MAPP for a Healthy Future
Phase I – community health assessment
March 2008
MAPP Background
In April 2007 Nebraska Health and Human Services provided Public Health Solutions District Health Department (PHSDHD) some financial assistance to conduct a district-wide project designed to identify local health priorities and a plan to address them. PHSDHD chose to conduct 5 separate assessments in each of the counties in the district, a more labor intensive option, but one that would ensure greater public involvement and result in action plans that are more appropriate and effective in improving the health status in each county. PHSDHD hosted 19 MAPP meetings in Fillmore, Gage, Jefferson and Thayer counties. The Saline County MAPP process branched from PHS’ HRSA-funded project to identify health priorities. PHSDHD coordinated the logistics of the meetings, but the products were driven by teams of local residents representing a variety of stakeholder types with interest in the health and welfare of the community. The assessment teams were organized in the fall of 2007 following intensive data collection and organization efforts in preparation for the formal assessment. 
Jane Ford Witthoff (Health Director), Marcy Bauer (Environmental Health/Epidemiology), and Natalie Kingston (Community Development Specialist) have been the primary staff support for this project to date. This ‘district summary’ report, along with individual county reports and selected assessment projects, will be made available to the public through the PHSDHD website, www.phsneb.org/MAPPforaHealthyFuture. Recruitment for the assessment meetings focused on the areas of Aging, Business, Children & Youth, Community Action, County Extension, Crisis, Dentists, Emergency Services/Local Law Enforcement, Faith-Based Organizations, Farming, Handicapped Services, Health Care Services (including Home Health, Hospitals, Clinics, Pharmacists, Health Specialists, Rural Health organizations, Mental Health, etc.), Local Government, Media, Schools, Service Clubs & Organizations, and Veterinarians. 
MAPP Funding 

The budget for the entire 5-county assessment project, as provided by the Nebraska Department of Health and Human Services, was initially $11,000, with in-kind expenditures by PHSDHD expected in the areas of personnel, administrative costs, and indirect costs. All funds expended above and beyond this budget will came out of the PHSDHD general fund allocation for the operation of a local health department. 
	Estimated expenditures of PHSDHD from April 2007 – April 2008 for MAPP

	Staff
	$22,700

	Food
	$1,300

	Mileage
	$500

	Other direct expenses
	$1,200

	Indirect costs
	$900

	TOTAL
	$26,600


*Expenses of assessment team members (time and travel) were not estimated. The above totals do not include work done under the HRSA contract, which provided a foundation for MAPP in Saline County. 
MAPP in Action
The goal of the assessment project is to improve community health in ways and areas that the residents feel are priorities. The overall focus of the project was:

If we are to make _____ County a healthier place to live, work and play, 

what should our priorities be over the next 3-5 years?

Assessment milestones and activities translated into answering the following questions:

1. a) What is affecting the health of _______ County? (Forces of Change)
    b) What does a healthy ________ County look like? (Visioning) 
2. What are the most important health problems in _______ County? (Issue Selection and 
Prioritization)
3. What do we want to focus on or cause a change in regarding the top health issues 

selected by the group? (Strategy Development) 

4. a) What resources and barriers currently exist for implementing the health improvement 
strategies selected? (Strategy Selection)

    b) What groups or individuals are best suited to implement the strategies? (Strategy 

Implementation)

PHSDHD began by collecting and organizing pertinent community health status data into County Health Profiles, and engaging the staff and Board of Health to conduct the Local Public Health System Assessment (see Appendix D). The profiles included statistics in the following categories:
	Demographics
	Health Resource Availability
	Environmental Health

	Socioeconomics
	Quality of Life
	Social / Mental Health

	Death
	Behavioral Risk Factors
	Maternal and Child Health

	Illness
	Preventive Health
	Communicable Disease

	Injury
	Health Resource Availability
	Community Perceptions about Health


Once recruited and organized, the county assessment teams began by outlining the factors influencing community health and the values that define a healthy county. The teams identified the pressures working for and against community health, and outlined a series of value statements to define the ideal for a healthy County (a district compilation is available in Appendix A). They agreed on a survey/interview tool designed to broaden and diversify the input pool during issue selection, and distributed the survey to fellow residents.
PHSDHD compiled starter issue lists from county healthy statistics, survey responses, and the previous assessment team discussions. 
The assessment teams reviewed the lists and narrowed them down to those health issues they considered to be priorities.
The assessment teams identified gaps/barriers and resources for addressing the priority issues, developed strategies, and identified potential ‘lead organizations’ for each strategy.
MAPP Team Accomplishments 

County teams convened 3 to 6 times each depending on individual meeting progress, and meetings generally lasted 2-3 hours. 
District-wide priority areas as a result of the MAPP process:

	Issue
	Details

	Prevention: Chronic Disease and Crises
	As a means of controlling/reducing cost of care

	
	Sedentary Lifestyles / Nutrition

	
	Prevention / Wellness Care

	
	Supporting Healthy Family Relationships

	
	Supporting a Healthy Elder Population

	Behavioral Health
	Including Drug and Alcohol Abuse

	Accessibility/Availability of Health Services
	Behavioral Health

	
	Cancer Treatment

	
	Other? (e.g. Medicaid Dental Services)

	Economic Impacts on Health*
	Including Population Decline


*PHS will most likely take a supporting role in addressing this issue given its complexity and cross-cutting nature.

Priority issues outlined by each county assessment team:

	Fillmore
	Sedentary Lifestyle / Nutrition (behavior triggers for obesity, heart disease)

	
	Cancer (including cancer care)

	
	Cost of Care (including elder care) 

	
	Population Decline 

	
	Behavioral Health
	

	Gage*
	Healthy Family Relationships (abuse prevention, enhancing families)

	
	Mental Health 
	

	
	Drug/Alcohol Abuse

	
	Obesity

	
	Water Quality/Quantity (land use effects)

	Jefferson
	Sedentary Lifestyle

	
	Behavioral Health
	

	
	Economic Impacts on Health

	Saline
	Access to Health Care

	
	Health Education, Information, Promotion

	Thayer*
	Drug/Alcohol Abuse

	
	Elder Care
	

	
	Preventive/Wellness Care

	
	Cost of Care


*These 2 counties struggled with how to treat Poverty and Population Decline (respectively) in relation to community health. In the end they considered them ‘forces of change’ with influence over the issues they selected as priorities. 

