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A Healthier America 201 3:

STRATEGIES TO MOVE FROM SICK CARE TO
HEALTH CARE IN THE NEXT FOUR YEARS

very American should have the opportunity to be as healthy as he or she

can be. Every community should be safe from threats to its health. And, all

individuals and families should have a high level of services that protect and support

their health, regardless of who they are or where they live.

But, right now, millions of Americans suffer
from diseases that could have been prevented:

B Chronic diseases, such as type 2 diabetes and
heart disease, are responsible for seven out
of 10 deaths, 75 percent of the $2.5 trillion
spent on U.S. medical care costs and billions
of dollars in lost productivity each year."?

M Infectious diseases, from the antibiotic-resis-
tant Superbugs to Salmonella to the seasonal
flu, disrupt lives and communities and result
in more than $120 billion in direct costs and
enormous indirect costs.?

While the numbers are shocking, they are not
surprising. For decades, the health care sys-
tem has been set up to treat people after they
are sick rather than keeping them well in the
first place. Our country has a sick care system,
rather than a health care system.

In fact, today’s children are on track to be the first
generation in American history to live shorter,
less healthy lives than their parents. Right now,
more than half of Americans are living with one
or more serious, chronic disease, ranging from
type 2 diabetes to cancer. Those rates are ex-
pected to increase significantly over the next two
decades, particularly due to the obesity epidemic.

America’s health faces two possible futures.
We can continue on the same track and resign
millions of Americans to major health prob-
lems that could have been avoided, or we can

invest in giving Americans the opportunity to
be healthier while saving billions in health care
costs and improving productivity.*?

Despite the fact that prevention is the most ef-
fective, common-sense way to improve health
and reduce health care costs in the United
States, there has never been a strong national
focus on prevention to deliver the results the
country needs to prosper and thrive.

Effective, affordable health care is essential for
improving health, but what happens beyond
the doctor’s office also has a major impact on
how healthy we are. There is increasing under-
standing of how important it is to combine good
medical care with support in our daily lives.

Where we live, learn, work and play all make
a difference - for better or worse. Nutritious
school lunches, affordable healthy foods, safe
places to live, convenient places to exercise,
clean air and water and a range of other things
contribute to how healthy we are. In fact, where
you live can dramatically increase your chance
of living a longer, healthier life, in some cases
by as much as 13 years.’

Good health requires that we all take individual
responsibility for ourselves and our families, but
not everyone has the same opportunities to make
healthy choices. Leadership across the country
can help promote greater opportunities for all
Americans to live healthy and productive lives.




Prevention — A Priority for 2013 and Beyond

The past several years have produced significant
changes in the health care system. There has
been universal acknowledgment that health
care costs are unsustainable and that the focus
has been too much on spending rather than on
improving health.

Prevention must become a higher priority in
America’s health strategy in order to effectively
contain costs and improve health.

M Keeping Americans healthier means fewer
trips to the doctor’s office, fewer tests, fewer
prescription drugs, fewer sick days, fewer emer-
gency room visits, fewer readmissions to hospi-
tals and lower risk for a wide range of diseases.

M Public health professionals — who focus on im-
proving the health of neighborhoods, work-
places and schools — are uniquely qualified
to 1) diagnose the biggest, most expensive
health problems in a community; 2) identify
the most effective strategies to improve health
and lower disease rates; and 3) partner with
members of the community, health care pro-
viders, a range of government agencies and
the private sector to deliver results.

In 2008, the Trust for America’s Health (TFAH)
issued the Blueprint for a Healthier America: Modern-
wzing the Federal Public Health System to Focus on Pre-
vention and Preparedness, which included a series
of recommendations to make prevention a driv-
ing force in health care. Since then, a number
of significant policy changes were enacted and
have been providing new opportunities to help
shift the paradigm from sick care to health care.

Some major prevention-related changes in the
past four years have included:

1) A new focus on cost containment and im-
proving health in the health care system;

2) A major expansion of the number of Ameri-
cans and types of preventive services covered
by insurance;

3) The creation of a National Prevention Strat-
egy and Plan to find more ways across the
federal government to support better health;

4) A new Prevention and Public Health Fund to
provide $12.5 billion in mandatory appropria-
tions over 10 years to local communities to im-
prove health and reduce illness rates, which
included Community Transformation Grants
to allow local communities to tackle their most
serious problems, including obesity and to-
bacco, using evidence-based prevention pro-
grams tied to strict performance measures; and

5) New community engagement and reporting
requirements for nonprofit hospitals’ com-
munity benefit programs.

In A Healthier America 2013: Strategies to Move
Jfrom Sick Care to Health Care in the Next Four Years,
TFAH provides the public, policymakers, pub-
lic health officials and experts, partners from
various sectors, and private and public organi-
zations with an overview of the current status of
arange of important public health policy areas,
and identifies priority steps that should be taken
to put prevention first in our health care system.

The report provides critical information to the
broad and diverse groups involved in public
health; encourages greater transparency and
accountability of the system; and outlines high-
impact recommendations to ensure the public
health system meets today’s needs and works
across boundaries to meet its goals. Strategies
must build on the progress that has been made
and involve a wide range of partners to be suc-
cessful. The two overall goals should be to:

A Advance the nation’s public health system.
This includes establishing a set of core
capabilities; restructuring federal public
health programs; and ensuring that public
health departments at all levels receive ad-
equate funding to focus on activities they are
uniquely qualified to deliver.

A Build partnerships within and outside of the
health field. Public health departments play a
central role as chief health strategists for com-
munities but cannot do all that is needed to
improve their community’s own health. To
be effective in improving health in neigh-
borhoods, workplaces and schools, strategies
must involve a series of common-sense part-
nerships, including: 1) health care payers
— both public and private insurers; 2) health
care providers — through expanding health
care models to include community prevention
and working with hospitals to increase engage-
ment in neighborhood prevention strategies;
and 3) sectors beyond the health care system,
such as education and transportation.

The Healthier America 2013 report features a se-
ries of case studies from across the country that
illustrate these strategies in action. These ex-
amples demonstrate how implementing the pre-
vention initiatives and programs laid out in this
report — through successful partnerships with
health care payers, providers and other sectors —
can provide a significant return on investment in
terms of improved health and cost containment.



They demonstrate how effective, evidence-based
programs are delivering results — preventing and
controlling a range of chronic diseases, includ-
ing some of the highest cost, most preventable
conditions like type 2 diabetes and asthma.

In addition, this report highlights a series of 10
of TFAH’s on-going public health priority initia-
tives: the obesity epidemic; preventing tobacco
use and exposure; health and aging; addressing
racial, ethnic and economic disparities; ma-

TABLE OF CONTENTS

ternal and infant health; health and the envi-
ronment; injury prevention; infectious disease
prevention; public health emergency prepared-
ness; and food safety.

This report is a resource for policymakers, the
public health community, the health care sys-
tem, a range of public and private partners and
the public, as we begin to move prevention
strategies forward and build on the progress the
country has already achieved.
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High-Priority

Prevention Policies
A. ADVANCE THE PUBLIC HEALTH SYSTEM

The public health system — composed of fed-
eral, state and local departments — must be
modernized and maintained at a level that al-
lows the field to focus on activities it is uniquely
qualified to deliver in the most effective way. In
order to do this, health departments at the fed-

eral, state and local levels must establish foun-
dational capabilities to ensure consistent, basic
levels of protection across the country; federal
public health programs need to be restructured;
and public health departments at all levels must
receive adequate funding.

|. DEFINE “FOUNDATIONAL” CAPABILITIES OF PUBLIC

HEALTH DEPARTMENTS

Current Status:

Public health departments around the country have
the unique role and responsibility for improving
health in schools, workplaces and neighborhoods,
through identifying the top health problems and
developing strategies for improvement.

As of 2012, however, the field of public health
faces a new set of challenges and opportunities,
including:

M Changes in the overall health system that
emphasizes cost containment and improved
health, and expansion of the number of in-
dividuals with insurance coverage for direct
preventive services;

B Massive budget and workforce cuts at all lev-
els of government;

M A growing focus on accountability, with higher
expectations for demonstrating a return on
investment in terms of cost and health im-
provement. This includes a movement toward
accreditation to ensure that all health depart-
ments meet and can demonstrate a standard-
ized set of core capabilities; and

B Adoption of new technologies, including elec-
tronic health records, which could allow pub-
lic health to integrate and analyze data with
the health system and other sectors to better
identify health patterns, causes and cures for
health problems, and “hot spot” areas with
high rates of chronic diseases and costs.

Why Public Health Departments Matter:

M Where you live shouldn’t determine how
healthy you are, and public health departments
serve as the unique and essential component of
an integrated health system that looks out for

the population as a whole, rather than focusing
on the health outcomes of individuals alone.

M Public health is responsible for identifying
the biggest, highest cost health problems and
developing the most effective strategies for
improving health.

M Public health departments bring together part-
ners in states, counties, cities and communities
around the country to assess community-spe-
cific needs, and to plan and implement activi-
ties designed to improve health outcomes and
reduce health care expenditures.

M Public health plays an essential role in pro-
tecting Americans’ health from threats rang-
ing from bioterrorism to infectious disease
outbreaks to extreme weather events.

Recommendations:

A Strengthen the role of Health Departments as
the chief health strategist in communities: In
response to the new challenges and opportu-
nities confronting our nation in 2013, public
health departments must assume greater ac-
countability for the design and development
of the overall strategic plan for improving
health in communities. To do this, health
departments must clearly establish their value
and role in a reformed health system — espe-
cially in the identification, implementation,
coordination and evaluation of cost-beneficial
prevention programs and activities. Strength-
ening this role will also require a greater focus
on efficient, effective practices for structure,
organization, finance, and delivery of pub-
lic health, including on-going public health
services and systems research to identify new
evidence-based practice and approaches.

SECTION




A Define, prioritize and fully fund a set of foun-
dational capabilities for public health depart-
ments at all levels of government: Public
health departments need the tools and skills
that are necessary to provide basic public
protections while adapting to and effectively
addressing changing health threats. The
Institute of Medicine (IOM) and the Trans-
forming Public Health project, funded by the
Robert Wood Johnson Foundation (RWJF),
identified some of these foundational capa-
bilities as developing policy, using integrated
data assets, communicating with the public
and other audiences to disseminate informa-
tion, mobilizing the community and forging
partnerships, cultivating leadership skills, and
demonstrating accountability and protecting
the public in the event of an emergency or
disaster.”® Ensuring these foundational ca-
pabilities should become a primary focus of
federal, state and local funding, even if it
means restructuring some categorical fund-
ing streams, and funding must be maintained
at a level to guarantee these capabilities can
be effectively maintained and delivered.

A Prioritize accountability for achieving
and maintaining foundational capabilities
through accreditation and other mechanisms:
Accreditation, continuous quality improve-
ment and transparency are important parts
of ensuring these foundational capabilities
are met and maintained. Specifically, achiev-
ing voluntary accreditation from the Public
Health Accreditation Board (PHAB) is a
process where governmental public health
departments can begin to demonstrate core
competencies and accountability. In the fu-
ture, accreditation could also be used as an
important mechanism for states and localities
to more easily and efficiently demonstrate
that they have met the capabilities required
for federal funding opportunities.

A Integrate with health care providers to con-
tain costs and improve health: Public health
departments must adapt to work with new
entities and financing mechanisms in the
reformed health system, such as by work-
ing with Accountable Care Organizations
(ACOs) or within new capitalized care struc-
tures and global health budgets, to help im-
prove health beyond the doctor’s office.

A Partner with other sectors and members of
the community to make healthier choices eas-
ier in our schools, workplaces and neighbor-
hoods: Public health officials must work with
other sectors, such as education, transporta-
tion and housing, to capitalize on the many

opportunities to promote health and wellness
where Americans live, learn, work and play.

A Develop a public health workforce to meet

modern demands: The future public health
workforce should be more versatile and bet-
ter equipped to handle various public health
challenges or threats. This workforce should
have policy development skills, management/
administrative skills, technological skills, and
communications skills needed to create the
foundational capabilities that all health de-
partments should have. Public health work-
ers also must be able to draw from and work
with other fields and overlapping disciplines
such as education, transportation and the en-
vironment and receive continued re-training
and professional development opportunities
to meet evolving needs. In addition:

The public health workforce measures in
the Affordable Care Act (ACA) must be fully
funded and implemented;

Public health curricula and job re-training
must include developing skills in Health In-
formation Technology (HIT), policy and legal
areas, and cross-sector management; and

Training programs for health workers, in-
cluding community health workers and HIT
professionals, and in other sectors where pro-
grams impact health must emphasize the need
for multiple sectors to work in coordination.

A Use modern technology to improve the abil-

ity to identify top health problems in a com-
munity and determine their causes and cures:
New data systems and electronic health records
(EHRs) have the potential to revolutionize
health tracking by making it possible to collect
and analyze health data in real-time and allow
interactive communication among providers,
health departments and other sectors. Instead
of continuing to have a series of siloed systems
to track different diseases and other health
problems, connecting different sources of data
so they are interoperable and available in real-
time could lead to breakthroughs in identifying
health trends and patterns. In addition, public
health must monitor a range of factors — from
educational attainment to employment — that
impact health outcomes even if they are not
under the direct purview of public health.

A Public health departments should only pay

for direct services when they cannot be paid
for by insurance: Some public health de-
partments provide direct services in their
community along with other preventive pro-
grams. Since the ACA will expand the num-



ber of individuals with coverage and expand
what services are covered by many insurance
providers, public health departments should
reassess their role in the direct provision
of medical services (including the option

of becoming a Federally Qualified Health
Center), to ensure that they do not use their
public health budgets to pay for services that
could be billed to insurers or could be paid

for through health center dollars.

DEFINING FOUNDATIONAL CAPABILITIES FOR PUBLIC HEALTH

In their April 2012 report, For the Public’s Health:
Investing in a Healthier Future, the IOM called for
increased focus and prioritization among govern-
mental public health agencies. They identified a
set of “foundational capabilities” that included:’

B Information systems and resources;
M Health planning;

B Partnership development and community
mobilization;

M Policy development analysis and decision support;
B Communication; and

M Public health research, evaluation and quality
improvement.

Following the IOM report, a group of leading
public health experts participated in the Trans-
forming Public Health project, an initiative funded
by RWJF to develop guidance for public health
officials and policymakers to prioritize vital public
health functions in a shifting political landscape. '°

They summarized the foundational capabilities of
public health as:

B Developing policy to effectively promote and
improve health;

B Using integrated data sets for assessment, sur-
veillance and evaluation to identify crucial health
challenges, best practices and better health;

B Communicating with the public and other
audiences to disseminate and receive informa-
tion in an effective manner for health, includ-
ing health promotion opportunities, access to
care and prevention;

B Mobilizing the community and forging part-
nerships to leverage resources (funding and
otherwise);

M Building new models that integrate clinical and
population health;

M Cultivating leadership, organization, manage-
ment and business skills needed to build and
sustain an effective health department and
workforce to effectively and efficiently pro-
mote and improve health;

B Demonstrating accountability for what gov-
ernmental public health does directly and for
those things that it oversees through accredi-
tation, continuous quality improvement and
transparency; and

H Protecting the public in the event of an emer-
gency or disaster, as well as responding to
day-to-day challenges or threats, with a cross-
trained workforce.

