

	Adults with routine dental visit in past year (2008)
	67.9% + 4.5
	5
	70.2% + 1.5

	* District Rank: ranking is based on 1 being the best ranking (low or high depending on indicator) and 8 being the worst ranking. [CI = Confidence Intervals]

	Source: 2010 Maine State Profile of Selected Public Health Indicators

                Maine Center for Disease Control and Prevention/DHHS


Injury and Mental Health of the Downeast District: both injury and mental health indicators can provide insight to good health and are related to self awareness and self care. Transportation ranks high as a barrier to access of health and social services, and based on the district having the highest rate of motor vehicle crash deaths, the issue around transportation may include sub-standard roads as well as a need for better driver awareness. Non-vehicular accidents are a result of a lack of education or awareness, and the district had the second highest rates of unintentional poisonings and firearms deaths. There is a clear relationship between mental health and physical health, and more and more is being discovered in the district on how best to meet these needs. The district has the highest rate of suicide deaths in the state and the second highest rate of adults who are taking medicine or receiving treatment for mental health. Table 4 provides a sample of selected injury and mental health indicators for the district.
	Table 4: Downeast DHHS District Injury & Mental Health Indicators
	Downeast District
	District Rank *
	Maine



	Motor Vehicle traffic crash deaths (2003 – 2007)
	20.3 + 4.9**
	8
	13.4 + 0.9

	Traumatic brain injury deaths (2003 – 2007)
	24.5 + 4.7**
	8
	17.5 + 1.0

	Unintentional Poisoning deaths (2003 – 2007)
	11.3 + 3.9**
	7
	10.0 + 0.8

	Firearms deaths (2003 – 2007)
	8.7 + 3.2**
	7
	7.3 + 0.6

	Suicide deaths, Age > 10 years old (2003 – 2007)
	13.7 + 4.0**
	8
	12.8 + 0.9

	Adults taking medicine/treatment for mental health condition (2008)
	16.3% + 5.2
	7
	15.0% + 1.2

	* District Rank: ranking is based on 1 being the best ranking (low or high depending on indicator) and 8 being the worst ranking.

	**Rate per 100,000 people

	Source: 2010 Maine State Profile of Selected Public Health Indicators

                Maine Center for Disease Control and Prevention/DHHS


Disparities and Populations: in a national study that investigated mortality trends of US counties from 1961 to 1999, the life expectancy of women in Washington County declined significantly from 1983 to 1999 (Ezzati et al, 2008. Plos Medicine, Volume 5, Issue 4). The district is home to the Passamaquoddy Tribe, who display statistically significant health problems. In addition, there are an increasing number of transient and migrant workers, who come with a health history of inadequate or no preventive care. These special populations magnify existing issues that must be addressed by the district, including: juvenile justice, early childhood trauma, domestic violence, disabilities, attitudes of medical providers towards special populations, diabetes, reimbursement/funding inequities, recruiting/retaining culturally sensitive medical and health professionals, and barriers to data access/sharing.
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. This performance report is a Call to Action and serves as a foundational data source for this District Public Health Improvement Plan, DPHIP.
The governmental infrastructure of this district comes from two county governments, eighty-three towns and incorporated local governments, a variety of unincorporated (unorganized) townships and one tribal nation, the Passamaquoddy Tribe, who have communities at Pleasant Point and Indian Township. The Downeast District is home to the state’s major wild salmon streams as well as the highest number of acres for cultivating wild blueberries. Machias and Ellsworth are the county seat for Washington and Hancock Counties, respectively. 

Public health at the district level is responsible for assuring the same mission of public health as at local, state and national levels. The Institute of Medicine, defined public health’s mission in its landmark document published in 1988, The Future of Public Health. The IOM definition reads “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, public health would be seen as 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 engage in direct services to individuals, but works through partners to assure that the needed services are delivered. It is highly engaged in district-wide health policy and assures that health status is improved and health disparities are reduced over time.
Public health services in the Downeast District are operationalized through a multi-sector approach to engaging key stakeholders 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 that address district issues regarding specific and/or vulnerable populations, local policy and advocacy, and environmental issues, and include the five Healthy Maine Partnerships (HMPs) covering six service areas in the district. 
2. Community Organizations – which includes faith- based, transportation, housing, senior services, food programs, recreation, volunteer health organizations, social services, and financial aid etc.

3. Education – private and public schools K – 12, adult education, colleges and universities, pre-school and child care programs, and other specialized training and educational programs.

4. Employers – businesses of different sizes, including private or public, and for-profit or non-profit.
5. Governmental Public Health –Maine CDC has a public health unit that serves the district through an infectious disease epidemiologist, four public health nurses and their supervisor, two drinking water inspectors, two environmental health inspectors, and a district liaison. Towns and municipalities throughout the district employ Local Health Officers, who have specific roles and responsibilities tied to public health statutes. Each county has an Emergency Management Agency (EMA) director who coordinates emergency preparedness activities along with the public health system at both the state and district levels; and regional planning organizations (Regional Planning Commission and Council of Governments), which provide technical support to town and county governments and the needed environmental and transportation knowledge to public health; and a distinct network of ambulance, EMS, and other first responders. Regional planning organizations support public health initiatives, such as active living for seniors and physical activity for the general public, Food to Farm, and road/transportation re-engineering to promote people centered activities versus  automobile centered, such as the newly opened Rail Trail Project (eighty-four miles of upgraded rail bed), which can be used for recreational activities like walking/running, bicycling, and ATV usage, as well as building sidewalks in neighborhoods and bike lanes along roads. The Maine CDC also has central office staff in Augusta, who are available to assist local partners in addressing specific health conditions.