MAPP for a Healthy Future 
Assessment Plan in Review
Goal: Improve community health in the PHS District
MAPP components: visioning, forces of change assessment, community health status assessment, action planning
Objectives and Tasks: 
	Objective / Outcome
	Tasks
	Status

	Organize community-driven assessment teams in each county, October 2007

> county assessment teams
	· Identified ‘representativeness’ categories

· Sent direct mail invitations to individuals and organizations in those categories

· Followed up with key leaders and contacts

· Coordinate introductory meeting
	Complete, 
Nov-Dec 2007

	Conduct visioning and forces of change assessment, October 2007

> Vision (values) statements
> Forces of Change statements
	· Facilitate introductory meeting

· Allow feedback period to adjust vision (values) statements as needed
	Complete, 
Nov-Dec 2007

(see Appendix A)

	Organize data on core health indicators, Nov 2007
> community profiles
	· Collect existing data
· Design survey tool to collect information on “community perceptions”

· Collect and analyze survey data

· Incorporate into community profiles for each county
	Complete, 
Dec 07 - Jan 08 

	Identify priority health problems in each county, Jan 2008
> Issue Lists
	· Analyze forces of change, value statements, survey results and core health data to generate initial issues lists for each county
· Facilitate meeting to ID priority issues that have consensus support
	Complete, 
Jan 2008 

(see above)

	Draft Action Plan, March 2008
> Action Plan
	· Incorporate forces of change, survey results, core health statistics into issue papers to initiate discussion about strategies
· Facilitate meeting to generate strategies for addressing priority health issues
	Complete, 
Mar 2008

	Implement strategies in Action Plan, Apr 2008
> health improvement
	· Gather feedback on resources, barriers, tasks, and responsibilities for each strategy
· ID responsible parties for each strategy

· Provide feedback to assessment teams on strategy implementation
	In progress
(see App. C)


Next Steps:

1. PHSDHD provides project report to stakeholders, local leaders, and ‘lead organizations’. 

2. Responsible parties will begin and continue to implement their portion(s) of the action plan.

3. Responsible parties will be asked to report their progress to PHSDHD for monitoring, adjustment, and evaluation.
4. PHSDHD will provide periodic whole-project feedback to stakeholders and BOH.
Public Health Solutions District Health Department

Summarized 5-Year Work Plan - DRAFT
041708
1. Address health access issues 

a. Policy advocacy to address rural disparities

b. Information and referral data base for use by health care providers and public.

c. Enable collaborative provision of services and programs.

d. Facilitate the development of services and programs to address disparities.

e. Need to increase local services:

i. behavioral health

ii. cancer treatment
f. Characterize under- and un-insured population, assist small businesses and self-employed with cost of insurance, educate under-insured to help avoid becoming uninsurable
g. Address inter-state disparities in Medicaid/ Medicare reimbursements, increase affordability of nursing home care, increase individual compliance with recommended preventive care and screenings)
h. Information and Referral Project to increase information about available health and health related services and resources. 

i. Provide on line access to health care providers about health and community health related services. It would also include information about services and routes to address barriers to care such as transportation, financing, “acceptability” (This would include those services that have Spanish language assistance and or materials/brochures and/or culturally adjusted services), accessibility, advocacy etc. and populations served.

ii. Public on line access and hard copy directories of “service entry points”. This would be available in consideration of those most vulnerable population groups such as elders, immigrants and children.

i. Enhance and support cultural competence within the community
2. Increase health literacy by serving as a resource for health system, providing information and referral, education and case management

a. Bilingual resource directory 

b. Provider directory of cultural language assistance(interpreters, information about services and health)

c. Funding sources and the best tool for maintaining and offering this service must be identified.

d. Potential collaborators have been identified.

e. Work with health and community service providers to provide information that enables “health literacy”

3. Increase communication among health care providers and increase their awareness of population needs.

a. Explore methods for increasing communication among providers.

b. Serve as a resource regarding population data and needs, literature and research about what works.

c. Identify and communicate health problems and opportunities for health promotion. Facilitate community initiatives to address them. (This includes changes in need, availability and accessibility of services, and resources and information.) Selection of projects based upon opportunity, community readiness and problem severity.

d. Develop a system for coordinating and communicating provider resources in the District

4. Improve Child Health, Safety and Wellbeing
a. Measure and reduce teen pregnancy.

 

b. Increase activity and reduce obesity among children.

i. Safe Routes Project

ii. No-obesity Project

c. Assess and improve the amount and quality of child care resources.

d. Develop means to encourage and support breastfeeding
e. There is a need for more community education regarding the importance of maternal and child health, particular aspects of maternal and child health, and the times and locations of where services and supplies are available.

f. There is a need for more case management in relation to maternal and child health.

g. There is a need for more health care providers (including dentists), available to women and children. This is a particular problem for low income women and children.