The project also identified a set of additional im-
portant issues for public health departments to
consider, which include:

B Maintaining a culture of continuous quality
improvement;

B Improving coordination across all levels of
government to foster synergy and efficiency;

M Building a better and cross-trained workforce
that is more versatile and well equipped to
handle a range of public health needs;

M Bolstering research, by capitalizing on improved
technology to access and analyze data, to better
demonstrate the value of public health and pre-
vention services and programs; and

B Ensuring sufficient, stable and sustainable funding
for public health, including leveraging resources
from non-traditional sources that also have an
interest in improving health, such as across gov-
ernment agencies and from the health care sector,
private industry, non-profit fundraising and com-
munity development.

The project stressed that “prioritizing is the
only way to take on new challenges in a time of
declining resources.” To be successful in the fu-
ture, public health should focus on:"

M Ensuring what is being done is being done as
well and as efficiently as possible;

M Coordinating across all levels of the governmental
public health system and other government agen-
cies and jurisdictions to maximize impact; and

H Cultivating and/or training a workforce that
can deliver foundational capabilities when
implementing programs.




PUBLIC HEALTH ACCREDITATION

The PHAB, created in 2007, has created a volun-
tary public health accreditation program for state
and local public health departments.'? This ac-
creditation process is a major effort to improve and
standardize core capabilities of health departments.

The PHAB administers the national public health
department accreditation program for public
health departments operated by Tribes, states,
local jurisdictions and territories.'* PHAB accredi-
tations include domains (groups of standards that
pertain to a broad group of public health services),
standards (the required level of achievement that
a health department is expected to meet), and

measures (evaluation tools for meeting standards).

There are |2 domains. The first ten domains

address the |10 Essential Public Health Services;
domain | | addresses management and adminis-
tration; and domain |2 addresses governance. '

The 12 domains include:

Domain |: Conduct and disseminate assess-
ments focused on population health status and
public health issues facing the community.

Domain 2: Investigate health problems and en-
vironmental public health hazards to protect the
community.

Domain 3: Inform and educate about public
health issues and function.

Domain 4: Engage with the community to
identify and address health problems.

Domain 5: Develop public health policies and plans.

Domain 6: Enforce Public Health Laws.

Domain 7: Promote strategies to improve ac-
cess to health care services.

Domain 8: Maintain a competent public health
workforce.

Domain 9: Evaluate and continuously improve
health department processes, programs and
interventions.

Domain 10: Contribute to and apply the evi-
dence base of public health.

Domain | I: Maintain administrative and man-
agement capacity.

Domain |2: Maintain capacity to engage the
public health governing entity.

Standard 5.4 focuses specifically on prepared-
ness and requires that public health departments
maintain an all hazards emergency operations
plan. In order to become accredited, a health
department must:'®

M Participate in the process for the develop-
ment and maintenance of an All Hazards
Emergency Operations Plan (EOP);

B Adopt and maintain a public health EOP; and

B Provide consultation and/or technical assis-
tance to Tribal and local health departments
in the state regarding evidence-based and/or
promising practices/templates in EOP devel-
opment and testing.



2. RESTRUCTURE FEDERAL PUBLIC HEALTH PROGRAMS

Current Status:

Federal health agencies are responsible for pro-
tecting the health of Americans. Key public
health functions include setting national pri-
orities and goals for the country’s health and
providing funding and other support to states
and communities that carry out prevention pro-
grams and services aimed at improving health.

Based on budget and scale, delivery of health care
services dominate the time and attention of the se-
nior leadership at the U.S. Department of Health
and Human Services (HHS) and dramatically
overshadow public health. For example, more
than 80 percent of the HHS budget is devoted
to the Centers for Medicare and Medicaid Ser-
vices (CMS). With only four percent of the HHS
budget, the budget for the National Institutes of
Health (NIH) is still more than the combined bud-
get for the agencies focused on public health and
prevention, including Center for Disease Control
and Prevention (CDC), the Substance Abuse and
Mental Health Services Administration (SAM-
HSA), the Health Resources and Services Admin-
istration (HRSA) and the U.S. Food and Drug
Administration (FDA).' Currently, there is only
one Deputy Secretary to manage all health care,
biomedical and public health agencies and offices.

Many of the existing public health agencies have a
broad range of responsibilities and functions, from
funding and overseeing direct providers of health
services to public health science and research. It
has been decades since changes have been made to
the way the federal government structures its health
care roles and programs outside of Medicare and
Medicaid. With the passage of the ACA and the
increase in insurance coverage of direct prevention
services, it is time to consider restructuring and re-
aligning federal public health agencies.

Why Restructuring Matters:

M The current federal structure for handling
public health issues is not coordinated and
lacks clear, strong leadership. The Assistant
Secretary of Health (ASH) does not have line
or budget authority over public health pro-
grams across HHS.

M At CDC, programs are often siloed and based
on diseases and conditions, such as type 2 dia-
betes and heart disease, rather than integrated
and focused on the prevention strategies that
can help improve health overall, such as pro-
moting better nutrition and increased activity.

M Currently, there are more than 300 different
health surveillance systems or networks sup-
ported by the federal government.!”

Recommendations:

A Improve efficiencies of programs at CDC
through strategic realignments and integra-
tion: CDC has undertaken a series of efforts to
find ways to better coordinate and align inter-
related health issues, activities and prevention
strategies, but implementation of this approach
and vision has only been carried out to a very
limited extent. For instance, efforts to realign
chronic disease programs at CDC based on the
most effective prevention strategies rather than
by categorical diseases have not been realized
and the implementation of a vision for program
collaboration and service integration (PSCI) for
the National Center for HIV/AIDS, Viral Hepa-
titis, STD and TB Prevention has been limited.

A Evaluate the possibility of increased integration
and flexibility of CDC’s grants to state and local
health departments in exchange for increased
accountability: Currently, state and local health
departments often have cumbersome and
duplicative administrative requirements for
multiple grants they receive from CDC. An
evaluation should be conducted to determine
how different CDC grants could be integrated,
and whether more flexibility could be provided
to grantees to cut down on red tape if state and
local health departments meet certain account-
ability standards. CDC officially recommends
increasing grant funding flexibility along with
creating standard approaches and quality im-
provement measures to be defined in collabo-
ration with State, Tribal, Local and Territorial
(STLT) health departments.'®

A HRSA, SAMHSA and CDC should become
payers of last resort for direct services:
All grantees of federal public health agen-
cies that provide direct services that can be
billed to a client’s insurance (private insur-
ance, Children’s Health Insurance Program
(CHIP), Medicare or Medicaid) should be
required to do so. Only those services not
covered by insurance — or services provided
to those who remain uninsured — should
be paid for with scarce discretionary dollars
from the public health program budgets.
Some health programs may need assistance
in instituting reimbursement procedures.




A Consolidate federally-supported public health
surveillance systems: New data systems and
EHRs have the potential to revolutionize epi-
demiology by making it possible to collect and
analyze health data in real-time and allow in-
teractive communication among providers,
health departments and other sectors. Instead
of continuing to have a series of siloed systems
to track different problems, connecting differ-
ent sources of data so they are interoperable
and available in real-time could lead to break-
throughs in identifying health trends and
patterns, and identifying causes and health
problems. The federal government should
clarify and promote mechanisms for exchange
of data between the private sector and public
health departments in a way that is permissible
under the law and maintains appropriate indi-
vidual privacy protection.

A Appoint an independent group of experts,
such as by creating a committee at the IOM,
National Academy for Public Administration,
and/or think tank initiative, to evaluate possi-
ble ways to restructure public health agencies
to improve and align functions and services.
This evaluation should consider all of the
below options to determine which changes, if
any, would create improvements and cost sav-
ings. The evaluation should include recom-
mendations for the timing and coordination
of the different possibilities, so any transitions
would be carried out as effectively as possible.

Assess the need for an Undersecretary or
Deputy Secretary for Health: There should
be an evaluation of whether the creation of
an Undersecretary or Deputy Secretary posi-
tion to oversee a strategic approach to pre-
vention, preparedness and public health
would help increase coordination and ac-
countability among agencies. This review
should determine whether all Public Health
Service agencies, the Assistant Secretary for
Preparedness and Response (ASPR) and
CMS should report to this official. This posi-
tion is not meant to dis-empower agencies or
add another bureaucratic layer, but to help
coordinate and provide leadership. Further,
the person in this position and the Secretary
should have integrated budget and policy
analysis staff to avoid duplication and mul-
tiple layers of review.

Evaluate if restructuring of agencies based on
functions would be more efficient and effec-
tive: An evaluation should explore if restruc-
turing based on alignment of functions would
help agencies better fulfill their missions.

Currently, a number of different agencies
provide support for delivery of health ser-
vices and also oversee public health research
and programs. Aligning agencies based on
functions and core competencies could po-
tentially lead to increased efficiencies and
improved capabilities. One high priority
would be SAMSHA and HRSA, which have
different, but very related responsibilities for
direct service delivery. SAMHSA focuses on
reducing the impact of substance abuse and
mental illness in America’s communities,
while HRSA focuses on improving clinical
and related supportive services for vulnerable
populations, especially the poor, uninsured,
mothers and children, and people living with
HIV/AIDS. While they focus on different
health problems, the two agencies have many
overlapping functions and serve overlapping
populations. In addition, philosophically the
health care system is moving toward closer
integration and equity between clinical and
behavioral health care. An evaluation could
examine if it would improve efficiencies and
quality by merging the delivery services func-
tions of the various public health agencies.

A similar assessment should be conducted
regarding the public health science, practice
research, and workforce development func-
tions that cut across CDC, HRSA, SAMHSA
and the Agency for Healthcare Research and
Quality (AHRQ). An integrated approach to
this work could help close the gap between
prevention and health promotion and direct
health care services within the department.

Determine the most effective structure for
protecting food and drug safety: Many food
safety advocates have long called for an inde-
pendent, unified food safety agency to bring
together the diverse regulatory activities re-
lated to food safety across HHS and the U.S.
Department of Agriculture (USDA), in order
to be able to singularly and effectively focus on
carrying out an integrated, risk-based, preven-
tion-focused strategy. As a first step, the food
safety functions at the FDA should be unified
and strengthened so that the agency can ef-
fectively carry out the improvements called
for in the Food Safety Modernization Act. In
addition, a government-wide assessment and
plan with a specific timeline and sufficient re-
sources to carry out recommendations should
be developed to unify all regulatory food safety
functions and to coordinate research and out-
break investigation activities to best inform
regulation and policy development.



A Define a modern role for the Surgeon General:
Historically, the Surgeon General has held a
strong public-facing position as the nation’s
doctor to provide unbiased advice to the pub-
lic. However, over time, the office has been
severely diminished, both in stature and fi-
nancing. Currently, the office primarily serves
to oversee the Public Health Service Commis-

sioned Corps, the National Prevention, Health
Promotion, and Public Health Council and an
Advisory Group on Prevention, Health Pro-
motion, and Integrative and Public Health. A
review committee should examine how to rein-
vigorate the role of the Surgeon General to en-
sure strong national leadership on the major
health issues and epidemics facing the country.

3. ENSURE SUFFICIENT AND STABLE FUNDING FOR PUBLIC

HEALTH DEPARTMENTS

Current Status:

Public health departments at all levels of gov-
ernment have been chronically underfunded
for decades. Federal funds are distributed
through a mixture of population-based for-
mula grant programs, formulas based on dis-
ease rates, and a series of competitive grants
which provide funding to some states but not
others. In most cases, there is no officially de-
fined mode of coordination for targeting or
strategically focusing the funds.

According to a 2008 analysis by The New York
Academy of Medicine (NYAM), there was a
shortfall of $20 billion per year in spending on
federal, state and local public health.”

At the federal level, the budget for CDC decreased
from a high of $6.62 billion in 2005 to $6.32 bil-
lion in 2011 (adjusted for inflation). Between fis-
cal year (FY) 2010 through FY 2012, federal public
health spending was reduced 8 percent— by $2.5
billion. In FY2011, federal public health spending
through CDC averaged only $20.28 per person.
The amount of federal funding varied signifi-
cantly from state to state, with a low of $14.20 in
Ohio and a high of $51.98 in Alaska.

At the state level, 40 states decreased their pub-
lic health budgets between FY 2009-10 and FY
2010-11; 30 states decreased budgets for a sec-
ond year in a row; and 15 for three years in a
row. In FY 2011, the median state funding for
public health was $30.09 per capita, down from
$33.71 in FY 2008.

At the local level, in July 2011, nearly half of local
health departments reported reduced budgets,
on top of the 44 percent that reported lower
budgets in November 2010. More than half of
local health departments expect further cuts to
their budgets in the upcoming fiscal year.

Since 2008, state and local public health depart-

ments have lost a combined total of more than
45,700 jobs.?-2!

Why Federal Public Health Funding Matters:

M Federal, state and local public health depart-
ments’ ability to carry out many core func-
tions that most Americans take for granted
— including basic infectious disease preven-
tion and food and water safety programs —
have been hampered due to limited funds.

B Chronic diseases are responsible for seven of
10 deaths among Americans each year and
treatment for people with chronic conditions
account for roughly 75 percent of the $2.5 tril-
lion spent on annual U.S. medical care costs.
In addition to the direct costs, indirect costs
of chronic conditions, including productivity
losses, compound the problem. The best way
to avoid these costs is through prevention be-
yond the doctor’s office — changing the be-
haviors that result in these chronic conditions.

Recommendations:

A Increase funding for public health at the
federal, state and local levels: A number
of independent evaluations have concluded
that public health is severely underfunded
in the United States. To carry out core ca-
pabilities as defined by the IOM and Trans-
forming Public Health project, federal, state
and local health departments must receive a
sufficient level of funding, and some existing
funding lines may need to be realigned. Even
in tough budget times, funding must be in-
creased to sufficient levels for current public
health and prevention programs to be effec-
tive in improving health and lowering disease
rates across the country, which, in turn, will
help contain health care costs. The use of
all federal public health funds, and the out-
comes achieved from the use of funds, must
be transparent and clearly communicated
with the public. Accreditation can be an im-
portant tool to measure if states and localities
are meeting foundational capabilities.




A Ensure all Americans are protected by a mini-
mum set of public health services: Through
the ACA, as a nation, we have established
ensuring a minimum set of essential health
benefits for all Americans with health care
coverage. Since so much of what impacts
health happens beyond the doctor’s office
where people live, learn, work and play, it is
also important to make sure that all Ameri-
cans are protected by a minimum set of
public health services. An established set of
minimal or baseline services could then be
equated to costs to maintain those services on
a per capita basis, which would help standard-
ize and rationalize funding for public health.