6. Health Care System – this includes six federally qualified community health centers, five hospitals, and a number of rural health centers, long term care and rehabilitation facilities, mental health and substance abuse agencies, visiting nurse services including home care visits, oral health/dental practices, private physician practices and related outpatients settings.
7. Multi-county Agencies—the district has a number of health and social service agencies that provide programs and activities throughout both counties; most have offices/service sites centrally located in Ellsworth, Machias, and Calais as well as smaller towns, and serve various populations, including: maternal and child health (WIC, public health nursing, case management, oral health) and seniors (Meals on Wheels, Senior Cafes, transportation to grocery stores and physician appointments).
Each Public Health District has a unique constellation of resources that are available to the DCC for its work to improve the public’s health. Many factors affect how the districts operationalized their public health activities. Population density and availability of resources are the two with the greatest influence. District specific data is updated and made available by the Maine CDC every other year to inform the district as to new or emerging conditions that need to be addressed, and demonstrate those areas where improvement has occurred. This DPHIP is a concise, data driven and focused document to assist the Downeast Public Health District strengthen its infrastructure and address the most pressing health needs of its residents. 

Chapter III.

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


In 2009, the Maine Legislature enacted a new public health infrastructure (Title 22, Chapter 152, Sections 411-413) 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 finding 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 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 or result of utilizing a consistent set of standards and assessments is visible and noteworthy 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. Diagnose 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. Engage Research/Academic Institutions 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 engaged the Local Public Health Systems Assessment (LPHSA) tool when gathering data to better understand local public health capacity and functioning five years ago. With this positive experience, it was decided that the LPHSA would best fit the requirements to establish a baseline evaluation of district public health capacity and functioning. 

Beginning in 2008, highly trained evaluators from the Maine Center for Public Health (MCPH), a non-governmental research and evaluation agency with significant expertise in public health practice and health policy facilitated LPHSA meetings in all eight districts. The process used 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. To keep the process objective, individuals were invited who not only had broad geographic representation, but insight into the significance of the EPHS.   Organizations and individuals participated from a variety of public, private and voluntary entities, as well as individuals and informal associations that had influence on the public’s health. Following data collection, the results were then analyzed and scored in partnership with the federal CDC. Reports by district were then produced. These reports included a discussion of findings and potential action steps. 

The Downeast Public Health District conducted its LPHSA across three meetings, each lasting three and one-half hours, in April 2009. A total of forty individuals participated in at least one of the three meetings. 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:

Government – HMPs, tribal nation, emergency management agency, state agencies, district public health unit and law enforcement.

Health Care systems - Hospitals, federally qualified health centers, health care providers, Veteran’s Administration health care system, elderly/aging groups, and mental health care.
Community Organizations and Schools - United Way, social service agencies, post-secondary education, and schools. 
Sectors that were not represented included faith -based communities, vulnerable populations groups, and environmental health groups and can be considered potential gaps in representation.
Every one of the ten EPHS along with the thirty Model Standards were assessed and found to have measureable activity going on in each district. Some areas more than others but this level of activity and capacity provided the needed opportunity to engage stakeholders to begin working together.  In the Downeast Public Health district, the summary findings indicated that 80% of the ten EPHS were being addressed at the moderate level with 10% at the significant level and 10% at the minimal level. See Appendix B for clarity of scoring metrics and LPHSA results.
The Downeast Public Health District Coordinating Council reviewed the findings and took several action steps, including:
· reconvened assessment participants and shared findings;
· clarified findings and set priorities for planning infrastructure improvement.
The prioritization process is fully described in chapter five. Their strategies for improving district wide systems performance is described in chapter six. Table 5 provides the prioritized EPHS or Model Standards that the Downeast DCC plans to improve over the next two years.
	Table 5. Prioritized Essential Public Health Services or Model Standards for Downeast District

	EPHS Number
	EPHS 

Description

	7
	Link people to needed personal health services and assure the provision of health care when otherwise unavailable.

	
	

	3
	Inform, educate and empower people about health issues.

	
	

	8
	Assure a competent public and personal health care workforce.

	
	

	9
	Evaluate effectiveness, accessibility and quality of personal and population-based health services.


Chapter IV.

The Downeast Public Health District Call to Action

The legislatively appointed Advisory Council on Health Systems Development directed several studies to determine where the areas for greatest opportunity might exist 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 the Call to Action, and has been customized for each public health district. This report serves as a driver, along with the district LPHSA report for the Downeast Public Health District to focus specific collective resources over the next two years. 

The Call to Action is the major link to the goals of the 2010 -2012 Maine State Health Plan related to improved health status and reductions in cost of health care. Clearly, the success of this mandate 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. 

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 an evolving immigrant population). The second greatest barrier to poor health is access and utilization of preventive health care in Maine. Most of Maine is considered rural: transportation and communication are key barriers to access to health care. Whether it be private pay, 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 keep their health maintained. Chronic disease states left unattended often become a severe or critical 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 the factors that drive these costs 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 State and District Health Improvement Plans, significant efforts are underway to increase access to comprehensive primary health care. This provides the needed option for people seeking care, so that the hospital emergency room becomes the last choice for what should be managed in a primary care setting. Combined efforts by all partners will ensure healthy communities and individual wellness.
Moving forward, there is significant emphasis on primary prevention interventions both at the population and individual client levels. This process is consistent with national health reform objectives and those being instituted by in state partners. Public Health Districts are now charged to assure population based primary prevention interventions across their districts to better manage the incidence of chronic disease and its underlying causes. This focus, along with better management of chronic disease by the clinical delivery system will result in greater alignment across the district in connecting consumers with self care knowledge and tools to access high quality and affordable health care services. 

The Downeast Public Health District has been working together to translate their specific Call to Action into actionable projects. The activities of establishing the project priorities are described in chapter five. The projects themselves and their implementation plan are described in chapter six. As projects have been developed, the 2010 -2012 Maine State Health Plan provided the following guidance to the district:

· evidence based practices;
· measureable systems-wide savings or returns on investments made that accrue to improving overall health;
· application of population and systems-wide strategies;
· multi-sector engagement;
· efforts to reduce disparities (e.g., improve access to care for vulnerable populations).
The Downeast Public Health District Call to Action relies on an emerging sub-state level public health infrastructure where the outcomes (successful response to interventions or enhancement of infrastructure) will be measured using population health indicators. Successful measurement of outcomes is a key element in evidence-based, data-driven public health practice, in partnership with all elements of the health care delivery system to reach common goals. This work comes at a time of severe resource constraints, thus focusing on the highest priorities of the Call to Action – higher disease rates, higher costs and known interventions will be the most efficient. Because the district is 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, as do 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 in-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 Downeast Public Health District Call to Action. There are three parts or data indicators that make up the District Call to Action:  Prevention Quality Indicators (PQIs), which are specific hospitalization rates, also show a cost savings if these rates are reduced over time; Population Health Indicators, which are chosen population health indicators or statistics that public health practice can impact through interventions; and some demographic indicators specific to the district. Because most public health partners do not have a direct impact on hospitalization rates, the Call to Action provides the PHIs as a means for district partners to measure changes and short term outcomes, which over a longer time frame, will impact the PQIs (the first column for the PHIs, which lists the numbers 1, 2, or 3, relates to the corresponding number for a PQI). So an increased rate of adults getting an A1C blood test as a proxy to monitor diabetes can decrease avoidable hospitalizations for diabetes.
So one of the District efforts will focus on improving the data trends of the PHIs, which over time should impact the respective PQIs. At the same time, by addressing the PHIs by using recommended evidence-based interventions, the district will move forward in improving its capacity to deliver population based interventions across the sub-state level system. The outcome of these changes in performance and capacity will result in the improved functioning of the district infrastructure.

Taking all of this into consideration, the Downeast Public Health district chose to address the following areas of their Call to Action during the first phase of their DPHIP:
	Table 6. District Priorities from the Call to Action

	Cardiovascular Health, including obesity, physical activity and nutrition.

	

	Build awareness around prevention and management of diabetes.

	

	Create or enhance local networks of information to clarify available services to health care, specifically in the areas of prevention screenings.


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, meeting these performance measures at the district level 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 make prevention services affordable and available. 

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: 

“Hospitalization is an expensive and the most serious portion of health care treatment. Reducing preventable hospitalizations improves health care quality and shifts the focus of care to more appropriate and less costly settings. But effective strategies require community-wide response by clinicians, public health experts, consumers, and community organizations. Maine’s public health districts serve a critical role in bringing these sectors together to determine where the system is not working and what combination of efforts are needed to impact the rate, and associated costs of preventable hospitalizations in their communities. The Call to Action reports are intended to instigate and focus those conversations and serve as a tool in tracking success.”

The work of the Downeast Public Health District in this District Public Health Improvement Plan documents their commitment to this directive.

Chapter V.
Prioritizing Public Health Needs in the 

Downeast District.


In the previous chapters, the Downeast Public Health District’s LPHSA and the Call to Action, and their findings were discussed. In order to move forward in the development of the Downeast District Public Health Improvement Plan (DPHIP), the priorities from this data were established, and agreed upon by the District Coordinating Council (DCC). Selected stakeholders across the district chose specific public health infrastructure system gaps to focus on.  The identified district system improvements were chosen with relation to their importance in strengthening the district public health system. Balancing those decisions were those system priorities 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.  

In determining the priorities from the LPHSA, multiple stakeholders and workgroups met over many months, engaged in a prioritization process and came to agreement on the choices. Throughout the process the following criteria were applied to focus the process:
· In determining the priority for identifying which EPHS to address, is there enough district activity within the standard to justify the choice?

· Which standard or model standard within the chosen EPHS could be focused to increase emphasis and/or resources to make improvements?

· Can the chosen standard or model standard mobilize interventions that will address findings and recommendations from the Downeast Public Health District LPHSA and Call to Action findings?

Within the framework of importance and change, stakeholders met, identified opportunities to improve district public health, and established a ranking of activities to put into motion. Two assumptions were foundational to this process:
· The factors of importance and change must line up with the districts’ ability to place greater emphasis and/or resources on the priorities chosen.

· The District Coordinating Council (DCC) assures engagement of key stakeholders in determining the DPHIP priorities based upon the factors of importance and change.
Table 7 displays the prioritized EPHS along with the model standards for each EPHS that were identified from the LPHSA as opportunities for the Downeast Public Health district to improve district wide infrastructure.
	Table 7. Prioritized Essential Public Health Services and Model Standards

	Number
	Description

	7
	Link people to needed personal health services and assure the provision of health care when otherwise unavailable.

	7.1
	Identification of populations with barriers  

to personal health services.

	7.2
	Assuring the linkage of people 

to personal health services.

	3
	Inform, educate and empower people about health issues.

	3.1
	Health education and promotion

	3.2
	Health communication

	3.3
	Risk communication

	9
	Evaluate effectiveness, accessibility and quality of personal and population-based health services.

	9.1
	Evaluation of population-based health services

	9.2
	Evaluation of personal health care services

	9.3
	Evaluation of local public health system

	8
	Assure a competent public health and personal healthcare workforce.

	8.1
	Workforce assessment planning and development

	8.2
	Public health workforce standards

	8.3
	Life-long learning through continuing education, training, and mentoring

	8.4
	Public health leadership development


The second step in priority setting was related to the district Call to Action using the same assumptions, as described previously, for setting priorities for the LPHSA. Opportunities that could be leveraged from a stronger public health system to reduce avoidable hospitalizations were identified and chosen by the stakeholders and workgroups. Table 8 displays the district priorities based on the district Call to Action.
	Table 8. District Priorities from the Call to Action

	Cardiovascular Health, including obesity, physical activity and nutrition.

	PQI
	Heart Failure

	PHI
	Adults/Youth overweight or obese; Exercise; High blood pressure; High cholesterol.

	Build awareness around prevention and management of diabetes.

	PQI
	Diabetes

	PHI
	Prevalence of diabetes in adults; Adults receiving Hemoglobin A1c test at least once annually; Access to primary care physician

	Create or enhance local networks of information to clarify available services to health care, specifically in the areas of prevention screenings.

	PQI
	Respiratory Infections; Heart Failure; Diabetes

	PHI
	Access to primary care physician; prevention techniques and screenings; Use of health assessment, like KeepMEWell.org


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 linked to significant avoidable hospitalizations over time. The interventions will be directed at improving, to the degree possible, the district trends for the targeted population health indicators. Each will have a direct relationship to the reduction of hospitalizations in the Downeast Public Health District. The prioritization process for the Downeast Public Health District is discussed below. Paramount was a commitment to a thoughtful, deliberative and inclusive process across the district.
Local Public Health Systems Assessment: a list of stakeholders from across the district was created, and they were then invited to participate in three meetings held at the Steuben Library Hall in April 2009, in order to conduct the assessment and initiate comments. These same stakeholders were then invited to a meeting in October 2009, where a draft of the assessment findings was presented.
The District Coordinating Council (DCC) met at their regularly scheduled meeting in January 2010 to review various methods for prioritizing the ten essential public health services and then chose one method to conduct a prioritization exercise. Essential Public Health Service #7 (Linking Health Services) and #3 (Inform/Educate) were chosen as the top priorities, followed closely by #9 (Evaluation) and #8 (Workforce Development).