h. There is a need for means to handle a rapidly-increasing Spanish-speaking population.
5. Need to develop and foster collaborative programs that reduce or control cost of care

a. Decrease sedentary lifestyles/ improve nutrition

b. Focus on prevention/wellness care

c. Increase and/or support the health of the elder population
d. Improve elder nutrition and use of services
e. Increase elder access to doctors, increase awareness of services for elders and their  caretakers

f. Reduce or eliminate the cost of prevention services for diabetes and CV disease, increase use of existing services and programs, encourage a ‘wellness mentality’)

g. Obesity Reduction (Document lessons learned from existing and previous programs/services, align schools with communities on Health and Wellness, Develop nutrition education tools for at-risk populations) 
6. Improve Behavioral Health and Increase Crisis Prevention(including decreasing Drug    and   Alcohol Abuse)

a. Increase and support healthy family relationships

b. Focus on prevention/wellness care
c. Increase programs to identify and intervene to reduce behavioral health problems

d. Increase effective prevention and promotion programs for behavioral health   
e. Increase support system for abusers and their families, reduce related crime

f. Increase awareness of mental health issues and appropriate treatment option

g. Increase local behavioral health capacity, reduce barriers to seeking care

h. Reduce incidence of youth drug/alcohol use, educate public on when/where to seek help)

i. Improve Healthy Family Relationships (increase use of existing acute services, crisis prevention by encouraging help-seeking behavior)
j. Drug and Alcohol Abuse ( facilitate a cultural shift away from acceptance of alcohol/drug use and abuse, prevent alcohol/drug abuse, expand service reach to include the entire county) 
7. Reduce Economic Impacts on Community Health (stabilize population, develop local economy)

a. Improve public awareness/attitudes towards protecting water quality and the environment, improve environmental quality, support efforts to maintain environmental quality)

b. Population Decline (support existing population and resources, attract new residents and resources)
c. Promote healthy lifestyles for women through the workplace focusing on the identified top three health objectives.
d. Monitor the needs of local government and provide assistance as needed to improve economic, social, environmental health and wellbeing of the population.
8. Assure that the health of the District is protected.

a. Conduct active and passive surveillance to identify threats to the health of the District

b. Maintain 24/7 preparedness for public health emergencies

c. Prepare and secure resources to address public health threats or problems whether long term or emergent

d. Respond to public health threats through:

i. Regulation/enforcement

ii. Immunization and other services to control disease

iii. Public information and education

iv. Issuance of advisories

v. Coordination of response

vi. Securing resources

vii. Serving as a technical resource

viii. Maintain and provide data

Forces of Change Discussion Format:

1. Residents were provided with pre-set categories, each with examples of trends, characteristics, and/or events that described ‘forces’ acting on health in their county:

· Lifestyles and Values

· Energy, Environment and Transportation

· Government (international, national, state, local)

· Economy (international, national, state, local)

· Community Sustainability

· Population Changes

2. Residents were asked to discuss each item listed, providing clarification as needed.

3. Residents were offered multiple opportunities to add, delete, comment on, or amend any of the forces listed.

Format of Forces of Change presentation (sample):

	International, National, State, Local
Government & Policies

	+
	Free Immunization services [clinics]
	Good for Fillmore County to have them available

	+/-
	Medicare
	Relied on, but lots of uncertainty, confusion, instability ($), unfairness in allocations between states

	-
	People not held accountable for actions
	Locally the laws aren’t always upheld or it falls to other entities to deal with (schools), consequences not felt at the family level


Values Discussion Format: 
1. Residents were provided with examples of values statements drawn up by organizations in their county and by MAPP assessment teams in other areas.

2. Residents were asked to begin listing values statements describing what they viewed as important components of a healthy community.

3. Residents were asked to approve a final compilation of values statements.  

Values statements for each county:
	Fillmore County
	Gage County
	Jefferson County
	Saline County
	Thayer County

	Is a community where….



	· The small town feel is valued and preserved.

· There is strong leadership.

· Citizens are involved in the local government and legislative process.

· There is trust in local government, resources (health, business, etc.).

· There are high standards for professionals and community projects.

· There is awareness of resources available (health, business, etc.).

· There is recognition for and pride in assets.

· Youth and schools are valued.

· Wealth and land transition planning is a priority.

· Agriculture is valued as a profession.

· Opportunities for economic expansion, youth attractors are seized.

· Cost of living is affordable.

· There is communication between communities, particularly for emergency services.

· There is partnership, cooperation between cities/villages and the county, particularly for law enforcement. 

· Each citizen has access to prompt emergency care by trained EMTs.

· There is adequate transportation (medical).

· Preventive health is valued.

· There is affordable health care for all.

· There are adequate mental health resources.

· Veterans in particular receive quality health care.

· The cities, towns and villages are a viable size.
	· The environment is clean, healthy, and beautiful.

· Housing is clean, safe and affordable.

· Residents are active and safe.

· The residents are empowered to be healthy, physically, mentally and emotionally.

· Residents actively participate in government at all levels.

· Residents and leadership are proactive in preventing and addressing community issues.

· Families are valued and strong, and supported in the workplace.

· Child care is high-quality and affordable.

· There are willing volunteers.

· Veterans and their families are valued, cared for.

· Schools are modern, equipped with valued teachers and the latest technology.

· Law enforcement is adequately supported and funded.

· Mental Health services are adequately supported and funded.

· There is economic support for non-profit service providers.

· There are ample transportation alternatives that are accessible to all, particularly those with limited mobility.

· There is a strong, diverse economy.

· Public health and wellness are valued.

· Health care is affordable and accessible for all.
	· There are adequate support services exist for those who need it (elders, families, minorities, etc.).

· Growth is a reality (population, jobs, businesses, etc.).

· Strong mutual aid relationships are sustained.

· Residents and agencies work together, within the county and with adjacent communities.

· Quality of life is high.

· Quality of the environment is high.

· Residents have access to high quality housing choices.

· First response system is reliable, serves entire population.

· Families are strong.

· Medical care, including mental health, is accessible to all.

· Healthy living is valued (exercise, nutrition, etc.).

· There are safe, high quality roads and sidewalks.

· Residents are active in all levels of government to ensure that rural issues are addressed.

· There is sustained growth for the Jefferson Community Health Center in its service to the residents.
	· Cultures are integrated

· There is 24-hr urgent care

· There is a central location for public health information and communication (preventative health services)

· There is a multi-purpose community center

· Elected officials are engaged in community vision

· There is a plan for downtown 

· Individuals take personal responsibility for community health
· There is community spirit
· Youth are involved and active
· There is community growth (business, population, etc.