A Explore new funding models to guarantee
sufficient levels of funding to support basic
capabilities.

A Evaluate the possibility of a model of shared
federal-state-local-tribal responsibility for de-
livering foundational capabilities and mainte-
nance of programs and funding: Currently,
funding for governmental public health
activities differs dramatically for every state,
based on a combination of categorical federal
funds and discretionary allocations from state
and local governments, and there is no ratio-
nal model for ensuring base-level support
for public health. A 2008 analysis by NYAM
found that approximately 60 percent of pub-
lic health funding is federal and 40 percent is
a blend of state and local funds, although the
exact amounts are variable by state.?? Accord-
ing to the Association of State and Territorial
Health Officials (ASTHO), federal funds are
the largest source of state health agency rev-
enue (approximately 45 percent in FY 2009)
— around 60 percent of which goes to local
health departments and community-based
organizations.? Itis worth examining the po-
tential of a funding system for public health
that sets a basic standard that every state and
locality must meet, such as demonstrating the
ability to deliver the foundational capabilities,
as verified through a process such as accredi-
tation, while also providing flexibility based
on the states’ decisions, need and governmen-
tal structure.

Medicaid provides one example for how the
federal government and states can work to-
gether to set basic national eligibility and

benefit standards. This model allows for flex-
ibility in implementation as long as certain
standards are met and provides special incen-
tives for states that embrace new program ele-
ments by increasing the federal match. Such
a system would have to 1) set standards for
federal matches for state and local public
health funding; 2) establish a maintenance
of effort standard so that current levels of
state and local public health funding — for
every given state based on their existing fund-
ing structures — are set as a baseline as they
are with Medicaid — and so states are not hit
with new unfunded mandates; and 3) stan-
dardize federal match levels based on priori-
ties, such as an 80-20 split for basic capacities;
a 60-40 split for priority program areas; and a
50-50 split for other categorical efforts. New
federal requirements would need to start
with an initial 100 percent federal commit-
ment that could be brought down into the ex-
isting splits over time. This system could be
managed within CDC’s existing structure or
through a restructured federal public health
system. Given the diversity of approaches to
public health across the states, CDC would
need to establish a system that assures that
any agreement between the CDC and a state
includes concurrence from the participating
local health departments.

A Examine a new model that increases flexibil-

ity for state and local health departments that
demonstrate core capabilities: One alterna-
tive option for stabilizing funding would be
to assess the feasibility of moving away from
CDC’s existing model of funding, which
includes a series of categorical grants, and
move toward a combination of foundational
capability grants with strict performance
measures that would be the buildings blocks
for categorical and disease specific grants.
Currently, for instance, grants for epidemio-
logical, laboratory and surveillance support
are administered separately and are also
divided from grants for diseases or condi-
tions they are working to prevent or control.
Grants stressing flexibility and accountability
should be structured to help all states reach
and maintain the foundational capabilities
defined by the IOM report and Transform-
ing Public Health project.



B. BUILD PARTNERSHIPS WITHIN AND
OUTSIDE OF THE HEALTH CARE FIELD

Public health departments play a central role as
chief health strategists for communities but they
cannot improve their community’s health on their
own. To be effective in improving health in neigh-
borhoods, workplaces and schools, strategies must
involve a series of common-sense partnerships.

Effective partnerships take an integrative, innova-
tive approach to solving problems in communities.
They can help achieve benefits across different
sectors and remove obstacles to problem-solving.
These partnerships can help improve health while
also providing benefits for the economy, housing,
transportation, education and other sectors.

In the past year, TFAH consulted with a wide
range of experts from public health, health care

and other fields to identify common principles
that have helped some communities build suc-
cessful partnerships. The principles include:

M Identifying a common goal and an initial issue
to focus on;

W Restructuring or realigning existing funding
mechanisms, including across organizations
and government agencies;

M Providing financial incentives such as a
method for shared savings;

M Sharing access to data to identify problems
and measure achievements; and

M Establishing a lead partner.

. PARTNER WITH PUBLIC AND PRIVATE HEALTH CARE PAYERS

While both private insurers and public health care
coverage traditionally focus on paying for health
care services at the doctor’s office and in hospitals,
those health care services are generally insufficient
or come too late. Research shows that it is critical

to support preventive services at the doctor’s of-
fice and also give individuals the opportunity to
take care of themselves and their families outside
the doctor’s office. Our health care system must
reimburse for those services in an equal manner.

a. Expand Coverage of Preventive Services by Public and Private Payers

Current Status:

Under the ACA, private insurers and self-funded
employer insurance plans are required to cover
a range of preventive services at no cost to the
patient. The new preventive services fall under
four broad categories: 1) evidence-based screen-
ings and counseling, 2) routine immunizations,
3) preventive services for children and youth, and
4) preventive services for women.

M Evidence-based screenings and counseling:
Services that receive an “A” or “B” rating from
the United States Preventive Services Task
Force (USPSTF) — an independent group of
national experts that makes evidence-based
recommendations about clinical preventive
services including, but not limited to, screen-
ings for obesity, cancer, HIV and cholesterol,
and drug and tobacco cessation counseling.**

B Routine immunizations: Routine immuniza-
tions recommended by the CDC’s Advisory
Committee on Immunization Practices (ACIP).

M Preventive services for children and youth:
A variety of preventive services specified by

evidence-based guidelines, such as behavioral
and developmental assessments and screening
for autism and certain genetic diseases.

H Preventive services for women: Women’s ev-
idence-based preventive services as specified
by HRSA, including annual well-woman visits,
STI and HIV testing, and breastfeeding sup-
port. FDA-approved contraception methods
prescribed by a physician are also covered,
although certain plans are exempt from the
requirement.?

The ACA also includes expanded prevention
coverage for Medicare beneficiaries, starting in
January 2011, including a new annual wellness
visit and a personalized prevention plan, and
the elimination of cost-sharing for most preven-
tive services covered by Medicare.

States that choose to expand their Medicaid
programs, beginning in 2014, will enroll most
new beneficiaries in Medicaid expansion plans.
These plans will likely have to cover the same
preventive services as private insurers.




B Abdominal Aortic Aneurysm Screening

M Alcohol Misuse Screening

B Aspirin Use

M Blood Pressure Screening

B Cholesterol Screening

B Colorectal Cancer Screening

)«

Beginning January 1, 2013, states’ “traditional”
Medicaid programs will have the opportunity
to receive a one percent point increase in their
federal matching rate if they cover the immu-
nizations recommended by ACIP and the pre-
ventive services rated “A” or “B” by USPSTF,
without charging cost-sharing for these services.

Why Expanding Coverage of Preventive
Services Matters:

B According to the Partnership for Prevention,
more than 100,000 lives could be saved annu-
ally by increasing the use of just five clinical
preventive services.?* However, close to half
of the U.S. adult population does not use the
commonly recommended clinical preventive
services, and Healthy People 2020 reports low
levels of use of important preventive services.?”
While the uninsured often have the lowest
preventive services utilization rates, cost is a
barrier even for those with health insurance.?

B According to Health Affairs, a greater use of 20
proven clinical preventive services would save
more than two million lives annually and could
result in savings of $3.7 billion annually.?’

B A 2012 survey by the Kaiser Commission
on Medicaid and the Uninsured found that
many states require co-pays or cost-sharing
from beneficiaries for many preventive ser-
vices, and will continue to require these
co-pays even after they are eliminated for
beneficiaries covered by group private insur-
ance coverage under the ACA. For instance,
of the 48 state Medicaid programs that cover
breast cancer screening mammography, 13
require a co-payment from the patient.*

Recommendations:

A The government and private insurers should
implement policies and programs to increase
utilization of preventive services, particularly
among communities with under usage.

A All insurers should eliminate co-pays for
USPSTF A and B services. In particular,
Medicare and state Medicaid programs should
meet, at the minimum, the requirements set by
the ACA for private insurers and self-insurers.

A The Medicare program should ensure that
all beneficiaries are aware of the increased
coverage and elimination of most co-pays for
preventive services in order to help encourage
increased use of these services.

A A mechanism must be created to review and
reconcile inconsistencies in preventive ser-
vices recommendations and benefit coverage,
in order to ensure full coverage of the most
effective preventive services across all payers
and protect population health in addition to
individual benefit. All forms of insurance, in-
cluding Medicare, Medicaid and private pay-
ers, should be required to cover all USPSTF’s
A and B level recommendations. In addition,
there should be a way to reconcile differences
in recommendations from the CDC and USP-
STF. For instance, because CDC’s recommen-
dations are based on stopping the spread of
disease as well as treating individuals and the
USPSTF considers individual benefit of ser-
vices, there were delays in coverage for effec-
tive HIV prevention services and continue to
be delays in coverage of hepatitis prevention.

ADULTS: PREVENTIVE SERVICES COVERED UNDER THE ACA

M Depression Screening

H Type 2 Diabetes Screening
M Diet Counseling

M HIV Screening

B Immunization Vaccines

M Obesity Screening

M Sexually Transmitted Infection
Prevention Counseling

M Tobacco Use Screening and Tobacco
Cessation Interventions

B Syphilis Screening



WOMEN: PREVENTIVE SERVICES COVERED UNDER THE ACA

B Anemia Screening

M Bacteriuria Urinary Tract or Other
Infection Screenings

M Breast Cancer Mammography
Screenings

M Breast Cancer Chemoprevention
Counseling

M Cervical Cancer Screening

B Chlamydia Infection Screening

B Contraception

B Domestic and Interpersonal Violence

Screening and Counseling
M Folic Acid Supplements
B Gestational Diabetes Screening
B Gonorrhea Screening
B Hepatitis B Screening

B HIV Screening and Counseling

B HPV DNA Test
M Osteoporosis Screening
M Rh Incompatibility Screening

M Tobacco Use Screening and
Interventions

M Sexually Transmitted Infections
Counseling

M Syphilis Screening

M Well-woman Visits

CHILDREN: PREVENTIVE SERVICES COVERED UNDER THE ACA

B Alcohol and Drug Use Assessments
B Autism Screening

M Behavior Assessments

M Blood Pressure Screening

M Cervical Dysplasia Screening

B Congential Hypthyroidism Screening
M Depression Screening

B Development Screening

B Dyslipidemia Screening

B Flouride Chemoprevention Supplements

M Gonorrhea Prevention Medication
M Hearing Screening

H Height, Weight and Body Index
Measurements

B Hematocrit and Hemoglobin Screening

B Hemoglobinopathies or Sickle Cell
Screening

M HIV Screening

M Immunization Vaccines

M Iron Supplements

M Lead Screening

M Medical History

B Obesity Screening and Counseling
B Oral Health Risk Assessment

B Phenylketonuria Screening

M Sexually Transmitted Infection
Prevention and Screening

M Tuberculin Testing

M Vision Screening

MEDICARE BENEFICIARES: PREVENTIVE SERVICES COVERED UNDER THE ACA

Il Abdominal Aortic Aneurysm Screening

M Alcohol Misuse Screening and
Counseling

M Bone Mass Measurement

M Cardiovascular Disease
(Behavioral Therapy)

B Cardiovascular Screenings
M Colorectal Cancer Screenings

B Depression Screening

M Diabetes Screening

M Diabetes Self-Management Training
M Flu Shots

B Glaucoma Tests

B Hepatitis B Shots

M HIV Screening

B Mammogram Screening

B Medical Nutrition Therapy Services

M Obesity Screening and Counseling

M Pap Test and Pelvic Exam
(and Breast Exam)

M Pneumococcal Shot
M Preventive Visits
M Prostrate Cancer Screenings

M Sexually Transmitted Infections
Screening and Counseling

B Tobacco Use Cessation Counseling




b. Expand Medicaid and Private Insurer Coverage of Community

Prevention Programs

Current Status:

Public and private insurers have traditionally
focused on reimbursing activities that happen
directly within health-care settings. However,
there is growing evidence that Americans can-
not achieve health goals without support to fol-
low advice from their doctor in their daily lives
— in neighborhoods, workplaces and schools.
Examples of community-based prevention pro-
grams include diabetes prevention initiatives that
help promote physical activity and good nutrition
and smoking cessation support groups. A num-
ber of public and private insurers have started
to cover evidence-based prevention programs in
communities, but currently these efforts are lim-
ited and have been constrained by legacy systems
that focus on individual beneficiaries and fee-
for-service models. For instance, current author-
ity enables states to support prevention, health
education and counseling when these services
are delivered by Medicaid-participating provid-
ers directly to Medicaid beneficiaries in the tradi-
tional Medicaid program, regardless of where the
services are delivered. However, states are more
constrained in their ability to offer services that
have not traditionally been covered, such as coun-
selors at the YMCA or community health workers.

Why Expanding Medicaid and Private
Insurer Coverage of Community Prevention
Programs Matters:

B Two-thirds of Americans are overweight or
obese and around 20 percent of adults smoke.
Chronic conditions, many of which are related
to obesity, lack of physical activity and tobacco,
are among the biggest drivers of both public and
private health care costs. Limiting support to
care provided in health care settings has proven
unsuccessful in reducing these disease rates.

B Within Medicaid, 78 percent of program
spending on non-institutionalized beneficia-
ries is spent on the 40 percent of individuals
who have chronic health conditions.*!

M Currently, Medicaid reimbursement cannot
be provided for a program if that program
helps a community or group that has both
Medicaid beneficiaries and those not eligible
for Medicaid as members.

M Many states do not currently support or autho-
rize using Medicaid funds for community-based
prevention programs. While some states have
supported community-based prevention initia-
tives through managed care arrangements or
disease management programs under existing

authority, the scope and use of this authority has
not been emphasized or made clear to all states.

Recommendations:

A Expand Medicaid coverage of community
prevention programs.

Clarify states’ ability to reimburse a broader
array of health providers and pay for additional
covered services. The Medicaid program
should formally recognize, in direct communi-
cation with the states, the importance of com-
munity-based providers, services and programs
in preventing disease and delaying progression
of chronic diseases. First, they should allow
services from different practitioners — includ-
ing nutritionists and health educators — to be
covered. Under the regulation for optional pre-
ventive services, the phrase “physician or other
licensed practitioners” should include any prac-
titioner who has gone through a state-approved
certification program. Second, they should
clarify that states are allowed to pay for group
health education classes as part of their care.

Examples of community prevention pro-
grams that states should be explicitly per-
mitted to fund through their Medicaid
programs: Establish group wellness programs
through a community-based organization,
such as a YMCA or a community center, that
includes exercise classes, wellness classes and
individualized coaching on lifestyle behavior
changes; develop aworkplace wellness initia-
tive targeting small businesses with low-wage
workers — some of whom will be Medicaid
beneficiaries, while others will not qualify
for coverage under current program rules;
create a partnership between a children’s
hospital and a youth-serving organization to
develop an education and coaching program
for parents of premature infants, regardless
of insurance status; develop a public health
departmentled community prevention and
coaching initiative on healthy eating, ex-
ercise, parenting and other aspects of well-
ness that targets low-income neighborhoods,
where many, but not all, residents would be
Medicaid beneficiaries; and allow a commu-
nity-based asthma management initiative to
purchase items (such as heap filters and high-
powered vacuum cleaners) and services that
are not traditionally covered by Medicaid,
but are needed to manage a child’s indoor
environment, or allowing the family to pur-
chase these items and services themselves.™



Expand states’ ability to reimburse additional
entities. CMS should clarify that states may re-
imburse community-based organizations, pub-
lic health departments and other entities (such
as schools) for community-based prevention,
health education and counseling activities.