The DCC Steering Committee then met in February 2010 to determine the best approach for gaining a better understanding of these LPHSA priorities, in the process forming six work teams, which could address each of the priorities. The six work teams were Health Service Gaps, Health Indicators, Health Promotion, Communication, Resource Development, and Workforce Development. In order to give the work teams a starting point, the steering committee developed a draft purpose and some draft objectives for each of the teams prior to the next DCC meeting in May 2010 (see Appendix D for work team draft purpose and goals). At that meeting, DCC members reviewed each of the work teams’ purposes and joined the team that best fit their interest. The work teams used that May 2010 meeting to make changes to the purpose and objectives, choose a leader for the team, set meeting dates, and discuss potential team members to recruit.
Teams then met over the summer, using these questions to guide their work and help develop a deliverable for the September 2010 DCC meeting:

1) Identify what is already happening in the district with respect to the team’s area of focus (an asset inventory).

2) Identify the key gaps that are not being addressed that could be addressed at the district/two county level.

3) Determine the one or two most important action steps that could be undertaken in the district to move toward accomplishing the team’s purpose.

Many of the teams focused on researching specific data and indicators, identifying and documenting assets, and identifying key gaps. Draft recommendations were then presented by representatives of each work team at the September 2010 DCC meeting. Teams were then asked to meet and clarify these recommendations, using the following questions to guide team discussions and next steps:

1) Is the set of priority recommendations complete?

a. If not, how will your team move forward to complete its priority actions for the coming year?

2) Are the priority recommendations realistic and doable for the next year?

3) What resources and expertise may be needed (recruited) to accomplish the recommended actions?

The teams were also to consider a timeline for one year (e.g., December 2010 – November 2011) for developing a work plan to complete these recommendations. The Steering Committee hosted a meeting in October 2010 for the full DCC membership to review a first draft of the District Public Health Improvement Plan Report as well as integrate the recommendations of the work teams. 

One key outcome of this meeting was the feedback that was received when each recommendation was read. Team members became engrossed in the research and formation of the recommendations, and had formed them with that background. When brought before the whole DCC, who did not have that same knowledge, it prompted each team to clarify and simplify the language of the recommendations. After all of the teams read and clarified the recommendations and they were posted, the participants were asked to choose the top five recommendations across all six work teams. Going around the table, each person gave one, which was then voted on. This process allowed a participant to vocalize the recommendation, explain his/her interest in choosing it, and then see how well the chosen recommendation was received by others. 
During November 2010, the DCC Co-Chairs Team then took these prioritized recommendations and aligned them with the Call to Action. They converted the recommendations into strategies with action steps. During December 2010, these strategies and action steps were reviewed and edited, and then written into the draft improvement plan report. The report will then be dispersed, first to the Steering Committee for review and comments in December 2010/January 2011, and then to the full DCC in January 2011. 

District Call to Action: the District Forum was held in April 2010 where Trish Riley, Director of the Governor’s Office of Health Policy and Finance, and Dr. Dora Mills, State Health Officer and Director of Maine CDC presented the Downeast District Performance Measures (Call to Action), which originated from the State Health Plan. Because the district had already developed work teams that were focusing on the LPHSA, the District Call to Action did not receive the same prioritization process. Instead as the work teams met throughout the summer of 2010, many ideas, issues and strategies emerged in the discussions that pertained to population health indicators. The co-chairs team decided to merge the discussion around the population health indicators at a time when the work teams had developed their final recommendations in October 2010. At that meeting, many of the participants felt that what they were doing in the work teams did not match or align well with the indicators, in that they were working on building partnerships and infrastructure and did not see a direct relationship to the population health indicators or the prevention quality indicators. So the co-chairs team planned to take the results from the work teams and align the district call to action indicators as best as possible in order to develop some short term measurable outcomes.

Summary of Work Team Efforts: the work teams were formed as a means to delve deeper into the prioritized essential public health services: linking individuals to health care services and assuring their usage; informing, educating and empowering various audiences of health information; assuring a competent public and clinical health workforce; and evaluating the effectiveness, accessibility, and quality of personal and population health services. Six teams emerged: Health Service Gaps, Health Indicators, Health Promotion, Resource Development, Communication, and Workforce Development. These six teams first met at the quarterly DCC meeting in May 2010 to discuss their draft purpose and objectives, choose a leader, and then plan meetings for the summer. Most met on a monthly basis, either by telephone or in person. Their key outcome for the summer was to prepare one or two recommendations to the full DCC at the September 2010 meeting. 
The Health Services Gaps team focused on various data sources and compiled a list of data indicators comparing county and district level data to the state. In addition this team investigated health services based on age and unique needs, so four age cohorts and one disability cohort were developed (0-18 years, 19-30 years, 31-64 years, 65 years and older, disabled of all ages). Membership on this team came from all five hospitals, all six health centers, private providers, and district wide health and social service agencies. Invited partners from mental health, oral health, and local community coalitions (MAPP process) presented key information and findings.