· Health care education is valued and provided
· Elder care is valued and provided
· There is supplemental funding for health care
· Transportation is adequate
· Immigrants are integrated into the community
· There is economic development
· There is adequate health care for all
· There is a central “brain trust” for community health (e.g. Saline County Improvement Association) 
· There is strong spiritual leadership
	· Housing is safe, healthy, and affordable.

· Community pride shows through the residents and street-fronts.

· The residents care, about each other and the community.

· There is safety and security.

· Residents are supported by a strong faith network.

· Community/civic groups are strongly supported by – and supportive to – local residents.

· Families are strong, supported.

· Local leadership – town, county, and faith-based – is strong, receptive.

· Environment is clean.

· There is cooperation county-wide.

· Housing is safe, healthy, and affordable.

· Long-term care services are available for all who need them.

· Transportation services are available for all those who need them.

· The school system is valued.

· Residents are aware of and active in government at all levels.

· Thayer County Health Services is thriving, supported.

· Recreation services and programs are available.


Format of Initial Issues List (sample):
	Issue
	Details
	Source(s)

	Alcohol abuse
	· Higher chronic drinking rate than NE (5.3% versus 4.8%)

· Higher alcohol death rate than NE (36.0 versus 35.5)
	· NHHSS County Profile

· Survey (6% listed drug and alcohol abuse as priority issues)

· Forces of Change (teen alcohol/drug use emphasized)

	Obesity
	Higher than NE (25.2% versus 22.4% of those 18 and older)
	· NHHSS County Profile

· Forces of Change (obesity in youth)

· Survey (14% listed obesity as priority issue)

	Mental Health
	Higher than NE rating not good for MH (10.1% versus 9.5%)
	NHHSS County Profile


* a slightly different format and process was used in Saline County.

Issue Selection Process:
1. PHSDHD outlined an initial issues list based on county health profile statistics, values and forces of change dialogues, and survey results.
2. Residents were presented with initial issues list and asked to individually identify what they felt were the top 5 most important issues. Selection criterion was kept very simple:

· the issue is locally relevant/significant

· actionable strategies can be developed to address the issues

· the issues are not already being adequately addressed

3. PHSDHD facilitator compiled the results, and listed them for the group to see. Those issues that were selected by multiple people were marked as such.

4. PHSDHD facilitated a discussion about the new issues list, reminding them of the selection criteria, and allowing them to artificially boost, downgrade, combine, add or eliminate issues from the list. This ‘back-and-forth’ discussion was carried out repeatedly until trends emerged and priority issues were agreed on.
5. In some counties, off-line discussions resulted in some reservations about items accepted onto the priority issues list. This prompted some group reevaluation and redrawing of the priority issues list, all of which was open to the entire assessment team. This was most common with very large issues that were not directly relating to health, such as poverty and population decline.  

Prevention: Chronic Disease and Crises
	Goals and Strategies
	Fillmore
	Gage
	Jefferson
	Saline
	Thayer

	Influence behaviors and choices relating to sedentary lifestyles and nutrition
	Increase awareness of healthy choices
	X
	
	
	X
	X

	
	Increase awareness of existing programs and services
- including home health services for seniors
	X
	
	
	X
	X

	
	Increase use of existing programs and services

- improve publicity

- combine/collaborate (build network)

- ‘competitiveness’ component
	X
	
	X
	X
	X

	
	Increase availability of resources for at-risk populations (Low-income,  Employees, Children, Elders, Non-English Speaking)
	
	X
	X
	X
	X

	Build up partnerships for health and wellness
	Community-School Wellness Program
	
	X
	
	
	

	
	Chamber-Candidate Forum on Public Health (election season)
	
	X
	
	
	

	Learn about effectiveness of existing programs,  services, facilities
	Inventory and assess
	
	X
	
	
	X

	Influence behaviors and choices for healthy family relationships
	Increase use of existing [crises] programs and services

- Spotlight @ health fair

- Expand information distribution
	
	X
	
	
	

	
	Early intervention and crisis prevention 

- Training (first responders, faith communities)

- Incorporate into existing programs (Safe Homes, Community Resource Directory, annual campaigns)

- Bring in other applicable models (HHS)
	
	X
	
	
	

	Reduce cost of care relating to chronic disease prevention and treatment, and long-term care
	Policy change

- national Medicare/Medicaid allocation

- state ‘Bed Cap’ for nursing homes and hospitals

- expand Medicaid coverage for screenings
	X
	
	
	X
	

	
	Learn more about at-risk population

- ask for more county-level detail on insurance status in BRFSS 
	
	
	
	
	X

	
	Investigate assistance programs for employers and self-employed

- insurance pooling

- tax breaks/incentives
	
	
	
	
	X

	Influence behaviors and choices relating to preventive care
	Screening and check-up reminders

- during sick visits

- incorporate into driver’s license reminder program
	X
	
	
	
	

	Improve child health, safety and wellbeing
	Measure and reduce teen pregnancy
	
	
	
	
	X

	
	Assess and improve the amount and quality of child care resources
	
	
	
	
	X

	Water quality protection
	Conduct watershed-wide monitoring of storm water releases
	
	X
	
	
	

	
	Develop marketing plan for water pollution prevention awareness and programs
	
	X
	
	
	

	
	Encourage county board to support water quality protection efforts
	
	X
	
	
	

	
	Local Lobby Day for water pollution prevention
	
	X
	
	
	

	
	Add water pollution prevention resources to Chamber Speaker’s List
	
	X
	
	
	


Behavioral Health: including Drug and Alcohol Abuse
	Goals and Strategies
	Fillmore
	Gage
	Jefferson
	Saline
	Thayer

	Learn about effectiveness of existing programs,  services, facilities
	Inventory and assess
	
	X
	
	
	

	Learn about at-risk population
	Focus on 18-24 year olds not in school
	
	X
	
	
	

	Enhance existing resources
	Build BH/MH focus into existing:

- PATCH

- workplace wellness

- candidate forums

- faith communities
	
	X
	X
	
	

	
	Support maintenance and enhancement of existing programs:

- Community Health Coalitions

- BVMH visiting school counselor program
	
	
	X
	X
	

	
	Publicity

- Develop purposeful cohesive marketing plan for BH/MH
	
	
	X
	
	X

	Increase help-seeking behavior
	Use telehealth at hospital for non-diagnostic care
	X
	
	
	
	

	
	Materials

- universal handouts, DIY screening tools
	
	
	X
	
	

	Policy change
	Organized effort to promote Mental Health parity rules
	
	X
	
	
	

	
	Separate budget line for drug/alcohol abuse prevention
	
	X
	
	
	


Accessibility / Availability of Services: Behavioral Health, Cancer Treatment, Other*
	Goals and Strategies
	Fillmore
	Gage
	Jefferson
	Saline
	Thayer

	Increase resources
	Behavioral Health Practitioners

- loan forgiveness to recruit
	X
	
	
	
	

	
	Stand up crimestoppers program to capture drug/alcohol use and abuse problems
	
	
	
	
	X

	
	Cancer treatment resources:

- recruit satellite center

- promote use of hospice care
	X
	
	
	
	

	Improve resources
	Explore methods for increasing communication among providers
	
	
	
	X
	

	
	Promote PHSDHD as a resource regarding population data and needs, literature and research about evidence-based best management practices
	
	
	
	X
	

	
	Identify and communicate health problems and opportunities for health promotion
	
	
	
	X
	

	
	Facilitate community initiatives to address prioritized (opportunity, community readiness, problem severity) health problems
	
	
	
	X
	

	Directly increase access to services
	Behavioral Health Practitioners

- share program
	X
	
	
	
	

	
	Remote access to support network for families of drug/alcohol abusers
	
	
	
	
	X

	
	Expand telehealth network with Lincoln doctors (routine elder care)
	
	
	
	
	X

	
	Investigate enhancement of transportation services 
	
	
	
	X
	X

	
	Focus specifically on collaborative efforts to provide services and programs, reduce disparities
	
	
	
	X
	

	Indirectly increase access through increased health literacy
	Information and referral database for use by health care providers and public

- provide on-line access to health care providers about health and community health-related services

- include services that relate to barriers to accessing care (transportation, financial assistance, etc.)

- public on-line access and hard copy directories of “service entry points” (targeting elders, immigrants, children) 
	
	
	
	X
	

	
	Bilingual resource directory
	
	
	
	X
	

	
	Provider directory of cultural language assistance (interpreters, information about services and health)
	
	
	
	X
	

	
	Identify funding sources and tools to maintain and offer information and referral, education and case management
	
	
	
	X
	

	
	Identify potential collaborators
	
	
	
	X
	

	
	Work collaboratively with health and community service providers to distribute information that enables health literacy
	
	
	
	X
	

	Policy change
	Policy advocacy to address rural disparities
	
	
	
	X
	


*Shortage of Medicaid Dental providers was not raised during meetings, but is an example of a real need in the PHSDHD area.
Economic Impacts on Health: including population decline

	Goals and Strategies
	Fillmore
	Gage
	Jefferson
	Saline
	Thayer

	Support existing population and resources
	Increase local business patronage
	X
	
	
	
	

	
	Learn about existing youth retention programs

- inventory

- ID barriers

- enhance/promote
	
	
	X
	
	

	
	Investigate new partners for getting youth into retention and training programs

- faith leaders
	
	
	X
	
	

	Attract new residents and resources
	Build entrepreneurship programs
	X
	
	
	
	

	
	Explore tourism potential
	X
	
	
	
	

	
	Explore by-product synergy potential (companion businesses for existing ones)
	X
	
	
	
	

	
	Investigate feasibility of Hometown Competitiveness program (or subset)

- assess past efforts

- ID needs
	
	
	X
	
	


Questions asked and answered for each essential service:

1) What are we doing to fulfill these essential services?

2) What should we be doing?

3) How do we get there from here?

Local Public Health System (according to CDC/NACCHO)

[image: image1.emf]
Blue font = staff responses
Red font = ‘next step’ questions, points of clarification, general comments
Essential Service #1: Monitor Health Status to ID Community Health Problems

1.1 Population-Based Community Health Profile

( Conduct Community Health Assessment, use data

Last one was done in 2002/2003, where community input was minimal and not representative. Used local surveillance system (??), state registries, and consultants to gather data, which was used to compare to peer agencies, Healthy People 2010 (?), state priorities (?), and locally established priorities. Now outdated and minimally used. Do not have universal awareness of the assessments among staff.

Where next? HRSA and MAPP will help update the data. 

( Create Community Health Profile, track trends

Primarily use the annual profiles created by the state, but minimal actual tracking takes place to date, which does not include community perception data, and is light on environmental health and BRF. Data is from PHS, academic institutions (?), hospitals/clinics, state, community-based orgs, public, private consultants, general public (?). Have (not) truly tracked trends on most items. 

Where next? More robust epi program to track trends. Create more robust CHP using more locally relevant data. Do we have resources to accomplish this?

( Maintain access to community data
PHS maintains access to pretty basic data on demographics, socioeconomics, health resource availability, BRF (?), environmental health (?), social/mental health (?), MCH, death/illness/injury, communicable disease (?). PHS contributes minimally to data registries, and does not yet promote data use. Community-wide use limited. 

Do we have a list of what data we have and where we get it from? Do we have a list of data we need? Do we need more access?

1.2 Access/Utilize Current Technology to Manage, Display, Analyze and Communicate Population Health Data

Technologies of interest: Geographically referenced health data, GIS, Computer-generated health trend graphics, Electronically available health data (i.e. website)

Very little awareness of our status here. We have access to GIS but don’t use it for much just yet. We primarily use Excel to manage data and illustrate it (chart-maker). Geocoded data is limited (?).

Where next? We have plans to map risks/hazards, use website to display data

1.3 Maintain Population Health Registries

Examples of registries: NEDSS, cancer registry, trauma registry 

Access to (but not maintenance of) NEDSS, cancer registry, trauma registry (?), birth/death/illness registry (?), birth defects (?). PHS contributes to registries of immunization, syphilis, newborn screening (?), trauma (?), occupational injury (?), environmental exposure (?). PHS uses registries for program design, pop research (?). 