Identify and disseminate community preven-
tion best practices by Medicaid programs. CMS
should document and provide information to
every state about the best practices, implementa-
tion tools, and health and cost saving outcomes
of community prevention activities currently
supported by Medicaid programs.

A Use new Medicaid health homes to improve
coordination of health and other services for
low-income Americans. The Affordable Care
Act’s Medicaid health homes provision offers
states a new opportunity to provide a point of
coordinated care of not only health care and
public health services but also a range of other
support services, such as housing and food as-
sistance, to lower-income and vulnerable Ameri-
cans. The Medicaid health home option allows

HOW IT’S WORKING
Public Partners:

B The National Diabetes Prevention Program
(DPP) is a 16-week lifestyle improvement pro-
gram for individuals at high-risk for diabetes.
This program engages individuals in group
education with a trained lifestyle coach, focus-
ing on improved eating habits, increased phys-
ical activity, and other behavior modifications.
UnitedHealth Group began partnering with
the YMCA in 2010 to replicate this program
in additional settings, working with pharma-
cist-led education and behavioral interven-
tion initiatives within the pharmacy setting at
Walgreens. Some states help support DPP via
public-private partnerships with Medicaid.

M The Asthma Network of West Michigan provides
intensive home-based case management to low-
income children and adults with moderate to
severe asthma, which includes support from
state Medicaid. This program encompasses 12
months of home visits by trained professionals,
which cover environmental assessments, pa-
tient and caregiver education on asthma man-
agement and trigger avoidance. The Network
estimates that the case management program
generates net per child savings of $800 per
year.* The Network also sponsors a week-long
Asthma Camp that educates children in asthma
management techniques in addition to engag-
ing them in regular summer camp activities.

states to incentivize providers to offer a range of
care management and coordination services for
Medicaid beneficiaries with two chronic condi-
tions, or with one chronic condition and at risk
of another. When states begin the ACA Medic-
aid expansion in 2014, another 11 million low-
income beneficiaries will be potentially eligible
for these Medicaid health home services. Public
health departments can partner with a range of
government and community groups to ensure
improved delivery of the range of services avail-
able to help individuals enrolled in Medicaid
health homes. Many of these supportive ser-
vices can make a big difference in both improv-
ing quality outcomes and reducing cost.

A Expand private insurance coverage of
community prevention programs. Private
insurers must also increase support for com-
munity-based prevention programs so their
beneficiaries and the larger community they
serve have the opportunity to take part in ef-
fective, evidence-based programs to support
them where they live, learn, work and play.

Private Partners:

M Blue Cross and Blue Shield (BCBS) com-
panies are using their resources, including
hundreds of employee volunteers, to pro-
mote wellness and the prevention of dis-
ease through programs tailored to meet the
needs of rural, urban, and targeted ethnic
and cultural communities. They have part-
nered with the First Lady’s Partnership for
a Healthier America to sponsor 40 new Play
Streets — roads closed to traffic and open to
the community to encourage physical activ-
ity. They also partnered with community or-
ganizations to launch Healthy Kids, Healthy
Families, focusing on nutrition education,
physical activity, managing and preventing
disease, and supporting safe environments
with the goal of improving the health and
wellness of at least one million children over
three years across its health plans in Illinois,
New Mexico, Oklahoma and Texas. In Iowa,
they support the Blue Zones Project, target-
ing Iowa communities to implement system-
atic environmental changes that optimize
the healthy choices in places where people
live, work and play. In North Carolina,
they launched Nourishing North Carolina,
a statewide community gardening program
that makes locally grown, healthy food more
accessible to communities across the state.




In Nebraska, they partnered with commu-
nity organizations to launch Omaha B-cycle,
the first large-scale municipal bike sharing
system in Omaha. And, they are working to
address healthcare disparities in low-income
and ethnically diverse communities by fund-
ing 12 safety net health care center programs
in Maryland, Virginia and D.C. that provide
health care services for low-income, medi-
cally underserved communities.

M Kaiser Permanente funds community health

initiatives (CHI) that take a preventive ap-
proach to health care through targeted grant-
making and convening and partnering with
community organizations. Their CHIs focus
on policies and programs that promote healthy
eating and active living — HEAL — where
people live, work and play. Their approach
is to assess a community’s health, make invest-
ments in their needs, and track outcomes, with
a minimum of a seven year to 10 year invest-
ment to ensure behavior and health changes.

portunities for Prevention Savings in Medicare and Medicaid

Number of Total Percent Percent Medical Medical
beneficiaries, | spending, of federal of state spending spending
2012 2012 budget, 2012 budgets, linked with linked with
average, obesity, 2008 | tobacco use,
2012 2004
Medicare 50 million $591 billion 15% N/A 8.5% of $27.4 billion
expenditures
Medicaid 56 million $459 billion 8% 24% 11.8% of $30.9 billion
(40% is expenditures | (federal share:
spent on $17.6 billion
low-income state share:
Medicare $13.3 billion
beneficiaries) state)
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Seattle and King County: Building an
Integrated Health, Human Services and
Community-based Prevention System

By Janna Wilson, Senior External Relations Officer, Public Health — Seattle & King County

| \ | ationally and in Seattle and King County,

health care reform is accelerating the
work to better deliver both clinical services and
population-based prevention, and there is much
talk about the integration of public health and
the health care delivery system. As we do this,
however, we need to concurrently build out the
third leg of this stool—the integration of human
services—to more effectively tackle the underly-
ing causes of poor health.

In King County, some 79,000 additional people
are expected to enter the Medicaid program

in 2014, and another 117,000 people with low
and moderate incomes will be eligible for tax
credits and cost sharing assistance to encourage
coverage under plans sold in the Exchange mar-
ketplace, Washington Healthplanfinder. While
they are a varied group, their profile includes
those who are expected to experience chal-
lenging social circumstances such as unemploy-
ment, housing problems, abusive relationships,
substance abuse, or food instability — circum-
stances which in turn affect their health.

Today, many of these uninsured low-income
adults in King County connect with health and
human service systems on an intermittent basis.
They engage during times of need and crisis, and
then may “drop out” when the issues stabilize
— too often only to find that those issues re-
surface later because the underlying conditions
were not addressed. With health care reform,
low-income residents are expected to have
health care coverage that allows for on-going
attachment to a “medical home,” replacing
what had been intermittent contact with a more
stable, on-going connection. We’re working to
leverage this system change into a platform for
providing more efficient, stable connections to
human services. As local government — and

a major funder of these services — we're in a
good position to make a difference.

As part of our pathway to accomplish this, we
convened and continue to work with the King
County Health Reform Planning Team, a group
of representatives from across the health, be-
havioral health and human services fields, that
emerged following the 201 | kick-off dialogue.
They work with us to identify tactics that will
drive more linkage and coordination between
human services and the health care systems.

We recently worked with our King County Ex-
ecutive and the King County Council on success-
ful legislation that calls for the development of

“a plan for an accountable and integrated system
of health, human services and community-based
prevention in King County... in collaboration
with the departments of public health and com-
munity and human services, and a community
stakeholder panel informed by local and national
expertise.” The plan must include recommenda-
tions on investment strategies and financing op-
tions, a positive sign that local elected officials are
engaged and recognize the larger benefits to our
community’s well-being that could be realized.

Our efforts extend as well into the depths of the
Medicaid program, where we are actively influ-
encing Medicaid transformations being rolled out
at the state level. When Washington State began
its design of a managed care demonstration to in-
tegrate care for people dually eligible for Medic-
aid and Medicare—our poorest, most vulnerable
residents with extensive human service needs
and involvement—county human service leaders
advocated for a state legislative provision that as-
sured the demonstration could only go forward
in a geographic area with county government ap-
proved terms and conditions of participation. Be-
cause we share responsibility for the well-being
of this population, the alignment between the
state, the managed care organizations and local
entities was important to us.




Seattle and King County CONTINUED

In our County, we’ve chosen to place ourselves
right in the middle of this complex project. Quite
simply, for the demonstration project to achieve
its goals, local human services expertise and
relationships must be involved. In the latter half
of 2012, King County’s Department of Commu-
nity and Human Services, Public Health-Seattle
& King County, and our Area Agency on Aging
worked with state Medicaid program staff to de-
sign the terms of our county’s participation in the
demonstration, with one of the critical provisions
being a commitment to work together in an im-
plementation team to share information, monitor
impacts and make course corrections.

We are also engaged with state Medicaid pro-
gram partners and managed care plans in shap-
ing the design and standards for “health home”
services, a provision under section 2703 of the
Affordable Care Act that provides enhanced
federal match levels for care management of
Medicaid beneficiaries with chronic health con-
ditions. Linkage to social services and health
promotion are among the required services, and
we believe it’s here at the local level where we
can best arrange for a systematic approach to
making these connections, and negotiate with
the payers who stand to benefit financially from
the benefits of those services.

Like many states, Washington is increasingly turn-
ing to managed care in the Medicaid program

to advance integration as well as better manage
costs. As managed care works to serve its grow-
ing volume of members with more complex social
issues, our health department is already initiating
contracts with them in our relevant areas of ex-
pertise, such as case management of children with
highly complex health issues, and a post-hospital
recuperation program for homeless adults.

Through these activities, we are intersecting
with the health care system and payers around

Building community and political will
for an integrated system of health,
human services, and community-based
prevention in King County, Washington

In 2011, at a community center in a suburb
south of Seattle, over 120 representatives
Jfrom the region’s medical, behavioral health,
public health, human services and local gov-
ernment systems kicked off a dialogue about
how to use the opportunities of health care re-
Sform to build a healthier King County. The
gathering was co-convened by Public Health-
Seattle & King County and our fellow
county agency the Department of Community
and Human Services, with the support of the
King County Executive.

As the group settled, a manager of an afford-
able housing agency whispered to organizers,
“I'm here but I'm not sure why —what do
I have to do with health care reform?” We
talked through the many ways that her pro-
gram supported people’s health: first and
foremost, they helped people get and stay in
housing. They reminded tenants about ap-
pointments. They hosted job fairs and healthy
cooking classes. And they were going smoke-
free. “Your tenants are the health care systems’
patients,” we explained, “and you are doing
far more to impact health and health care costs
than you realize. You have everything to do
with health care reform.” She stayed.

what’s most on their minds today — controlling
costs while improving health—to shape their
roles in supporting that critical third leg of the
stool, a robust and much-needed integration
with human services.



The Blue Cross and Blue Shield
Association: Creating a Healthier America,
One Community at a Time

Dr. Allan Korn, Senior Vice President and Chief Medical Officer (Ret), Blue Cross and Blue Shield Association

I he Blue Cross and Blue Shield System is
made up of the Blue Cross and Blue Shield

Association (BCBSA) and 38 independent Blue
Cross and Blue Shield (BCBS) companies that
provide health insurance coverage to more than
100 million people--one in three Americans.
For more than eight decades, The Blues® have
viewed their responsibility and commitment to
the communities that they serve as reaching far
beyond insurance coverage.

As community leaders with a presence in every
zip code, Blue Cross and Blue Shield companies
are positioned to offer an array of programs and
services that address both the national and local
health concerns of American families. Because
Blue Cross and Blue Shield companies are lo-
cally operated, they have an ability to create
programs that meet each community’s specific
needs. Yet this nationwide network also en-
ables the Blues to take the best of what works
at the local level and replicate or adapt it to
work in other communities across the country.

Blue Cross and Blue Shield companies are
using their resources, including hundreds of
employee volunteers, to promote wellness
and the prevention of disease, with many of
these programs focused on increasing physi-
cal activity and promoting healthier nutrition
choices. These activities can help reduce obe-
sity, which leads to heart disease, diabetes and
other chronic illnesses that take a terrible toll
on patients and their families and lead to higher
healthcare costs for everyone.

Programs are tailored to meet the needs of
rural and urban communities, as well as the
particular needs of diverse ethnic and cultural
communities where access to care and preven-
tion information often is lacking. Successful
programs are expanded statewide and in some
cases, nationwide. They are already showing
concrete results:

Individual Cities

In 201 I, Blue Cross and Blue Shield of Nebraska
partnered with Live Well Omaha, a long-term
collaborative partner for improving the overall
health of area residents and positioning Omaha
as a thriving community, and Community Bike
Project Omaha, which works to improve access
to bicycles for everyone. Together they launched
Omaha B-cycle, the first large-scale municipal
bike sharing system in Omaha. The goal of
Omaha B-cycle is to provide a cost-effective, en-
vironmentally friendly, and healthy way for riders
to make quick trips or enjoy the city’s riding trails.
B-cycle riders also help keep pounds of pollutants
out of the air, conserve fuel, and burn calories.

To use B-cycle, participants select a bike,
swipe a membership card or credit card, ride
the bike and then return it to one of the five
stations located throughout the city. Since its
start, 850+ members burned an estimated
606,972 calories during an impressive 2,389
trips on B-cycle bikes.

Diverse Racial and Ethnic
Communities

Blue Cross and Blue Shield companies are working
to address healthcare disparities in low-income
and ethnically diverse communities by tailoring
approaches for the local communities they serve.

In Western Pennsylvania, Highmark Inc. became
the first Blue Cross and Blue Shield company

to receive a Distinction in Multicultural Health
Care by the National Committee for Quality
Assurance (NCQA). The award specifically
recognizes Highmark’s commercial HMO and
Medicare Advantage HMO products offered
under the Keystone Health Plan West subsidiary.
Clinical interventions targeting minority patients
have improved hypertension medication adher-
ence, blood pressure control, colorectal cancer
screening rates and diabetes care.




The Blue Cross and Blue Shield Association CONTINUED

Statewide Initiatives
North Carolina

Blue Cross and Blue Shield of North Carolina’s Nourishing North
Carolina is a statewide community gardening program that makes
locally grown, healthy food more accessible to communities
across the state. The program, which began in 201 |, provides
resources to create or enhance community gardens in each of
North Carolina’s 100 counties. This innovative program involves
collaboration between the community, the local public school
system, health department and parks and recreation depart-
ments. Community residents and elementary school students
volunteer weekly to maintain the garden, sharing both in the
work and rewards that come from home grown food. Gardens
located in food deserts or areas that will be providing fresh pro-
duce to underserved/at-risk-populations are given higher consid-
eration over other applicants. A food desert is any area where
healthy, affordable food is difficult to obtain.