 The Health Indicators team focused on data quality and how to interpret data and indicators. This team compiled a list of available data and/or indicator sources at the county and/or district level. This team then started to investigate one set of indicators, the Downeast District Profile (this is not the Call to Action but a set of population health indicators calculated for each district by Maine CDC epidemiologists), and evaluated the type of indicators and the source of the data, and discussed how the indicators could be interpreted. The focus stayed on the District Profile, and the team developed a process on how to make recommendations that would enhance the current profile. Additionally, the team created a survey to get input from the DCC on how partners use data. Membership on this team included epidemiologists, university researchers, three HMPs, health centers, and county planners.
The Health Promotion team first determined how their work would be different than the Communication team, and second clarified what health promotion meant. They then did a search of various media sources in the district to see how health and public health information was promoted and displayed. One idea that surfaced was to plan around an existing promotion, like healthy heart month, and make a full district promotion around healthy heart, bringing in all partners with specifically designed messages that would fit with existing programs. Membership on this team included a tobacco coordinator, HMPs, health centers and private providers.
The Resource Development team defined resources as funding, staff, and time, and focused on ways to better coordinate efforts by district partners in using the expertise that already exists. For example, if one or more partners had been successful in writing grants for a specific area or issue, that proposal could be kept in a database to be reviewed by other partners, or this team could be used as a clearinghouse for opportunities for partners to work together on projects or grants. Membership on this team included district wide health and social service agencies.

The Communication and Workforce Development teams both met briefly at the end of the summer. The Communication team defined itself from the Health Promotion team in that it would focus more on the mechanics of communicating a message or getting information out to various audiences. Membership on this team included the county EMA, HMPs, district wide health and social service agencies, and local media. The Workforce Development team will focus on finding data on public/clinical health job descriptions, inventory of jobs needs and succession planning, and sources of jobs (university, nursing schools, other) as well as researching the current workforce development activities at the state (State Workforce Forum) and regional levels. Membership on this team include university researcher, career center manager, and district wide health and social services agencies.

Evidence Based Strategies: since this District Public Health Improvement Plan will bring partners together to think about potential strategies and interventions, the availability of evidence based strategies did not affect our decision making during this process. Partners in the district will be encouraged to review guidelines or best practices as they plan, implement and evaluate district wide interventions. In addition, with the anticipated release of the National Prevention and Health Promotion Strategy in spring 2011, and the review of indicator/data and strategies prescribed for Healthy People 2020, thinking around the strategies, action steps, and community interventions of the District Public Health Improvement Plan will need to be aligned with these national and state initiatives.

Use of local MAPP data: the district’s five Healthy Maine Partnerships (HMPs) covering six service areas have been very active in implementing their MAPP process since 2008 with a completion date of Phase Six by April 2011. This process has involved conducting two community based assessments—Community Themes and Strengths and Forces of Change—as well as participate in the district Local Public Health Systems Assessment and review the various health indicator data for the Community Health Status Assessment. 
For this phase of the DPHIP, the HMPs provided the prioritized community themes, which will help to inform the six work teams as they think through the strategies and action steps in this plan. 
The service areas and the HMPs serving these areas include:
Blue Hill Peninsula



Healthy Peninsula

Bucksport Bay Area



Bucksport Bay Healthy Communities

Ellsworth-Union River


Healthy Peninsula





Mount Desert Island Area


Healthy Acadia

Coastal / West Washington County
Washington County One Community

North / East Washington County

St. Croix Valley Healthy Communities


Across the district, certain themes arose, including access to care, economic opportunities or a vigorous economy and good jobs, active living including physical activity, healthy food and nutrition, prevention of and freedom from substance abuse and addiction, and a healthy environment. After comparing the data from all of the assessments, the HMPs will prioritize a doable list of strategies, which will form their community improvement plan.

Table 9 provides a sample of this assessment data, which also displays the common themes found across the district.
	Table 9: District Wide Community Themes (based on 2010 MAPP data from six service areas)

	Theme
	Found in multiple service areas in district

	Access to Care
	*****

	Economic Opportunities; Vigorous Economy; Good Jobs
	*****

	Active Living; Physical Activity; Cardiovascular Health
	*****

	Healthy Food; Food for Health; Nutrition: Obesity
	*****

	Preventing Substance Abuse; Freedom from Addiction
	*****

	Healthy Environment; Clean Environment; Environmental Health and Sustainability; Healthy Home
	*****

	Healthy Aging; Senior Housing and Services
	***

	Education; Good Schools; Literacy
	***

	Child and Youth Opportunities; Early Childhood
	**

	Healthy Behaviors and Lifestyles; Mental Health
	**

	Low Crime/Safe Neighborhoods; Personal Violence
	**

	Healthy Transportation
	**

	Disparities
	

	Attitudes==”ain’t broke, don’t fix”; competition
	

	Social Capital
	

	Public Health System
	

	Affordable Housing
	


Update on Tribal data: the Passamaquoddy Tribe, in conjunction with the other three tribes in Maine (Aroostook Band of Micmacs, Houlton Band of Maliseets, and the Penobscot Nation) are currently in the process of conducting two health assessments: one being a personal survey for each tribal member to complete, which will collect information similar to the MAPP community themes and strengths assessment about their understanding and perspective of personal health, healthy living and quality of life; and a second, which will assess the public health system capacity of the tribal jurisdiction. Once these are completed and the tribes have a chance to utilize a similar prioritization process, a process will be developed where strategies and data can be shared so that opportunities for collaboration can be identified and pursued.
Chapter VI.
Recommendations for Moving Forward 

Following the prioritization process, described in chapter five, the results were vetted among key stakeholders across the district. Their engagement has been encouraged through frequent participation in targeted multi-sector work groups. Also, as a content expert they have been available periodically for consultation to 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 the 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 

[image: image2]
displays how the Downeast Public Health District can be successful in building the needed public health infrastructure and improve population health. It requires an inter-relational set of elements that have both logical and rational connections to make progress. 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 - six specific categories/sectors in communities 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, which is anticipated to reduce avoidable hospitalizations, 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 public health district:
· Community Based Coalitions

· Community Organization

· Education

· Employers

· Governmental Public Health

· Health Care systems

District Recommendations

As a result of the DCC Steering Committee meeting of October 27 2010—where the work team recommendations were reviewed, discussed for clarity, and edited (see Appendix E for full list of work team recommendations), and stakeholders then voted on the top five recommendations—and the co-chair team meetings/calls in November and December 2010—where these recommendations were re-worded into strategies with action steps, table 10  lists the eight prioritized recommendations (final count was eight to encompass at least one recommendation for each work team):
	Table 10: Prioritized Recommendations for the Downeast Public Health Improvement Plan

	Work Team Recommendation
	Work Team

	List general recommendations to Maine CDC that enhance and complement the District Health Profile tool.
	Health Indicator