Where next? Get on same page. Do we need more opportunity to contribute? 

Essential Service #2: Diagnose and Investigate Health Problems and Health Hazards in the Community

2.1 Identify and Monitor Health Threats

( Report diseases/health threats 

Communicable diseases are reported through NEDSS, where we can also access info entered by other organizations. Health threats are generally reported to the agency with regulatory authority, to stakeholders of interest, and to the media as applicable.

What are we missing? Day care reporting? More interaction with clinics/hospitals?

( Monitor changes to health problem and hazard incidence

Some disagreement on the level of monitoring going on – school illness data is compared from year to year, but this is only select ailments and doesn’t include chronic disease. Some lack of awareness of which local stats we have available.

How do we evolve to full-fledged monitoring? Which stats do we have access to, and which do we need?

( Emplace surveillance system using technology, intercommunication among local public health system agents with regards to surveillance 

System consists of school disease tracking and NEDSS tracking, with some/increasing intercommunication with hospitals/clinics, a bit with law enforcement and emergency management. PHS uses IT for surveillance (email, phone, fax). PHS communicates with other agents (which ones?) and has access to appropriate experts. PHS has procedures to alert communities of threats/outbreaks (?what are they?).
What other partners do we need for comprehensive surveillance system?

2.2 Plan for Public Health Emergencies

Most staff expressed a great deal of uncertainty about this area.

( Plan for events that trigger PH disaster/emergency response plan(s)

We have a written emergency response plan and some SOPs (LIST THEM). Have ID’d trigger events (what are they?). The ERP specifies chain of command (?), dictates roles of staff (job action sheets), a list of assets [clinics, SNS execution, LTC facilities, EM, LE, schools, public works]. The ERP does not clearly outline protocols for emergency response YET. PHS can communication using land lines, cell phones, satellite phone, UHF radio (who knows how to use this, do we have protocols for use), wireless internet (email and Health Alert Network), fax. We are working on protocols for responding to communicable disease outbreaks and toxic exposure, alerting the public, evacuating the public. Coordination with law enforcement has only been a verbal discussion thus far.  

( Maintain a PH Emergency Response Plan that is interconnected with other plans (i.e. state) PHS’ ERP builds on county LEOPs and uses state templates.
( Test, review, and regularly revise the plan Tested (how, when?), reviewed (annually) and revised (annually). 

What are priority action steps? Should the ERP be revised annually? How can we increase staff awareness of this area? 

2.3 Investigate and Respond to Public Health Emergencies

Greater staff understanding of this area.

( Protocols for investigating PH emergencies (i.e. disease outbreaks, environmental health hazards, large-scale natural or industrial threats and disasters) 

PHS has a designated Emergency Response Coordinator, and has protocols for epidemiological case investigation including communicable disease (?), environmental hazards, chemical threats (?), biologicals, disasters, terrorism (really – all these are covered?). Blossoming collection of SOP’s, though these haven’t yet been exercised or tested. 

( Protocols for tracing disease and toxic exposures PHS can trace animal/vector borne diseases (?), food/waterborne illnesses (?) (actually the state would handle the investigations), EBLL (state is official investigatory body on this, but PHS has recently started supplementing), communicable disease (again, the state would play a large role in this), radiological exposure (state), asbestos and other toxic exposures (state). PHS not able to trace (model) plumes, or large-quantity exposures.

Do we really have written protocols for tracing these things (even if it lists the state as the lead agency)? What should our immediate role be in tracing each illness of interest? How should our role change over the next five years?

( Roster of technical experts Access to contact info for Hazmat (?), Lincoln fire, state PH lab(?), EM, state epidemiology, law enforcement, medical examiner/coroners (?), occupational health (?), veterinarians(?), funeral directors, environmental health scientists (?), infectious disease scientists (?), National Guard (via EM?), toxicologists (?), most within 1 hr. 

( Protocol for post-response evaluation No formal protocol for PHS, but plenty of examples out there. Haven’t had a response to evaluate yet. 

How do we raise awareness among staff about PHS responsibilities, capacity, and access to experts?
2.4 Laboratory Support for Investigation of Health Threats

( Access to support investigation, diagnosis, surveillance PHS has lab access for investigation and surveillance (state contacts, general idea of how to handle lab samples but don’t do it ourselves, only store birds, haven’t been asked to transport, specimens generally go directly from hospital setting to the lab.

Need a flow chart of collecting, handling, transporting, and testing specific substances (who does it, how to contact them).

Essential Service #3: Inform, Educate, and Empower People About Health Issues

3.1 Health Education

( Provide information on health risk, status, needs Provide info on health risks including those associated with demographic sub-populations, health status (?), health needs, health improvement behaviors, policies/programs for improving health. How much of this information is based on actual need rather than on pet projects? How much is done proactively rather than when asked? How much really involves health status and needs? How can we increase exposure to needs-based issues? 

( Use media to communicate PHS uses media to communicate, sometimes generating stories. PHS sometimes collaborates with other groups to generate stories. Information provided is targeted to the area. Conflicting responses on whether we track media use (we do log releases going out, newspaper articles, etc.).
( Sponsor health education programs PHS sponsors data-based (?)  health education programs (?), address community concerns (?). Do provide health education for high-risk issues (e.g. child birth education), risk reduction behaviors. Programs are audience appropriate (including culture/language ?). We are improving at getting the community involved in development and implementation (HRSA, MAPP). How much of these programs are sponsored by PHS (versus school systems, extensions, NRD’s)? How much step outside of our pet projects (e.g. breast cancer prevention, emergency preparedness, recycling, HHW)? How much are truly data-based? How do we merge data with community concerns to develop programs that address both?
( Evaluate health education activities Conflicting responses – discuss. 
3.2 Health Promotion

( Do activities based on proven models, using multiple approaches, targeted to public PHS carries out health promotion activities that are generally based on proven models (?) and are audience specific. Multiple approaches to reach public are used (?). 
( Activities enable positive health behavior Activities do not generally enhance local capacity for improvement, though some interest in train-the-trainer type projects

How can we tailor activities so they improve local capacity? 