Last year, Nourishing North Carolina supported 25 community
gardens across |9 counties. More than two tons of produce from
these gardens was donated to food shelter and rescue organiza-
tions. To date, Nourishing North Carolina supports a total of 55
community gardens across 41 counties. In addition, the gardens
have also offered hundreds of hours of physical activity to com-
munity volunteers. Blue Cross and Blue Shield of North Carolina
also established its own community garden, maintained by em-
ployees, on its office campus. All of the garden’s produce is do-
nated to a local organization that provides food to the needy.

lowa

lowa ranks as the |6th healthiest state in the nation and in Au-
gust 201 |, lowa Governor Terry Branstad issued a statewide
challenge to make lowa the Healthiest State in the nation by
2016 as measured by the Gallup Healthways Well-Being Index®.

Wellmark Blue Cross and Blue Shield of lowa is playing a major
role toward achieving this goal through their support of the
Blue Zones Project™. “Blue Zones” is a phrase coined by Dan
Buettner, National Geographic author and researcher, and
refers to areas in the world where people are not only living
longer, but are also living healthier and happier. The research
has been used to develop tools and programs that are being
applied through a community-by-community movement to im-
prove the well-being of all lowans. By encouraging systematic
environmental change that optimizes the places where we live,
work and play, the healthy choice will become the easy choice.

Four lowa communities — Mason City, Waterloo, Cedar Falls
and Spencer — were selected as the initial demonstration
sites in May of 2012. Six additional lowa communities with
populations of more than 10,000 will be announced in January
2013, for a total of 10 Blue Zones Project demonstration sites
of this size. Additional demonstration sites with populations
of less than 10,000 citizens will be selected and the first round
of those will be announced in October 2012.

Multi-State Initiatives

Last year, Health Care Service Corporation (HCSC) launched
the Healthy Kids, Healthy Families initiative with the goal of im-
proving the health and wellness of at least one million children
over three years across its health plans at Blue Cross and Blue
Shield of lllinois, Blue Cross and Blue Shield of New Mexico,
Blue Cross and Blue Shield of Oklahoma and Blue Cross and
Blue Shield of Texas. Healthy Kids, Healthy Families focuses its
efforts in four areas: nutrition education, physical activity, man-
aging and preventing disease, and supporting safe environments.

Key 201 | partners included: OrganWise Guys, a school-based
program that encourages children to take charge of their health;
KaBOOM!, which builds safe, new playgrounds to encourage
physical activity; and the Care Van program, which provides
preventive care to the uninsured and medically underserved.

In 201 I, the Healthy Kids, Healthy Families initiative provided
funding in 49 schools, helping to improve nutrition education for
approximately 24,500 students. It also helped build nine new
playgrounds that served more than 23,000 children and pro-
vided more than 145,000 immunizations to kids in need.

National Programming

In addition to the Blues’® projects in local communities, BCBSA
also has national programming and sponsorships that encourage
healthier living for all Americans. For example, BCBSA recently
joined with the First Lady’s Partnership for a Healthier America
(PHA) to sponsor 40 new Play Streets — roads closed to traf-
fic and open to the community to encourage physical activity.
Cities and towns across the U.S. are invited to apply for funding
that will create at least four Play Streets per locality. Ten cit-

ies are to be chosen based on their on-going commitment to
increasing physical activity among kids; health education and
programming; sustainability of the program concept; and com-
munity development. They will receive funds and support from
PHA and BCBSA for the events in their city or town.

Cities that already have begun participating have seen an imme-
diate impact. In New York City, 64 percent of the kids using Play
Streets reported that, if not for the local Play Street, they would
have been engaged in a sedentary activity. Seventy-one percent
reported that they walked to their Play Street, an added benefit.
The same survey also underscored the promise that Play Streets
holds for local economic development: Area businesses reported
that foot traffic around the Play Streets increased greatly.

BCBSA is committed to maintaining and expanding these ini-
tiatives and others like them to help people live healthier lives.
This effort will also help transform our nation’s healthcare
system from one that focuses on treating chronic, preventable
disease at great expense to one that helps prevent illnesses
and thus helps to curb costs.

For more information on how BCBSA and the Blue Cross and Blue
Shield companies, please visit www.BCBS.com.



Total Health: Public Health and Health Care

in Action

By Tyler Norris, vice president, Total Health Partnerships, Kaiser Permanente

I he burden of preventable chronic disease is placing signifi-
cant strain on the physical and fiscal health of our nation.
Nothing less than the long term well-being of the country is at
stake. It is therefore incumbent on the health care sector to not
only deliver the best patient outcomes at the lowest possible
cost, but also to reduce demand on the healthcare system over-
all, and contribute to the health of our population by embracing
prevention as a central element of providing value.

In everything we do at Kaiser Permanente, our aim is to
measurably improve the health of our members and the com-
munities we serve. As an integrated health care system serving
more than nine million members in nine states and the District
of Columbia, primary community prevention is a top priority.

The National Committee for Quality Assurance recently published
its annual 2012 report ranking health plans in three categories:
Medicare, Medicaid and Private (Commercial). For the second
year in a row, Kaiser Permanente’s three largest regions, totaling
nearly seven million members, had the top three Medicare health
plans in the nation. Our success demonstrates the dedication of
our physicians and care teams working collaboratively to create a
better, safer patient experience. But it also reflects our commit-
ment to work with local, state, and national partners to prevent
disease, improve population health status, and address the un-
derlying determinants of health and drivers of disparities. We are
committed to helping our members, our workforce, their families,
and our communities achieve Total Health through the services
we provide, and by promoting clinical, educational, environmental,
and social actions that improve the health of all people.

Total Health

To accomplish our aim of making lives better, we bring four
primary resources to bear:

I. Clinical Quality: We have 17,000 physicians. In addition to
providing high quality care, our physicians are responsible
for making primary prevention in the clinical environment
a major component of care. Further, they bring a valuable
medical voice to local, state and national initiatives working
on priorities such as increasing regular physical activity, and
providing access to healthy affordable foods.

2. Behavior Change: We work closely with our members and cor-
porate customers to employ strategies that help people eat more
nutritious foods, be more physically active, quit tobacco, and use
alcohol only in moderation. These are the four primary risk factors
that lead to the big-four killers: cardio-vascular disease, diabetes,
some cancers, and chronic respiratory disease. These are the pri-
mary chronic diseases which are the leading driver of the spiraling
demand for, and cost of health care in our nation.

MAZON: Healthy food in hard times

Kaiser Permanente is proud to pariner with MAZON: A Jewish
Response to Hunger, in Healthy Options, Healthy Meals,
a groundbreaking national initiative to make healthy and
nutritious food more accessible for low-income families. Feeding
America food banks in the eight Kaiser Permanente regions
were invited to participate in this two-and-a-half year initiative,
which aims to strengthen their capacity to achieve their healthy
Jfood goals, wherever they may be along the healthy eating
continuum. Healthy Options, Healthy Meals is designed to be
collaborative not prescriptive; together, MAZON and participat-
ing food bank partners will co-create a process for change and
help shape how the food bank community conducts this type of
work. MAZON will provide a framework for approaching this
important work, as well as technical resources and a peer-to-peer
network. MAZON will also provide individualized support, as-
sisting each food bank in customizing a plan that is tailored to
its meeds and strategic goals on its path to becoming a stronger
change agent and community resource for healthy eating.

Farmers Market

Each year, more than 30,000 people attend Green Market — a
Farmers market held every Saturday from May through October
in Piedmont Park, Atlanta, Georgia — which offers a variety
of organic fruits, vegetables, fresh cut flowers, baked goods and
more. In addition to the marketplace, the event offers healthy
cooking demonstrations and fitness classes to encourage everyone
lo get healthy and stay healthy.

Healthy Environments: When we talk about environments,
we include built, food and beverage environments, as well

as social, cultural and natural environments. To support the
guidance we provide to patients in the clinical setting, it is vital
to help support healthy behavior choices where people live,
learn, work, pray and play. We work collaboratively with our
community partners to ensure that the healthier choices are
the easier choices.

. Community Engagement and Grantmaking: In addition to

providing extensive charity care and coverage to low income/
high need residents of the communities we serve, we are also
investing in over 40 long-term community health initiatives that
employ evidence-informed best practices derived from decades
of learning. We do this via targeted grantmaking, convening,
and partnering with trusted community organizations such as
community health centers, schools and after school programs,
farmers markets, YMCA's, and faith based programs.




Total Health coNTINUED

Obesity Prevention and Treatment:
Exercise as a Vital Sign

There is no equivocating: obesity is driving multiple chronic
conditions that are seriously damaging the health status of our
nation, while concurrently driving up medical care costs.

Underlying obesity is the epidemic of physical inactivity which
places inactive individuals at risk of disease at every weight.

As an integrated delivery system, Kaiser Permanente is applying
its full array of resources to prevent our members from becom-
ing obese and/or developing chronic conditions such as type-2
diabetes and hypertension. In the clinical environment, we now
we routinely ask patients about their physical activity. We call this
Exercise as a Vital Sign. For many years, our doctors have asked
patients whether they smoke, and then guided users of tobacco
products to the means to quit. Now, we ask how active you are,
and then provide an array of means to support recommended
physical activity. Physical inactivity, even in people who appear

to be fit or skinny, is a significant predictor of long-term chronic
disease. If people say they aren’t physically active, or get less than
the recommended 30 minutes of moderate to vigorous physical
activity a day, five days a week our doctors make recommenda-
tions, increasingly linking to our community partners, to encourage
activity. For example, a pre-diabetic patient might be referred to a
YMCA Diabetes Prevention Program or the programmatic offer-
ings of a faith-based partnership or community recreation center.

We have to go beyond saying “you need to walk more, or be
more physically active.” So, our physicians write walking pre-
scriptions for patients. In turn, we are beginning to connect
patients with safe, convenient, affordable community resources
that support walking and physical activity.

There is no simpler, more powerful, more enjoyable thing we can
do for our health than taking a brisk walk 30 minutes a day, five
days a week! The health benefits for body, mind, and spirit are
proven and well documented. Walk with your family and friends.
Walk the kids to school. Have a walking meeting. Walk the dog!

In short, we may offer the highest quality health care in the nation, but,
if our members leave the doctor’s office, and go back into their daily
lives and community settings where there are inadequate supports to
healthier lifestyles — we miss the opportunity to optimize our indi-
vidual and collective health potential. At a time when health care costs
are rising we all need to do what we can to improve prevention and
keep people out of the care delivery system to start with.

Going Into Our Communities

Many health-related organizations and foundations provide
funding for community efforts. We’re a bit different in our
grantmaking and community partnership work — as we are
not a philanthropy, rather a not for profit integrated health
system, with a long-term stake in the communities we serve
and the health of the nation. We regularly engage in community
benefit activity by assessing community health needs, making

Food Oasis in Oregon

The Village Gardens project unites three neighborhoods — St. John’s
Woods, New Columbia, and Tamarack — with people working
logether to create an oasts of food security. Community gardens are
staffed and tended to by nearly 100 families representing 18 differ-
ent nationalities. Future goals are to serve the 10,000 people living
within a halfmile radius, and to be a model that others can use to
creale a healthier, more sustainable force in their community. Kaiser
Permanente is one of several key partners working collaboratively to
Jund and support the vision of the Village Gardens community.

investments in priority areas, and tracking outcomes over time.
Our employees and members are with us for the long term,
and our facilities and investments are rooted in place. In short,
we’re not going anywhere. So we don’t simply make short-
term grants and then move on. As a nonprofit mission-driven
organization, we invest in our communities over the long term,
to encourage and support changes that go beyond what we can
do in our clinical settings alone.

Consequently, when engaging in community partnerships, we
typically engage for a minimum of seven to ten years. To affect
measurable population level behavior and health changes, you
can’t make a grant, and then expect lasting change in just two
to three years. We take a longer view, focusing on community
assets and environments, and help build the long-term capacity
of community partners. The latter is vital so that communities
build the collective efficacy that is requisite to effecting measur-
able impact, at scale, with sufficient reach and intensity, over
time. The stronger community bonds and assets we help forge,
the better our clinical offerings can integrate with community
supports in a way that assures total health and well-being.

We also practice what we preach and apply the “power of the white
coat.” Our physicians often volunteer with community partnerships.
Over the years, they have stepped up to educate on the health
benefits of Safe Routes to School, Complete Streets, and the impor-
tance of neighborhood safety and affordable access to healthy foods.

Every Body Walk!

Walking is central to everything we do at Kaiser Permanente.
Every Body Walk!, a national public health campaign, powered by
Kaiser Permanente, aims to get adult Americans walking 30 min-
utes a day, five days a week (60 minutes for children). The online
walking hub at everybodywalk.org contains all that’s needed to
begin a walking routine — maps, tips, medical advice, partner re-
sources, inspiring videos, and a free mobile application.

We know that walking can cut the rate of diabetes and heart dis-
ease and even Alzheimer’s. It’s fun, easy and free and has amaz-
ing health benefits. That’s why our doctors are advocating the
benefits of walking and getting out to walk with their patients.



Community Health Initiatives

Our Community Health Initiatives take a preventive approach to
health care, focusing on policies and programs that promote healthy
eating and active living where we live, learn, work, and play. Commu-
nity health improves in an environment that promotes health and well-
being and the creation of that environment is accomplished through
providing the best medicine combined with education and vital public
health activities that support an informed and empowered population.

Educational Theatre

Kaiser Permanente created Educational Theatre Programs
(ETPs) to inspire children, teens and adults to make informed
decisions about their health, to build stronger, healthier neigh-
borhoods, and to improve public health by using the arts, cre-
ative education and youth advocacy.

Our ETPs are presented free of charge to schools and community
organizations and performed in school and community settings. Over
the past 25 years, the Program has reached |5 million children.

Kaiser Permanente’s ETPs use live theatre, music, comedy, and
drama to inspire children, teens, and adults to make healthier
choices and better decisions about their well-being. ETP’s live,
interactive performances enable students to identify and emo-
tionally engage with characters onstage, as well as learn infor-
mation in a dynamic way. ETP productions are offered free of
charge to eligible schools and community groups.