	Develop means and potential strategies to impact gaps in the district through themes that are universal across the four age cohorts: Transportation and Time, Right Information at Right Time, Health Care Services at better times and locations, and Better Coverage by Specialists (narrow down to one or two doable issues).
	Health Services Gaps

	Develop process to bring together providers to talk about populations that they serve, who are missing, services that can be collaborated on, and strategies to solve gaps (process versus gap identification).
	Health Services Gaps

	Choose one specific health issue to develop and implement a plan for a district wide promotion, and evaluate any outcomes.
	Health Promotion

	Develop district wide communication plan based on best practices and specific to various audiences (enhance infrastructure, system, logistics).
	Communication

	Form an advisory team of existing development professionals who could meet quarterly and think about district wide funding needs and opportunities.
	Resource Development

	Identify and review workforce development assessments (data) for gaps in workforce composition, skills and experience, and size (desired future workforce==jobs and numbers, workforce gaps, and resources needed to fill).
	Workforce Development


These team recommendations were re-worded into strategies, organized with action steps, and linked to the two key data sets (rationale). In this way, the six work teams can build on what they initiated in the summer 2010 and move these prioritized strategies forward over the next two years.

Priorities for Downeast District Public Health Improvement Plan

Strategy A. Improve the knowledge base and awareness about health data and indicators.

Action Steps

1. Research and produce a list of available health indicators and data that is accessible and usable by District partners.

2. Assess the District Public Health Profile for its utility.

3. Develop recommendations to Maine CDC Office of Local Public Health that enhances the District Public Health Profile.

4. Implement outreach, training, and technical assistance plan.

Rationale
Essential Public Health Service 3 = Inform, Educate, and Empower Population about Health Issues.
Essential Public Health Service 4 = Mobilize community partnerships to identify and solve health problems.
Essential Public Health Service 8 = Assure a competent public and personal health care workforce.
Essential Public Health Service 9 = Evaluate effectiveness, accessibility, and quality of personal and population-based health services.
Essential Public Health Service 10 = Research for new insights and innovative solutions to health problems.
District Call to Action Indicators for this Strategy

This objective makes it possible to address all the Call to Action indicators by building capacity through partnerships, enhancing district organizations’ knowledge and confidence in their work based on data, and providing data that can be used for research and program development/evaluation.
How to Measure Success?

[The following systems assessment questions will provide us a way to measure changes over the two years. They come directly from the Local Public Health Systems Assessment Instrument.]

· Are data used to track trends over time (1.1.1.3)?

· Does the district use data from health assessments to monitor progress toward health-related objectives (1.1.1.4)?

· Is district wide use of health assessments promoted (1.1.3)?

· Is a media strategy in place to promote district use of data (1.1.3.1)?
Strategy B. Determine the extent to which personal health services in the district are available to and accessible by populations based on the five cohorts (0-18 years old, 19-34 years old, 35-64 years old, 65 years and older, and disabled).
Action Steps

1. Determine areas of inquiry (disease, condition) based on District Call to Action.
2. Determine available data around utilization of services for specific disease or condition.
3. Utilize an existing network (Local Health Officers, Public Health Nurses, and Emergency Ambulance) to identify those populations who need services (local perspectives).
4. Validate and prioritize populations who are lacking services (e.g., age cohorts).
5.  Identify focus condition based on indicators found in District Call to Action.

6. Identify barriers and/or gaps to care.

7. Identify evidence based and successful programs of meeting barriers to care in rural settings.

8. Develop plan to remove and/or mediate barriers and close gaps.

Rationale
Essential Public Health Service 7 = Link People to Needed Personal Health Services and Assure the Provision of Health Care when Otherwise Unavailable.
District Call to Action Indicators for this Strategy

Access to Primary Care physician.

Percent of adults with routine dental visit in past year. 

How to Measure Success?

[The following systems assessment questions will provide us a way to measure changes over the two years. They come directly from the Local Public Health Systems Assessment Instrument.]
· Does the district identify any populations who may experience barriers to personal health services (7.1.1)?

· Have personal health service needs been identified for populations who may experience barriers to care (7.1.2.1)?

· Does the district provide assistance to vulnerable populations in accessing needed health services (7.2.2)?

· Are services targeting the same populations co-located and coordinated among providers to optimize access (7.2.4.1 & 7.2.4.2)?

Review Evidence Based Strategies 
Work teams and partners implementing interventions will review best practices like the federal CDC Guide to Community Preventive Services (http://www.thecommunityguide.org/index.html), which is a rich resource of scientifically reviewed, evidence based strategies (See Appendix F for a sample of some of those recommendations from the Community Preventive Services Guide for a particular health or condition).
One specific Prevention Quality Indicator of the Call to Action will be identified so that district partners can have focus discussions to assess the type of data/indicators that is collected on it, to evaluate any existing interventions or programs that relate to it, and to establish a consistent, district wide approach to improving awareness and services. For example, if Diabetes was chosen, the various work teams could first focus on the data, talk with partners who collect data/indicators on diabetes, analyze these data to see how comparable they are, and create a site that reduces duplication of work and provides access to comparable data on diabetes for all district partners. Similarly, interventions and programs can be evaluated and then provided to partners.

Strategy C. Convene health service providers to identify
· Populations that they serve

· Gaps they see in services for their population

· Ideas and strategies on removing barriers and closing gaps
· Potential collaborations.

Action Steps

1. Develop network of meetings/calls to engage discussions on delivery of health care services.

2. Develop strategies for eliminating barriers and removing gaps.

3. Identify and pursue opportunities for collaboration.

4. Consider re-establishing local chapter of Maine Medical Association and develop meetings with current research and topics.

5. Consider establishing quarterly forums for health care and public health dialogue.

Rationale

Essential Public Health Service 3 = Inform, Educate, and Empower Population about Health Issues.

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

District Call to Action Indicators for this Strategy

Access to Primary Care physician.

Percent of adults with routine dental visit in past year. 

[Based on the results of Strategy B, more indicators can be added]

How to Measure Success?