( Establish/utilize collaborative networks PHS is part of [which?] interagency coalitions, plays a role in planning activities (?), provides resources (?), conducts activities, evaluates activities (?)
How can collaborations be maximized to benefit public health and PHS mission?
( Evaluate health promotion activities Not to date. 
Essential Service #4: Mobilize Community Partnerships to ID and Solve Health Problems

4.1 Constituency Development

( Identify key players, maintain directory PHS is beefing up the “contacts” list, including some key players, maintaining directory that includes BOH, state agencies, hospitals, managed care org, clinics, local business/employers, faith institutions, schools, public safety/emerg response, environmental agencies, local officials)
Mild lack of awareness of what our contacts list contains. What categories is our contacts list missing? Is it organized in a way that is useful to us?

( Solicit participation for improving community health We are working on soliciting participation now through HRSA, MAPP and eventually CARE, have mechanisms to recruit/retain involvement (?), but don’t really offer/publicize volunteer opportunities (?)

( Continually strengthen linkages PHS has communications strategies (what are they?), facilitates communication through participation in local interagency, response planning groups, and via hospitals; some disagreement on whether we routinely communicate with community at large

Discuss communications strategies and mechanisms. How can we improve communication with the community?
4.2 Community Partnerships

( Coordinate public health activities (via committee or other type of partnership) PHS is involved in partnerships (?), coordinates health promotion and disease prevention activities (?), but there is no separate committee for public health activities and no real assessment. Though PHS is involved in coalitions and partnerships, none seem to be organized solely for the purpose of developing, carrying out and evaluating public health activities, and none are coordinated directly by PHS.

Essential Service #5: Develop Policies and Plans That Support Individual and Community Health Efforts

5.1 Governmental Presence at the Local Level

( PHS has mission, statutory responsibilities, legal responsibilities PHS has a written mission statement (“to prevent disease and injury, promote wellness, and protect the personal, community, and environmental health”), inkling that we have stat resp but unsure on specifics [quarantine and isolation orders?, nuisance complaint response?, PH/safety issue response?]), has access to legal counsel, maintains adequate resources (?)
( Stakeholders are involved Varying opinions on this (mainly through BOH), improving with HRSA, MAPP
( BOH maintains oversight Yes (?), staff did Nat’l PH Performance Standards Program 

( PHS is integrated with state public health system To some degree (how…not sure how LHD are considered by HHSS, may vary by department…some seem to view us as a threat)
5.2 Public Health Policy Development

( Contribute to and/or advocate for policy development/change (i.e. discussion forums, issue briefs, participate on boards or panels, meet with officials) PHS has contributed via discussion forums (but not provided the forums?), prepared issue briefs (?), state testimony, met w/ elected officials to pass on PH info w/out much effect, participated on local boards/panels (?), some work on nuisance ordinances
( Review PH policies [biannually] No
How should PHS expand on policy development activities? How can we more effectively manage information regarding PH policies? How often should we review PH policies?

5.3 Community Health Improvement

( Ensure broad participation PHS does not do this yet, but is working on it, have at least some participation from residents, local gov, PHS/BOH, hospitals, managed care org (?), primary care, civic groups (?), professional org (?), business, faith org (?), education institutions (?), public safety, non-profits, environmental groups (?), local officials (?)…what about social service org???. Reach these groups with information on assessment, community needs/concerns/assets/resources, priority health issues, objectives (????). 

( Develop strategies to address objectives Some feel we are working on this, others think we have done nothing, and others think we have ID’d strategies (incl. timeline and responsibilities, and started implementing), is goal to do this and link it to state health improvement plan

Revisit last strategic planning session: timeline, next steps, objectives
5.4 Plan for Improvement

( ID forces of change, strengths and weaknesses, goals/objectives, strategies, resources


No real linkage between organizations in LPHS for strategic planning yet (Jane has started collecting hospital plans), PHS has done strategic planning in the past and has ID’d the above things but not fully, reviewed annually (really?)
How should we go about linking with other LPHS agencies (hospitals, who else?) in conducting strategic planning? How often should our strategic plan be revisisted and progress assessed?

Essential Service #6: Enforce Laws and Regulations That Protect Health and Ensure Safety

6.1 Review and Evaluate Laws, Regulations and Ordinances

( ID issues that can only be addressed through laws/ordinances Yes (?what are they?)
( Compile regulatory documents (addressing food handling, water quality, clean air, etc. etc.) PHS has compilation of documents on food, water, air, injury prevention (?), toxic waste/chem., injury prevention, exposure related disease (?), nursing home/LTC (?), home health providers (?), day cares
Do we really have regulatory documents on all these topics? We need an index of what we have on hard copy and which are available on-line
( Review for impact/effectiveness (how often?) Not really, now being reviewed by Jane, access to counsel via state
6.2 Help Improve Laws, Regulations, and Ordinances

( ID issues not being addressed Not really any idea of what is inadequately addressed (perhaps stronger response to dog bites, more communities with PH built into ordinances and violation response) 

( Participate in development/modification No participation in development or modification, have communicated with legislators (anti-smoking), been involved in hearing (?)
( Provide technical assistance to legislative/regulatory groups Yes as SACCHO (?)

How can we expand our influence to improve public health policy?

6.3 Enforce Laws, Regulations and Ordinances 

( Document enforcement authority PHS has no authority or documents to support (?), PHS does have an ordinance book that most of staff seems unaware of, have integrated enforcement authority for rabies and TB
What’s the real deal here? What type of authority should we have?
( Inform public of laws/regs/ord Only do this after something has happened (address meaning of regulation, purpose, compliance instructions)

Should PHS take a more proactive stance on informing the public about PH laws?