National Partnerships:

Nationally, Kaiser Permanente engages in a wide array of part-
nerships including:

B The Convergence Partnership supports healthy policy change
at all levels, promoting and supporting partnerships among
organizations and entities in multiple fields. www.convergen-
cepartnership.org

B The Weight of the Nation™ documentary series and public health
campaign presents a unique opportunity to spotlight the severity
of the obesity epidemic, to showcase strategies that work and,
most importantly, to catalyze action to end obesity. http://the-
weightofthenation.hbo.com/ and www.kp.org/weightofthenation

B The Community Commons is an interactive GIS mapping, net-
working, and learning utility for the healthy, sustainable, and liv-
able communities’ movement. www.communitycommons.org

B CHNA org is a free web-based platform designed to assist
critical access hospitals, non-profit organizations, state and
local health departments, financial institutions, and other
organizations seeking to better understand the needs and
assets of their communities — to make measurable improve-
ments in community health and well-being.www.chna.org

Everywhere Kaiser Permanente operates, our mission remains
the same: to provide high-quality affordable health care and

to improve the health of our members and the communities
we serve. This means making the communities safer, healthier
places to live, learn, work and play. We do this via:

M Providing access to affordable high quality care and coverage;

Live Well Colorado
Back in 2005, Kaiser Permanente Colorado introduced owr Thriv-
ing Communities initiative. This effort sought to mobilize and part-
ner with Colorado communities to develop programs, environmental
strategies, and policies that will work best in their respective neigh-
borhoods to promote healthy eating and active living. Eleven com-
munity organizations were provided funding and resources through
the Thriving Communities initiative to collaborate with local health
organizations, businesses, neighborhood associations, faith-based
organizations, local government, and parks and recreation depart-
ments in assessing needs and developing plans towards reaching
their goals. Each of the 11 communities developed unique programs
aimed at improving healthy eating and increasing active living.
The activities ranged from teaching nutrition through growing and
maintaining gardens to improving local roads and infrastructure
for better walking accessibility. Kaiser Permanente Colorado contin-
ued to develop parinerships to support the Thriving Communities
initiative, including working with the Colorado Department of Pub-
lic Health and Environment, The Colorado Health Foundation,
Governor Bill Ritter, and Lt. Gov. Barbara O’Brien. Through these
partnerships, Thriving Communities evolved into the statewide ini-
tiative now called LiveWell Colorado.

Today, LiveWell Colorado provides support to 17 community
organizations serving about 750,000 people in 11 Colorado
counties (Adams, Alamosa, Broomfield, Denver, Eagle, El Paso,
Jefferson, La Plata, Larimer, Prowers, and Summit). Its goal: to
initiate policy, environmental, and lifestyle changes that remove
barriers and encourage healthy behaviors among all Coloradans.

M Helping public hospitals and community clinics improve the
care they deliver and expand their treatment capacity;

B Supporting research, education and training;

B Promoting health through better diet, physical activity, and
vibrant neighborhoods; and

M Leveraging the power of the white coat to promote prevention
and ensure people who want to can get and remain healthy.

A nations’ health is it also its wealth. To assure a strong 3rd
American Century, it is incumbent on providers, payers, pur-
chasers, employers, labor, government agencies, community
organizations and residents of all types to do their part. Health
is not simply a private good — it is a strategic asset for the well-
being and security of our nation. With wise private and public
sector investments in prevention and public health, we can con-
currently improve our nation’s health, while lowering the pre-
ventable demand-driven costs of care over time. This is good
for people, good for our communities, and good for our nation.

| Kaiser Permanente at a Glance:
9 million members 35 million office visits

9 states and the District of
Columbia served

| 17,000 physicians

170,000 employees

$1.8 billion in community
investment in 201 |




2. PARTNER WITH HEALTH CARE PROVIDERS

Health care reform provides a new opportu-
nity for making prevention a higher priority in
order to improve health and contain costs. If
health care providers integrate prevention strat-
egies into their health care system models and

regular activities, we can move from a sick care
to a health care system. Health care providers
should look at creating new models with a focus
on prevention and incorporating prevention
into their previously mandated activities.

a. Incorporate Prevention and Public Health in a Reforming Health Care System

Current Status:

Traditionally, medical care services and public
health programs have operated separately. As
health care providers are reforming the way
they do business, following implementation of
the ACA, they are looking at new approaches
to coordinate public health and medical care.
For example, public and private health systems
around the country are developing new models
that move away from disjointed fee-for-service
care and are instead focusing on improving
health outcomes and containing costs.

One new approach to providing health care is
through the use of ACOs.?* % ACOs are groups
of health care providers that prioritize coordi-
nated care and quality goals to help achieve
improved overall health for their patients while
reducing health care costs. Under ACOs,
health care providers meet certain standards of
care, and can share in any savings that result
from improved care and cost reduction. Many
private ACOs have emerged around the country
over the past several years.

Another model that a number of public and
private health care providers are exploring is
“global payments” or “global budgets,” which
set a fixed fee for a system’s health care spend-
ing, based on a flat fee for each patient in a
given insurance pool. Providers are then held
accountable for the management of the total
cost of care for their patient population. Many
experts believe that an approach combining
global payments with incentives to improve
quality of care can lead to better value in terms
of health and cost outcomes.”” Global budgets
incentivize cost containment and may improve
the overall health of the community served,
and, like ACOs, shift away from disjointed fee-
for-service care.

Why Prioritizing Prevention and Public Health
in Reforming Health Care Models Matters:

M Disjointed fee-for-service approaches and
siloed systems have dis-incentivized coordi-
nated care, and have been ineffective at reduc-
ing disease rates, improving health outcomes
or controlling costs. New approaches, such as

ACOs and global payment models, focus on
improving the overall health of an insurance
pool and offer strong incentives to providers
to deliver the most effective care strategies pos-
sible, and to maximize effectiveness, they can
take an integrated approach to include com-
munity-based prevention and public health to
provide support for patients to be able to fol-
low doctor’s advice in their daily lives.

M Investing in prevention offers stronger po-
tential for returns for reformed systems using
health outcomes and cost savings as mea-
sures. For instance, under a global budget
system, the overall health of a community di-
rectly impacts the bottom line of that system.
Incentivizing payment for evidence-based
prevention programs can reduce rates of dis-
ease, prevent the development of complica-
tions from diseases and reduce the number
of a patient’s doctors’ visits.

Recommendations:

New health system approaches, including ACOs
and global health budgeting, must incorporate
community prevention and public health to be
successful in reaching goals to improve health
and lower costs. As health systems are devel-
oping reforms, they should be encouraged to
incorporate community-based prevention and
public health into their systems. Investing in
prevention as part of these overall models can
help providers more easily and effectively reach
their goals of healthier communities and lower
health care costs. Incentives and mandates
should be explored to encourage this integra-
tion, including developing models for sharing
savings achieved through prevention. Integrat-
ing prevention and public health with the larger
health care system can be implemented in a va-
riety of ways, including through coordination
with health care providers and existing public
health programs and departments.

ACOs should expand to an Accountable Care
Community (ACC) model. The creation of
ACOs has inspired a new model, ACCs, which
expands on the idea of the ACO to coordinate
care inside and outside the doctor’s office.



ACGs work across a range of sectors, including
employers, housing, transportation, education
and Chambers of Commerce, and work together
with health care providers and public health of-
ficials to find ways to improve health while also
achieving other critical goals. ACCs are based
on the recognition that different sectors interact
with public health. For example, being healthy
is important to being productive at work; stable
and safe housing impacts community members’
health; and a quality education helps improve
health and economic prospects. As with the
ACOs, a comprehensive approach works to im-
prove the overall health of individuals and can
result in health care savings. The range of orga-
nizations involved can then benefit from these
shared cost savings, and everyone benefits by
having a healthy and more productive commu-
nity. ACC models leverage the resources and
capabilities of all of the partners and share the
cost savings achieved by lower health care costs.

If global budgets are adopted, they should in-
vest in community-based prevention programs.
States and organizations with global budgets
have a strong incentive to identify and invest in
strategies to improve the health of the commu-
nity they serve. To be as strategic as possible,
global budgets should include investments in
community-based prevention. Including com-
munity prevention directly in global health
models can help improve health and bring down
overall costs, which, in turn, would provide more
resources to reinvest in the health care system.

HOW IT’S WORKING:

B The Accountable Care Community in Akron,
Ohio — a Community Transformation Grant
(CTG) recipient — reduced the average cost
per month of care for individuals with type 2
diabetes by more than 10 percent per month
over 18 months with an estimated program
savings of $3,185 per person per year. This
initiative led to a decrease in diabetes-related
emergency department visits (from nine to
six visits for people in the higher glycated he-
moglobin ranges, and from six to three visits
for people in the lower glycated hemoglobin
ranges). In 2011, the nonprofit organiza-
tion Austen Biolnnovation Institute (ABIA)
in Akron brought together a wide range of
70 different groups to launch the first-of-its-
kind ACC to coordinate health care inside
and outside of the doctor’s office for patients
with type 2 diabetes. The initiative received a
CTG from CDC of $500,000 per year for five
years for capacity building.

M The Vermont Medicaid Global Budget is
one example of a program that is making
“upstream” investments in prevention. By
providing increased support for community-
based prevention programs to improve over-
all health of the community, global health
budgets can improve the health of their en-
tire insurance pool. For instance, providing
increased access to healthy foods and safe
places to exercise gives everyone in the com-
munity the ability to more easily make healthy
choices in their daily lives. These programs
benefit everyone in the community and pro-
vide much needed support to people who
are managing chronic conditions, such as
by providing diabetics with support for their
on-going self-care, including opportunities
for physical activity and good nutrition. This
can pay dividends in reduced need for higher
cost clinical care and emergency room visits
and can limit the escalation of disease compli-
cations. Also, providing pre-diabetics access
to evidence-based community programs can
keep patients from developing full blown dia-
betes and keep their health care costs down.




AKRON, OHIO — THE FIRST ACCOUNTABLE CARE COMMUNITY IN ACTION*

Looking for ways to improve the vitality — particularly the
economic vitality — of the community, leaders in Akron, Ohio
identified health issues — particularly high rates of chronic dis-
ease and related health care costs — as a major concern.

The nonprofit ABIA brought together a wide range of 70 dif-
ferent groups to launch the first-of-its-kind Accountable Care
Community in 201 1.

The ACC is focused on improving the health of the community
and incentivizing the health care system to reward improved
health while delivering cost effective care. Success is measured
by factors including the improved health of the whole com-
munity, cost effectiveness and cost savings in the health care
system, improved patient experience for those using the health
care system and job creation in Akron.

The effort began by zeroing in one of the most widespread, high cost
preventable health problems in their community: type 2 diabetes.

Approximately || percent of adults in Akron have diabetes, and
2.| percent more are considered pre-diabetic and are at risk

for developing full blown diabetes.*? If current trends continue,
one-third of the Akron population could have diabetes by 2050.
Of the individuals with type 2 diabetes involved in Akron’s ACC,
around 38 percent have private health insurance, 3| percent
have public health insurance (Medicare or Medicaid) and 3| per-
cent have no health insurance. People with diabetes have 2.3
times higher average medical costs per year than non-diabetics.*

Effective approaches to prevent and control diabetes require a
comprehensive approach.

Strong, regular medical care, including coverage for care, is
important. But, daily self-management is also essential for indi-
viduals with diabetes. And, maintaining a healthy diet and levels
of physical activity are also necessary to help those with diabe-
tes improve their health and prevent others from developing
diabetes in the first place.

There is recognition that health care must focus on improv-
ing the overall health of individuals, which requires thinking
about their direct care but also how to coordinate maintaining
health outside the doctor’s office. Managing health in daily life
requires having information about nutrition and activity and
proper self-management education for those who are living
with health conditions. In addition, it is important to make
healthy choices easier in people’s daily lives. This includes
easier access to affordable healthy food, safe and convenient
places for physical activity, mental and emotional support, and
encouragement and incentives from employers, family, com-
munity- and faith-organizations and others.

The ACC built a collaboration to leverage the resources and
ideas of a wide range of organizations, including the major
hospitals and health care providers, employers, the Chamber
of Commerce, universities, housing groups, transportation
groups, economic developers and planners, a range of faith-
based organizations and many others. Some of the activities

and initiatives, in addition to those directly related to education
and care for disease, have included community gardens, fresh
food preparation, fit-minute exercise, among others.
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Akron has worked on the following initiatives: (1) expansion of the
concept of “public lands for public health” with the Cuyahoga Val-
ley National Park — including extending public transportation such
as bus lines to make the park more accessible to more members
of the community; (2) a regional health impact assessment of the
Akron Marathon; (3) partnerships with the faith-based community
for health education and screening for individuals who are under-
served including refugees and Native-Americans; and (4) work with
the Akron Metropolitan Transportation System to better under-
stand how to design or redesign systems transportation and the
built environment to provide increased opportunities access safe
places for physical activity and healthy, affordable food options.

The initiative also received a CTG from CDC to help support
their activities. CTGs are awarded to communities that are
taking integrated, evidence-based approaches to preventing
disease. ABIA received a $500,000 per year for five years
capacity-building grant in 201 |.*

The three major community health systems, the Akron Children’s
Health System, Akron General Health System, and Summa Health
System and many private provider groups in Akron participate

in the ACC. Combined, around 80 percent of all of the county’s
population are represented through participating hospitals,
providers and social service agencies. The initiative recognizes
that knowledge and information management is essential to un-
derstanding and analyzing health and cost patterns. They have
developed systems for confidential sharing of patient data using an
integrated data platform, which allows for the consistent and com-



parable analysis of data to be able to track health trends and cost
savings. Participating hospitals and providers receive a share of the
health care cost savings achieved by the program, and other funds
are reinvested in the ACC or other community efforts.

In just 18 months, the initiative is already seeing positive results:*

B The average cost per month of care for individuals
with diabetes was reduced by more than 10 percent
per month; and

H After one year of involvement, consistent reductions in
costs are in excess of 25 percent.

Other key highlight outcomes include:*
M Estimate program savings of $3,185 per person per year;

B More than half of participants lost weight (I |5 pounds),
decreased decreased body mass index (BMI) (almost 23
points), and reduced waist size (more than 25 inches);

M Lowered cost per person per contact hour with health care
providers ($25 vs. $37.50 for other leading diabetes preven-
tion programs);

M Better management leading to decrease in glycated hemo-
globin (Al C) (a measure of diabetes) and LCL cholesterol
(often known as “bad” cholesterol) levels;

B No amputations because of diabetes;

M Decline in emergency department visits because of diabetes:
a drop from nine to six emergency room visits for people in
the higher glycated hemoglobin ranges (HbAlc>8%); and a
drop from six to three visits for people in the lower glycated
hemoglobin ranges (HbA|c<8%); and

M Increase in reported exercise and flexibility.

The ACC has been successful in improving quality of care,
lowering the cost of treatment, delaying the progression of dis-
ease, expanding the population receiving comprehensive care,
reducing the overall burden of disease in the community, and
increasing productivity. The initiative is planning to expand to
focus on additional health problems, such as asthma.

Akron is a healthier place with lower health care costs because
of the ACC, and it is more attractive to businesses and other
groups because of its more vibrant and productive workforce.

ABIA developed the ACC model so it could be replicated in other
communities around the country, and has had more than 200 re-
quests for more information or consultation from other communities.

ABIA is a unique biomedical innovation institute, founded in
2008 by Akron Children’s Hospital, Akron General Health
System, Northeast Ohio Medical University, Summa Health

K AUSTEN BIOINNOVATION INSTITUTE IN AKRON

“As we think about the Accountable Care Community, we have the opportunity to impact quality of life, and also the economic vitality
of our community, not only for us but also serving as a national model and transporting to other parts of the United States.”

\ — Janine E. Janosky, Ph.D., vice president, head, Center for Community Health Improvement, ABIA

~

System, The University of Akron and the John S. and James
L. Knight Foundation. The City of Akron and the County of
Summit are key participants in the initiative.