[The following systems assessment questions will provide us a way to measure changes over the two years. They come directly from the Local Public Health Systems Assessment Instrument.]
· Does the district use communications strategies to build awareness of the importance of public health (4.1.4)?

· Do partnerships exist in the district to maximize public health improvement activities (4.2.1)?

· Do district health professionals submit reportable disease information in a consistent and timely manner to the state surveillance system (2.1.2)?

· Are services targeting the same populations co-located and coordinated among providers to optimize access (7.2.4.1 & 7.2.4.2)?

· In the past three years, have organizations within the district evaluated personal health services for the community (9.2.1)?

· Does the district provide leadership opportunities for individuals and/or organizations in areas where their expertise or experience can provide insight, direction, or resources (8.4.3)?

Strategy D. Create, organize, and implement a district wide health promotion campaign and then evaluate its success.

Action Steps

1. Determine focus of the health promotion campaign through working with Healthy Maine Partnerships and aligning with their existing work plans.
2. Identify related District Call to Action Indicator as baseline data.

3. Assess existing program and outreach information on chosen issue that partners have used.

4. Research and assess any evidence based practices and outreaches for this issue.

5. Develop set of evaluation questions and outcomes prior to the promotion.

6. Determine campaign elements and tactics.

7. Implement campaign and evaluate results.

Rationale

Essential Public Health Service 3 = Inform, Educate, and Empower Population about Health Issues.

Essential Public Health Service 4 = Mobilize community partnerships to identify and solve health problems.

Essential Public Health Service 9 = Evaluate effectiveness, accessibility, and quality of personal and population-based health services.

District Call to Action Indicators for this Strategy 

This objective makes it possible to address all the Call to Action indicators by building capacity through partnerships, enhancing district-wide planning and data collection pertaining to a specific disease/condition, and providing a mechanism for district organizations to utilize evaluation tools.

[Based on the results of Strategy B, more indicators can be added]

How to Measure Success?

[The following systems assessment questions will provide us a way to measure changes over the two years. They come directly from the Local Public Health Systems Assessment Instrument.]
· Does the district plan and conduct health education and/or health promotion campaigns (3.1.2)?

· Are these campaigns based on sound theory, evidence of effectiveness, and/or best practice (3.1.2.1)?

· Are campaigns designed to support health behavior among individuals and their communities (3.1.2.2)?

· Are campaigns tailored for populations with higher risk of negative health outcomes (3.1.2.3)?

· Are campaigns appropriate to identified populations, based on culture, age, language, gender, socioeconomic status, race/ethnicity, or sexual orientation (3.1.2.3)?

· Are campaigns designed to reach populations in specific settings (3.1.2.4)?

· Do district organizations work together to plan, conduct, and implement health education and promotion activities (3.1.3)?

· Does the district evaluate health education and health promotion activities on an ongoing basis (3.1.2.5)?

Review Evidence Based Strategies 

Work teams and partners implementing interventions will review best practices like the federal CDC Guide to Community Preventive Services (http://www.thecommunityguide.org/index.html), which is a rich resource of scientifically reviewed, evidence based strategies (See Appendix F for a sample of some of those recommendations from the Community Preventive Services Guide for a particular health or condition).
Strategy E. Assure good access to health and wellness information for the district population.

Action Steps

1. Assess the services that 211 provide via internet and telephone.

2. Assess other information services available in the district.

3. Clarify health and wellness information that should be made available.

4. Identify barriers and gaps in the 211 system.

5. Work with 211 to mitigate the barriers/gaps for the district.

6. Determine whether additional action is necessary for gaining access to health and wellness information.

Rationale

Essential Public Health Service 3 = Inform, Educate, and Empower Population about Health Issues.

Essential Public Health Service 4 = Mobilize community partnerships to identify and solve health problems.

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

District Call to Action Indicators for this Strategy 

1. Number of visits to KeepMEWell.org.

2. Other population health indicators will be impacted depending on the services that the 211 system can provide.

How to Measure Success?

[The following systems assessment questions will provide us a way to measure changes over the two years. They come directly from the Local Public Health Systems Assessment Instrument.]
· Does the district provide the general public, policymakers, and public and private stakeholders with information on community health services (3.1.1)?
· Does the district maintain a current directory of organizations that comprise the district (4.1.3)?
· Has the district assessed the extent to which personal health services are available to populations who may experience barriers to care (7.1.3)?

· Does the district link populations to needed personal health services (7.2.1)?

· Does the district assess client satisfaction with personal health services (9.2.3)?

Strategy F. Create an effective public health communication system for the district.

Action Steps

1. Identify and segment key audiences to be reached.

2. Map existing communication channels in the district (e.g., media, internet, organizational contact lists, emergency preparedness, and social media).

3. Build relationship around channels, including agreements, permission, etc.

4. Determine and identify existing system needs.

5. Determine how to address these system needs and develop strategies for meeting the needs.

Rationale

Essential Public Health Service 3 = Inform, Educate, and Empower Population about Health Issues.

Essential Public Health Service 4 = Mobilize community partnerships to identify and solve health problems.

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

District Call to Action Indicators for this Strategy 

Although there are no direct indicators in the District Call to Action about a district communication plan, performing this strategy will build the desired network infrastructure for communicating messages in an effective and efficient manner.

How to Measure Success?

[The following systems assessment questions will provide us a way to measure changes over the two years. They come directly from the Local Public Health Systems Assessment Instrument.]
· Have district organizations developed health communication plans (3.2.1)?
· Do the communication plans:

· Include policies and procedures for creating, sharing, and disseminating information with partners and key stakeholders (3.2.1.2)?

· Identify different sectors of the population in order to create targeted public health messages for various audiences (3.2.1.3)?

· Provide guidance for developing content and materials appropriate to the type of dissemination channel (3.2.1.4)?
· Provide guidance for creating targeted public health messages using various channels (3.2.1.5)?

· Does the district establish and utilize relationships with the media (3.2.2)?

· Does the district have a mechanism in place to document and respond to public inquiries (3.2.2.2)?

· Does the district coordinate with local media to develop information or features on health issues (3.2.2.3)?

· Has the district developed emergency communications plan that can be adapted to different types of emergencies (3.3.1)?

· Does the plan include procedures for alerting communities, including special populations, about possible health threats or disease outbreaks (3.3.1.3)?