( Review for compliance (i.e. day cares, food establishments, etc.) PHS does not have a strong role here; state mainly does this

What should PHS role be?
Essential Service #7: Link People to Needed Personal Health Services and Assure the Provision of Health Care When Otherwise Unavailable

7.1 Identify Populations with Barriers to Personal Health Service

( ID populations with barriers PHS has worked to ID children, elders (?), low-income, low-ed (?), those with cultural/language barriers, uninsured, rural (?), physically disabled (?), workers without sick leave (Farmland), mental illness (?)
Have we adequately identified these populations (beyond simply naming them)? What now?
7.2 Identify Personal Health Services Needs of Populations

* these are needs for services like screening, preventive care, treatment, and rehab

( Define personal health services needs No

( Assess personal health services delivery Not really (we only have provider-resident ratios from state-provided community profiles, and strategic plans for some providers (do those include customer satisfaction surveys?)
( ID services for populations encountering barriers 
Have thought about most populations with barriers (children, elders, disabled, etc.), but what about services that are lacking for these populations? Dentists? Clinics that take Medicaid/medicare? Those that do preventive care for populations with barriers? 

7.3 Assure the Linkage of People to Personal Health Services

Do we really know where the service gaps are yet? What are our immediate responsibilities here?

( Assure provision of needed personal health services PHS accomplishes this through referrals if at all, for children (Medicaid), elders (home health) (?), low income (HHSS, BVCA), culturally isolated (HHSS), racially isolated (HHSS), disabled (HHSS) (?), mental ill (HHSS) (?), uninsured (HHSS)

( Provide outreach and linkage services PHS does shot clinics, Medicaid enrollment assistance, and some disease prevention and risk management assistance as requested. 

( Enroll eligible residents in Medicaid or medical assistance programs PHS nurses provides enrollment assistance only. HHSS does the enrolling.

( Assure coordinated personal health service delivery to those encountering barriers PHS does this primarily by using on-staff interpreter, providing kids’ immunization services, helping with Medicaid enrollment. 

( Analyze age-specific participation in preventive services No.
Essential Service #8: Assure a Competent Public and Personal Health Care Workforce

8.1 Assess Workforce

( Conduct workforce assessment (competence, composition, size, areas for improvement) No specific efforts here 
( ID gaps Did this with PH nurse hiring
( Disseminate results No
8.2 Public Health Workforce Standards

( In/Ensure compliance with personnel guidelines or licensure/certification requirements Yes, to the extent requirements exist
( Develop written job standards PHS has done this 

( Conduct performance evaluations This is done annually in theory, without employee input in the past. 
8.3 Life-Long Learning Through Continuing Education, Training, and Mentoring

( ID education and training needs, encourage PH workforce development Education and training are allowed and encouraged (webinars, conferences, exercises), generally without external incentive

( Provide PH staff opportunities to interact with researchers and academics Minimal and informal
8.4 Public Health Leadership Development

( Promote leadership skill development, provide mentoring Not formally. How should this be done? 
( Promote collaborative leadership, participatory decision-making Communicate via staff meetings, listserves, regional planning. External collaboration and participatory decision-making are invited through PHERT. 
( Provide leadership opportunities (for PH staff and community representatives) PHS staff are encouraged to take leadership roles on projects and grant-writing; small staff limits broader relevance for now. No real development of community leaders through coaching/mentoring, except through BOH. 
Essential Service #9: Evaluate Effectiveness, Accessibility, and Quality of Personal and Population-based Health Services

9.1 Evaluate Population-Based Health Services

( Evaluate services  No evaluation; there are state service delivery targets but not local
( Assess community satisfaction with services 
( ID gaps in services ???
( Use assessment results to develop strategic/operational plans ???

What is the best way to go about this in the future?
9.2 Evaluate Personal Health Services

( Evaluate services Hospitals do this, but hard to get a hold of the results
( Assess community satisfaction with services Hospitals do this, but hard to get a hold of the results
( Use information technology to assure quality of services (i.e. computerized medical records)???
( Use assessment results to develop strategic/operational plans Hospitals do strategic planning, but mainly geared towards making money or staying afloat, not providing quality services

What should PHS role in this be? What is our capacity here?
9.3 Evaluate Local Public Health System

( ID organizations/entities contributing to delivery of 10 Essential Services (see diagram for examples) Intuitive at best; no formal identification
( Evaluate the LPHS repeatedly (how often?) PHS is working on it with this process. Full assessment should be done every five years, with biannual review and smaller reviews/revisions annually (?).

( Ensure linkages/relationships among organizations PHS is steadily building relationships with direct care providers through PH nurses.

What are priority gaps to fill here? Which key organizations are we missing a bond with?

( Use evaluation results to guide community health improvements Not really relevant yet given short history.

When and how should we plan to accomplish this?

Essential Service #10: Research for New Insights and Innovative Solutions to Health Problems

10.1 Foster Innovation

( Encourage staff to develop new solutions to community health problems Encouragement is there, time is provided but there are limited resources. 
( Propose inclusion of public health issues in research organization goals Not really.

( ID and monitor PH best practices ???
( Encourage community participation in development/implementation of research ???
10.2 Linkage with Institutions of Higher Learning and/or Research

( Partner with institution(s) of higher learning and/or research organization Have interacted proactively with UNO and Doane, but not much of substance has come of any of it yet. Relationship building has been informal (have sought or provided technical assistance, used interns, consultations). Partnership with SCC is also underdeveloped. What is the next step here (if any)?
10.3 Capacity to Initiate or Participate in Timely Epidemiological, Health Policy, and Health Systems Research

( Maintain access to researchers Have access to state epi, health policy experts (?).

( Ensure access to resources to facilitate research Have access to databases, technical libraries, distance learning resources, on-line resources 

( Plan for dissemination of research findings to PH colleagues Not applicable yet. Would probably use NACCHO, PHAN, conferences where funders are present.
( Evaluate research activities Not applicable yet. 

What is the next step here? How should be plan for growth in this area?
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