/

Health Facts
B | | percent of adults have diabetes

M 30.4 percent of adults are obese and an additional 37.3
percent are overweight*

M 2| percent of adults smoke

Health Care Facts

B 14 percent of adults have not had health care insurance
M $9,749 average health care costs per adult per year
Community Facts

I 540,000 approximate Summit County,
Ohio (Akron) population

\I 24.8 percent of adults are physically inactive

KAKRON — SOME VITAL STATISTICS FROM COUNTY HEALTH RANKINGS AND ROADMAPS (2012)
FROM RWJF AND THE UNIVERSITY OF WISCONSIN POPULATION HEALTH INSTITUTE*

~

W 77.7 percent consume less than the recommended five
servings of fruits and vegetables a day*

B 57 percent of restaurants in the county are fast food restaurants
M 86 percent of working adults commute alone to their jobs
M |9 percent of adults have inadequate social support
Economic Facts

M 9.9 percent of adults are unemployed

M 22 percent of children live in poverty

M $45,768 is the median household income

M 34 percent of residents pay 30 percent of more of their
income on housing

*Source: ABIA White Paper*® /




Transforming Health by Developing an
Accountable Care Community

By Janine Janosky, Vice President, Head, Center for Community Health Improvement, Austen Biolnnovation

Institute in Akron

I he Austen Biolnnovation Institute in Akron
(ABIA) is a collaboration of Akron Children’s
Hospital, Akron General Health System, North-
eastern Ohio Medical University, Summa Health
System, The University of Akron and The John S.
and James L. Knight Foundation. Not surprisingly,
this partnership mirrors the Akron and Summit
county communities, as healthcare and education
are the region’s largest economic sectors.

Our region is also home to a vital community,
with an extensive park system that includes bik-
ing, hiking and running trails, cross-country skiing,
lakes and much more.

However, in the Akron Metropolitan Statistical Area
(MSA), which encompasses Summit County, 10.8
percent of the population has been diagnosed with
diabetes, with an additional 2.1 percent reporting
pre-diabetes or borderline diabetes as a diagnosis.
This compares to a rate of 10.1 percent for the
state of Ohio and 8.3 percent for the United States.

With regard to diabetes-related risk factors in
the Akron MSA, 24.8 percent of the population
reports no physical activity in the past month; and
77.7 percent of adults consume less than the rec-
ommended five servings of fruits and vegetables
per day. In addition, 37.3 percent of adults are
overweight, and 30.4 percent are obese.

Clearly, The Akron MSA represents an at-risk
community that would benefit from health
interventions.

In response to the region’s and nation’s need for
a collaborative and shared approach to commu-
nity health, about |8 months ago, ABIA’s Center
for Community Health Improvement began the
effort to usher in a new health culture in the
Akron region by developing an Accountable Care
Community (ACC), a new health model which
aims to foster collaborations borne of shared re-
sponsibility among various sectors to transform
health in Northeast Ohio.

The ACC is a collaborative, integrated, and mea-
surable strategy that focuses on health promotion
and disease prevention, access to quality services,
and healthcare delivery. As such, the ACC is not

Other communities around the U.S have imple-
mented smaller initiatives around community-
based approach to care with promising results.
Some examples include the Sagadahoc (Maine)
Health Improvement Project, the Community
Care of North Carolina Program and the Align-
ing Forces for Quality (AF4Q). These examples
of integrated, community-based health improve-
ment efforts have both informed and accelerated
the ACC initiative to impact.

dependent upon healthcare systems adopting
specific public or private payer initiatives. Rather,
it builds on initiatives to encompass not only the
area’s medical care providers, but also the pub-
lic health system and community stakeholders
whose work, taken together, spans the spectrum
of the determinants of health. In addition, the
ACC focuses on health outcomes of the entire
population of a defined geographic region, i.e.,
Summit County, OH instead of silos of popula-
tions of health consumers selected by a health
insurance entity or provider participant.

When we developed the ACC, it was important
to fundamentally change health and health care
delivery from silos to a more integrated and co-
ordinated system that utilizes existing resources
in the community, for example: concepts such as
patient-centered medical home, care coordina-
tion, shared accountability, collective impact, and
value-based payment.

Specifically, the ACC model is structured around
the following components:

(1) Development of integrated medical and public
health models that deliver clinical care in
tandem with health promotion and disease
prevention efforts;

(2) Utilization of interprofessional teams including,
but not limited to, medicine, pharmacy, public
health, nursing, social work, mental health, and
nutrition to align care management and im-
prove patient access and care coordination;



(3) Collaboration among health systems and
public health, to enhance communication and
planning efforts;

(4) Development of a robust health information
technology infrastructure, to enable access
to comprehensive, timely patient health
information that facilitates the delivery of
appropriate care and execution of effective care
transitions across the continuum of providers;

(5) Implementation of an integrated and fully mine-
able surveillance and data warehouse functional-
ity, to monitor and report systematically and
longitudinally on the health status of the com-
munity, measuring change over time and assess-
ing the impact of various intervention strategies;

(6) Development of a dissemination infrastruc-
ture to rapidly share best practices;

(7) Design and execution of a robust ACC
implementation platform and impact
measurement tool; and

(8) Policy analysis and advocacy to facilitate ACC
success and sustainability.

Significant progress has been made within the
initial 18 months of designing, developing, and
implementing the ACC. After analyzing and eval-
uating the needs to improve population health,
we identified diabetes as the initial priority. We
focused on the spectrum of health promotion and
diabetes prevention, diabetes self-management,
secondary and tertiary prevention of diabetes
complications, and the care and services of indi-
viduals currently living with diabetes.

ABIA was positioned as the hub for the develop-
ment and execution of the ACC including series
of targeted, multi-party interventions.

The first project encompassed a cohort of
individuals with diabetes who were linked to care
and services within the ACC. Available to each
of the individuals, based upon their needs, was
augmented medical care, programs and initiatives
for self-management, and secondary and tertiary
prevention. These included diverse interventions
such as education for self-care, nutrition, physical
activity, mindfulness for social and emotional
wellness, among many others.

After we linked these individuals with community
resources, we found beneficial health outcomes
and cost of care outcomes, showing improvements
in biometrics e.g., reduction in weight and/or waist
measurement, decline in blood sugar and increase
in self-reported fitness levels. In addition, we have

found an approximate |0 percent cost savings in
the utilization of care for these individuals.

The second project focused on a diabetes self-
management program that was an educational and
experiential program in a small group setting with
participants drawn from diverse practice sites.

For this cohort, studied microscopically, over a
six month period, we found that those individu-
als born before 1965 (baby boomers and older)
were the most successful at decreasing their BMI,
and lost an average of 2.166 points of BMI. For
all individuals, overall, they showed a decrease

in their Hemoglobin Alc (HbAIc) percentage by
approximately 0.45, with no differences by age,
generation, race, and limitations. This decrease
showed their diabetes is better controlled and
also led to an estimated savings of $3,185 per
person, per year in medical costs. In addition,
from the decrease in body weight, medical care
costs, and losses from work, the cost of absen-
teeism decreased by $580 per person, year.

As a group, the number of emergency department
visits was also lower during this period when com-
pared to the six months prior. We have compared
our findings to national findings, and the cost of our
programs and our improved health and cost savings
are well ahead of the norm. The analysis not only
demonstrated the biometric successes of the pro-
gram, but also reduced costs and improved overall
individual community health. These data show
that through an ACC positive outcomes along the
Triple Aim (improving the individual experience

of care, improving the health of populations, and
reducing per capita costs of care for populations,
according to Health Affairs) can be achieved.

As we move forward, with the support of the ABIA
partners and an expanding network of community
stakeholders, the ACC will enable Akron and Sum-
mit County, Ohio to become a guiding force for
better health across all portions of our society.

In February, 2012, we released an ACC White
Paper (available at http://www.abiakron.org/
Data/Sites/ | /pdf/accwhitepaper |20 | 2v5final.pdf),
which has received more than 50,000 hits to the
website, with over 15,000 downloads, and ap-
proximately 200 direct contacts. These direct
contacts are inquires referencing working with
health systems, universities, public health entities,
local governments, and so forth to develop and
implement an ACC in their communities. Quite
simply, our ACC model of shared responsibility
can be implemented and adapted for other com-
munities throughout the nation.



http://www.abiakron.org/Data/Sites/1/pdf/accwhitepaper12012v5final.pdf
http://www.abiakron.org/Data/Sites/1/pdf/accwhitepaper12012v5final.pdf

INNOVATIVE MODELS FOR PUBLIC HEALTH: EXAMPLES OF GLOBAL
BUDGETS IN ACTION

/

In 2009, BCBS of Massachusetts began a modi-
fied global payment plan, establishing a fixed
cost for the care of patients during a specified
time frame and included bonus incentives for
achieving quality goals. According to a 2012
study in Health Affairs, health spending for pa-
tients covered by this program was |.9 percent
lower in the first year and 3.3 percent lower in
the second year than for patients covered via
fee-for-service programs, and the 4,800 doc-
tors in the global payment program also scored
higher on measures of quality care.*” The study
found many doctors took cost-cutting steps
such as switching to less-expensive lab compa-
nies or extending their office hours to cut down
Kon their patients’ emergency room needs.

Blue Cross Blue Shield of Massachusetts Global Payment Plan

In August 2012, Massachusetts passed a law
aimed at controlling health care costs, which
included replacing traditional fee-for-service
payments for providers with alternative models,
such as global budgeting.*® Some policymakers in
the state project the law could lead to $200 bil-
lion in health care savings over the next |5 years.

The global payment approach is bolstered by
community-focused prevention and public
health programs, which supported the BCBS
beneficiaries and other Massachusetts residents.
In 2012, the state was also the first in the nation
to pass its own Prevention Fund to help reduce

health problems in the state.

/

In 2012, Oregon received a waiver from CMS for a
risk-adjusted global budget for the state’s Medicaid
program as part of instituting Coordinated Care
Organizations (CCOs) throughout the state.*®
Their approach is grounded in the idea that “better
health = lower costs.”*

Currently, 16 percent of Oregonians receive
support from Medicaid and/or the CHIP services
and | | percent of the state’s overall budget goes
Ktoward Medicaid/CHIP.

Oregon Medicaid Global Budget Approved 2012

obesity, tobacco use and other high-impact

The new approach will focus on coordinated
care, including increased recognition of the
need to support health improvement both
inside and outside the doctor’s office. The
global resources will help allow for increased
support for proven community prevention
efforts to help improve the overall health of
the community, which in turn helps bring
down overall costs.

/

Some recent advances have made global bud-
gets easier to implement than they have been
in the past for small, medium-sized and large
provider networks, including:

Recent Advances

B Electronic health records help give providers
increased, accessible information about their
patients to deliver better coordinated care
and track the population health outcomes of
their patients and their communities;

B Integrated management systems give provid-
ers increased information about the range
of potential services and programs that can
help their patients, including how to connect

K them with services and programs that can

n Global Budgeting

provide support to manage their health con-
cerns in their daily lives;

M Integrated billing systems help with the
administration of global budgets and linking
payment to care; and

M Risk adjustment strategies have been devel-
oped so the health status of the patient pool
is factored into the payment levels, which
mitigates against denying coverage or exclu-
sion of less healthy patients.

Improving the health of the community — or
insurance pool — is one key to the success of
global health budgets.
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Vermont Global Budget

In FY 2006, Vermont began a five-year “Global
Commitment to Health” demonstration
agreement (which has been extended until

the end of 201 3) with the federal government
to test the impact of a federal funding cap

on Medicaid spending to give the state
increased flexibility to manage Medicaid health
services.’' The state pursued this approach

to help improve cost containment and expand
coverage to the uninsured — approximately
one in four Vermonters receives some form
of Medicaid assistance. Vermont has been
receiving monthly payments to cover the needs
of all Medicaid beneficiaries.

The state has a longer-term goal of having a
set global health budget for all Vermonters,
including those covered by public and private
insurance. Currently, Green Mountain Care
serves as a hub for low- or no-cost insurance
options in the state.

Independent actuaries determined the global
budget pool for the state, and if the state was
able to control spending under the agreed

upon cap, it could keep the difference, but if
it exceeded the agreed upon cap, the state
would absorb the difference.

The state was able to keep spending
significantly below the agreed upon amount,
and also invested some of these funds to help
improve the health of the population, which
in turn helps limit their health care needs,
further reducing costs.*

The Global Commitment to Health program
has helped provide support for public health
approaches to improve the health status

and quality of life beyond the doctor’s
office. Some programs of community
investments include: school health services,
a strategic blueprint for health in the state,
Vermont Information Technology Leaders
(VITL), tobacco cessation program support,
community mental health services, non-
traditional programs like respite services, and
increases support for the Women, Infant, &
Children (WIC) program.

Global Commitment

Actuarially Certified Limit

Gross Expenditures

4 5
Waiver Year

Waiver Spending Limit (Cap)

Waiver Savings:
Above projected expenditures

MCO Savings:

May be used for

health-related expenditures under
four broad parameters

MCO Expenditures:
Cost to provide existing services for
existing populations




b. PARTNER WITH NONPROFIT HOSPITALS TO MAXIMIZE COMMUNITY
BENEFIT PROGRAMS’ IMPACT ON PREVENTION

Current Status:

In order for a nonprofit hospital to be exempt
from federal income tax, they are required to
provide community benefit. This is currently
interpreted to mean providing community ben-
efit programs — to support the health and pub-
lic good of the community they serve. As of a
review in 2009, a majority of community benefit
funds were used to help pay for care for the un-
insured or underinsured — supporting charity
care, uncompensated care, means-tested payer
discounted care and Medicare shortfalls repre-
sented approximately 72 percent of hospitals’
community benefit activities, while community
health improvement and community building
activities only represented approximately five
percent of community benefit activities.”

More than half of the hospitals in the United
States — 2,900 — operate as nonprofits, and
the value of their combined tax exemption is
estimated to be as high as $21 billion annually.>®
Nonprofit hospitals were estimated to receive
a yearly total of $12.6 billion in tax benefits at
the federal, state and local levels in 2002, which
would be $16.2 billion in 2012 dollars.””

Since the passage of the ACA, every nonprofit
hospital is now required to report that, either
during the tax year beginning after March 23,
2012 or during one of the two immediately pre-
ceding tax years, it has conducted a community
health needs assessment (CHNA) and adopted
an implementation strategy to address the identi-
fied needs of the community it serves. Guidance
issued by the Internal Revenue Service (IRS) in
2011 addresses these new requirements.”

Assessment: Every hospital must conduct or
access a CHNA on a triennial basis, designed
to help hospitals understand the needs of the
community it serves. The CHNA report must
include 1) a definition of the community the
hospital serves; 2) a description of the needs
identified and the process for prioritizing needs;
3) a description of the existing health care facili-
ties and other resources within the community
available to meet the community health needs
identified through the CHNA; 4) a description
of the process, methods, sources and dates of
the data used to conduct the assessment; and b)
a description of the consultation process and a
list of community organizations and members
and experts consulted, including public health
experts, to conduct the assessment. Hospitals
may base their CHNAs on information collected
by other organizations, such as government

agencies or not-for-profit groups, and may con-
duct CHNAs in collaboration with others.