Strategy G.  Develop resources and capacity in funding public health activities in the district.

Action Steps

1. Form a team of existing development professionals who could meet and think about district wide funding needs and opportunities, and collaborate and create funding proposals.

Rationale

Essential Public Health Service 4 = Mobilize community partnerships to identify and solve health problems.

Essential Public Health Service 8 = Assure a competent public and personal health care workforce.

Essential Public Health Service 9 = Evaluate effectiveness, accessibility, and quality of personal and population-based health services.

Essential Public Health Service 10 = Research for new insights and innovative solutions to health problems.

District Call to Action Indicators for this Strategy 

Although there are no direct indicators in the District Call to Action about resource development, performing this strategy will build the desired infrastructure for coordinating efforts to fund (or provide resources for) public health essential services.

How to Measure Success?

[The following systems assessment questions will provide us a way to measure changes over the two years. They come directly from the Local Public Health Systems Assessment Instrument.]
· Does the district encourage the participation of constituents in improving community health (4.1.2)?
· Does the district support, through recruitment, promotion, and retention, opportunities for volunteers to help in community health improvement projects or activities (4.1.2.2)?

· Do partnerships exist in the community to maximize public health improvement activities (4.2.1)? Do district partnerships:
· Exchange information (4.2.1.1)?

· Optimize resources to deliver EPHS (4.2.1.4)?

· Shared responsibilities to deliver EPHS (4.2.1.5)?

· Does the district assure the availability of resources for the local health system contributions to the EPHS (5.1.2)?

Strategy H.  Develop resources and capacity in preserving the public health / health care workforce in the district?

Action Steps

1. Identify and review workforce development assessments (data) for gaps in workforce composition, skills and experience, and size; desired future workforce==jobs and numbers, workforce gaps and resource to fill.

Rationale

Essential Public Health Service 4 = Mobilize community partnerships to identify and solve health problems.

Essential Public Health Service 8 = Assure a competent public and personal health care workforce.

Essential Public Health Service 9 = Evaluate effectiveness, accessibility, and quality of personal and population-based health services.

Essential Public Health Service 10 = Research for new insights and innovative solutions to health problems.

District Call to Action Indicators for this Strategy 

1. Access to primary care providers.

2. Percent of adults with routine dental visit in past year.

3. In addition, performing this strategy will build the desired infrastructure for coordinating efforts to build a local workforce for the health care and public health system in the district.

How to Measure Success?

[The following systems assessment questions will provide us a way to measure changes over the two years. They come directly from the Local Public Health Systems Assessment Instrument.]
· Does the district identify education and training needs so as to encourage opportunities for workforce development (8.3.1)?
· Does the district provide opportunities for organizations to develop core public health competencies (8.3.2)?

· Are there opportunities for interaction between staff from district organizations and faculty from academic and research institutions (8.3.4)?

· Does the district provide leadership opportunities for individuals and/or organizations in areas where their expertise or experience can provide insight, direction, or resources (8.4.3)?

· Does the district recruit and retain new leaders who are representative of the population diversity within their community (8.4.4)?

· Does the district provide opportunities to develop community leadership through coaching and mentoring (8.4.4.1)?

· Does the district encourage collaboration between academic and practice communities (10.2.3)?

Logic Model Planning: the Downeast District prepared a planning logic model for this first phase of the DPHIP for the period January 2011 to December 2012. The logic model provides a tool for the district stakeholders to help clarify their thinking about the strategies and activities in terms in how they are intended to work and what may need fine-tuning to make them more effective in producing positive results. The logic model in Table 12 is a rough draft, utilizing the eight strategies and forecasting the short, intermediate and long term outcomes if each strategy is successful. This model will be updated on a quarterly basis as the work teams develop their annual plans and clarify their activities, targets, and time frame.

[image: image1]
Timeline of DPHIP: the Downeast District prepared a project timeline for this first phase of the DPHIP for the period January 2011 to December 2012.  The timeline is a project planning tool, whose purpose is to assure that the process for the DPHIP planning and program activities are on track in a timely manner. The timeline in Figure 1 is a draft that displays the quarterly DCC meetings as well as provides time frames for the work teams to plan, implement and evaluate their specific strategies and activities. This timeline also shows a means for tracking outcomes, such as quarterly reporting (called Strategies Activities Reports) and annual reporting. The timeline does not include the meetings or calls of the co-chairs team and steering committee, which occur at least twice between DCC quarterly meetings. This draft timeline will be updated on a monthly basis and will show action steps that the work teams develop for accomplishing the specific strategies and activities.
Tracking Outcomes of DPHIP: as a starting point, the primary tools for monitoring progress will be the logic model and the timeline. The structure of the district plan allows for continuous evaluation, reporting, and assessment. This can be done through the quarterly and annual reports, the work team meeting minutes, the co-chair team and steering committee meetings and/or calls as well as monthly updating of the logic model and timeline. Although the responsibility for monitoring outcomes will at first be with the co-chairs team and steering committee, we will empower the work teams to be responsible for their work plans and support them in developing their own logic model and timeline. Because the district organizations bring a wealth of experience in program planning and evaluation, the quarterly and annual evaluation process will be a shared responsibility, and we will form a committee of experts who will provide the needed guidance for the evaluation process. In addition, there needs to be a discussion around the monitoring of two types of outputs—process and outcomes—and how the district will best develop a means for doing this.
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As described in the introduction to this document, the DPHIP is the result of local collaboration, data review, problem solving and gaining agreement as to the best approach to improving the district public health infrastructure while focusing on opportunities to reduce the number of avoidable hospitalization in the Downeast Public Health District. The goal is to improve overall health status in the district through a functioning public health system. Each district will operate differently within the parameters of their local resources and capacity.

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 symbolic 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 LPHSA’s and their Call to Action into actionable plans that will lead to district wide public health improvement plans. The Downeast 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 DCCs and the SCC will continue to provide guidance for future state health plans. Additionally, the work of the districts will be highlighted retrospectively in the each state health plan’s progress report going forward.

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

Together we can achieve the maximum impact on broad spectrum risk factors that do lead to achievable and improved health outcomes
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