Each hospital is required to adopt an imple-
mentation strategy — a written plan that ad-
dresses each of the community health needs
identified in the CHNA. The plan should iden-
tify the needs the hospital plans to address and
those it does not along with the reason why. The
strategy should also describe any collaborative
efforts the hospital participates in to address
certain needs. Hospitals must attach a copy
of the most recently adopted implementation
strategy to its IRS Form 990.

Transparency: The CHNA must be made
“widely available to the public” and the U.S. Sec-
retary of the Treasury is directed to undertake a
triennial review of the community benefit activi-
ties of each hospital receiving tax-exempt status.

The instructions for the 2011 IRS Form 990,
Schedule H expanded the kinds of activities hos-
pitals can participate in to satisfy their community
benefit requirement — including community
building activities, such as programs that support
physical activity and nutrition programs in com-
munities, as long as they meet all of the criteria
of community health improvement programs.”

Why the New Community Benefit
Requirements Matter:

M The new requirements provide an opportu-
nity for nonprofit hospitals across the country
to re-evaluate and reconsider their current ap-
proach to community benefit programming,
and assess how increased attention to commu-
nity health improvement and prevention can
help improve the health of their patients and
lower health care costs. The requirements:

Provide new opportunities for nonprofit
hospitals to partner with state and local
health departments, local employers and
businesses and community groups to in-
crease their understanding of the needs of
the community;

Encourage the development and imple-
mentation of effective, coordinated and
non-redundant initiatives to improve com-
munity health; and

Foster policy and system changes that can
help coordinate the activities of the broader
health care delivery system and create health-
ier places for Americans to live and work.



Recommendations:

A The IRS should take steps to ensure that non-
profit hospitals maximize the advantages of
the community benefit requirement.

Expand the scope of hospitals’ use of com-
munity benefit dollars: The IRS should make
clear to hospitals that any evidence-based
activities that fall within the four strategic
directions of the National Prevention Strat-
egy — 1) clinical and community preventive
services; 2) healthy and safe community en-
vironments; 3) empowered people; and 4)
elimination of health disparities — will give
the hospital community benefit credit.

Encourage hospitals to participate in multi-
sector collaboration throughout the process:
For instance, hospitals can collaborate with
other hospital organizations within their
geographic region, public health agencies,
community-based health care and social ser-
vice organizations, private businesses, philan-
thropy and other government agencies and
programs when developing and executing
their CHNA implementation strategies.

Ensure transparency of hospitals’ community
benefit activities: Just as their assessment plans
are required to be made more transparent,
hospitals’ implementation strategies should
be made “widely available.” Similar require-
ments should be implemented, including re-
quiring them to be included on the hospitals’
website and subjecting them to strict transpar-
ency requirements, including being able to be
viewed, downloaded, printed and accessible
without a fee.

A Nonprofit hospitals should use the new rules
to evaluate and re-assess how they spend
their community benefit resources.

Hospitals should direct community benefit
funds to evidence-based community prevention
programs to improve health and lower costs:
Nonprofit hospitals should increase their sup-
port for programs outside of the hospital that

target the specific health needs of their com-
munities, particularly high-impact, high-cost
problems such as those thatlead to high rates of
emergency room and readmission visits. Fund-
ing community prevention programs outside of
the hospital will lead to a healthier population
and, therefore, fewer people being admitted to
the hospital for uncompensated care, lowering
long-term health care costs.

Hospitals can strengthen their commitment to,
and the public’s awareness of, their mission:
As hospitals are required to make information
about their community benefit efforts publicly
available, they should ensure that they are
providing programs that will be recognized by
their communities, their employees and their
families as supporting the hospital’s mission.

HOW IT'S WORKING:
M Boston Children’s Community Asthma Initia-

tive (CAI) has led to a return of $1.46 to insur-
ers/society for every $1 invested; an 80 percent
reduction in the percentage of patients with
one or more asthma-related hospital admis-
sion; and a 60 percent reduction in the percent-
age of patients with asthma-related emergency
department visits in FY 2011. Boston Chil-
dren’s Hospital implemented the CAI — a
nurse and community health worker model
— to provide additional support to improve
the health of children with moderate to severe
asthma in targeted Boston neighborhoods.
CAI began serving asthma patients from tar-
geted neighborhoods who visited the ER or
who were hospitalized. The initiative provides
a home environmental assessment and asthma
management and medication education, while
working with the family and child’s health care
providers to remove barriers to improve asthma
control. Anurse also partners with community
organizations, day care centers and schools to
provide asthma education out in the commu-
nity for parents and caregivers.

CHNA.ORG

More than 20 national organizations partnered
to create CHNA .org, a free web-based
platform designed to assist hospitals, non-
profit organizations, state and local health
departments, financial institutions and other
organizations seeking to better understand the
needs and assets of their communities, and to

collaborate to make measurable improvements
in community health and well-being.

CHNA .org provides easy access to a wide range
of data that is searchable by location, such as
demographic data, social and economic factors,
physical environment, clinical care trends, health
behaviors and health outcomes.




Boston Children’s Hospital’s Approach to Community
Health: Using programs to achieve systemic change

By M. Laurie Cammisa, vice president for child advocacy and Elizabeth R. Woods, MD, MPH, director of the Community Asthma Initiative

Boston Children’s Hospital does not have a community “ben-
efits” mission. It does, however, have a community “health”
mission that takes the hospital’s community partnerships and activities
beyond compliance with state and federal regulations for community
benefits and creates health and social impact by addressing the most
pressing health needs facing the children of Boston and beyond.

An innovative approach

In the early 1990s, the Attorney General for the Commonwealth of
Massachusetts (MA AG) released new guidelines that called for hos-
pitals to rethink their roles in meeting the health needs of their local
communities. The processes of assessment and planning that were
outlined in the MA AG’s guidelines were recently mandated for all tax-
exempt hospitals in the federal 2010 Affordable Care Act and in guid-
ance from the Internal Revenue Service (IRS). While the regulations
specify the actions that nonprofit hospitals throughout the country
must take to achieve compliance, they also leave room to explore the
ways in which hospitals can contribute to a changing health landscape.

At Boston Children’s, what started as a response to regulatory re-
quirements has evolved and matured into an innovative approach to
advancing the hospital’s community mission. This process began with
the hospital’s decision in 1994 to make community the fourth part of
its mission in addition to clinical care, research and teaching.

The goal of the hospital’'s community mission today is two-fold: (1)
partner with key community-based organizations to focus our col-
lective resources in addressing the most pressing health needs of
children and families in the local community, and (2) provide services
through program models that not only benefit children locally but
will also lead to systemic change. The hospitals seeks to accomplish
these goals with an emphasis on promoting innovation to achieve
social and health impact locally and contribute to systemic change
throughout the health care system.

Since the very beginning, conversations and input from community
residents and stakeholders have formed the backbone of Boston
Children’s approach to identifying and understanding which local and
health-related issues are most important for families today. The hospi-
tal’s formal needs assessment, conducted every three years, includes
areview of best practice literature, an analysis of health data, and an
assessment of current community needs and strengths. It also involves
focus groups with community residents and interviews with key stake-
holders. In its last formal needs assessment in 2009, Boston Children’s
interviewed 29 stakeholders, held focus groups with 91 community
residents, and conducted these activities in two languages.

Ultimately, the community needs assessment enables Boston Children’s
to focus on how the hospital’s clinical expertise and resources can most
effectively address the most pressing needs of children and families, as
well as reduce gaps in current services and programs.

One of the major challenges faced by any hospital in fulfilling its com-
munity mission is how to leverage limited resources to meet an almost
limitless amount of need. Over time, Boston Children’s determined
that it could provide the greatest impact if it focused its efforts on a
select few health issues in which it could work to produce measureable

results. The hospital chose to focus its strategy on those issues that fall
at the intersection of identified community needs, existing hospital ex-
pertise and available community partnerships. Based on this principal,

the hospital’s priority focus areas are the health issues of asthma, obe-
sity, child development and mental health.

Central to the hospital’s efforts to carry out its community mission is its
collection of programs and partnerships referred to as the Portfolio to
Achieve Health and Social Impact. This portfolio consists of four programs
that seek to bring innovation to some of Boston’s most pressing health
issues: asthma, child development, mental health and obesity. It also
includes three strategic partnerships with key organizations in the city of
Boston — the Boston Public Schools, the Boston Public Health Commis-
sion and community health centers — to strengthen the infrastructure
for child health throughout Boston. The hospital manages and measures
these programs and partnerships with the goal of demonstrating new
models to improve child health throughout the city, state and beyond.

The hospital manages this Portfolio with a triple focus.

One focus is to guarantee that the hospital’s investment of resources
(human and financial) is targeted to programs that address local needs,
alleviate health disparities, partner and engage with our community
and provide services through models that lead to systemic change.

Another is to ensure that, by employing a uniform set of standards
and criteria, these programs measure value and social impact —
things like improving health outcomes and quality of life, proving
cost-effectiveness and building community capacity.

A third is to align with the hospital’s overall need to excel in a chang-
ing health care environment. The hospital fits our focus areas and
interventions into a continuum of care model that looks for ways to
prevent short- and long-term illness and eliminate or avoid medical
costs. By doing so, the community health programs are setting the
stage for a number of key elements of national health care reform,
including reductions in medical costs, the patient-centered medical
home and population heath management.

One program in the Portfolio, the Community Asthma Initiative (CAl),
provides an illustration of this innovation—addressing a health need, de-
livering services locally and then measuring health and social outcomes
to initiate changes that will affect the broader community.

Community mission in action: The Community Asthma Initiative

Boston Children’s had been tackling the issue of asthma for years
through clinical services and community-based efforts to help educate
families and caregivers on how to best manage the disease. Asthma is
the most common admitting diagnosis for children, not only at Boston
Children’s but across the nation in pediatric settings. Analysis of admis-
sion rates revealed that 70 percent of patients with asthma-related
hospitalizations at Boston Children’s came from the neighborhoods im-
mediately surrounding the hospital. In those communities, Black and La-
tino children had four to five times the admission rate of white children.

Results from Boston Children’s 2003 community needs assessment
confirmed what the hospital and other providers and experts al-
ready knew first-hand. Asthma was taking a toll on families in Boston



neighborhoods. More needed to be
done to better manage this condition
in order to prevent its damaging con-
sequences—poor health status, loss of
work for parents and caregivers and
missed school days for children, not
to mention additional stress and poor
quality of life for the whole family.

Drawing on lessons learned in the clini-
cal setting and earlier community-based
intervention efforts, the hospital imple-
mented the CAl in 2005 to provide
more intensive support to improve the
health of children with moderate to
severe asthma in the Boston neighbor-
hoods of Jamaica Plain, Roxbury and
Dorchester. CAl began serving patients
from the targeted neighborhoods who
visited the emergency department or

Community Asthma Initiative By the
Numbers in FY1 |

® CAI has reached 908 families since the program
was established.

 Conducted 39 educational workshops for 683
parents and providers in the community.

® 76 percent of the families participating in the
program have recerved home visits.

© 80 percent reduction in the percent of patients with
any (one or move) asthma-related hospital admission.

® 60 percent reduction in the percent of patients with
any asthma—related emergency department visits.

® 41 percent reduction in the percent of patients with

amny missed school days.

° 46 percent reduction in the percent of parents/
caregrvers with any missed work days.

cupational or school absenteeism, CAl is
helping to return $1.73 to society.

Changing asthma care beyond Boston

From the program’s inception, Boston
Children’s formed partnerships with
asthma advocacy and community orga-
nizations to not only address the issue
but show that this type of intervention
could reduce hospitalizations and emer-
gency room admissions, saving money
for the community and insurers.

As the program began to demonstrate suc-
cess, Boston Children’s looked for ways to
expand CAl’s reach to benefit more chil-
dren than it could through its own direct
services. Thus in 2007, the hospital’s Office
of Government Relations partnered with
the Asthma Regional Council (a coalition of

who were hospitalized because of an
asthma exacerbation, as those children
were most likely to have poorly con-

o For every $1 spent on the program, $1.46 is
ery p sp progr

returned to society/insurers and $1.73 to society.

federal and state health, environment, edu-
cation and housing agencies) to develop
a white paper for cost-effective asthma

trolled asthma. The program was not
meant to replace the role of primary

care providers, but rather be an additional partner and support in
helping a family to manage their child’s every day asthma care and
connect patients more closely with their Medical Home.

CAl, which is a nurse and community health worker model, estab-
lishes a close relationship with the participating families and provides
case management services depending on a child’s unique medical
and social needs. The initiative provides a home environmental as-
sessment and asthma management and medication education, while
working with the family and child’s health care providers to remove
barriers to improved asthma control. The CAl staff truly partners
with the families—answering questions, listening to concerns, rein-
forcing the child’s Asthma Action Plan, which outlines medications
to give when the child is well, when symptoms develop and in case
of emergency. They also provide education, materials and supplies
to reduce home environmental triggers including High-Efficiency
Particulate Air (HEPA) vacuums, which remove 99.97 percent of
particles that are at least 0.3 micrometers, to every family.

In addition to working with families in the home, a nurse provides
asthma education out in the community for parents and caregivers
by partnering with community organizations, day care centers and
schools. Through education and support, the nurse helps families
understand that children with asthma can stay physically active
with proper control of their symptoms.

After only one year, CAl was able to show that the model could im-
prove health and quality of life outcomes, and it has sustained those
results each subsequent year. Participating children in CAl experi-
enced fewer asthma-related hospitalizations, emergency department
visits and missed school days. Parents and caregivers also reported
fewer missed work days. Equally important, the model proved to be
cost-effective. In the March 2012 Journal Pediatrics, CAl reported

its program costs as $2,529 per child for the first year of services.
Because of the reduced hospital visits and admissions, CAl was able
to save $1,621 per child in year one and $2,206 per child in year two.
Essentially, for every $1 spent on the program, $1.46 is returned to
society/insurers. Factoring in the savings due to the reductions in oc-

interventions. Based on experiences and
outcomes from CAll, “Investing in Best
Practices for Asthma: A Business Case” was written and disseminated
urging payers to provide children with access to asthma services such

as CAll. This sparked further work with other key partners, the Boston
Healthy Homes and Schools Collaborative (BHHSC) and the Massachu-
setts Asthma Advocacy Partnership (MAAP), to use the business case to
advocate for policy changes that would help ensure that all children in
Massachusetts could benefit from enhanced asthma care.

After three years of advocacy, the efforts were successful in persuad-
ing the legislature to earmark $3M in the FY | | Medicaid budget to
fund and evaluate a demonstration project that would provide case
management services for children with poorly controlled asthma.
Medicaid then set up an Asthma Bundled Payment Advisory Commit-
tee to develop the plan with Boston Children’s and other advocacy
partners serving on the committee. Recently, the Medicaid office
approved funding for the proposed pilot program and plans to issue a
request for proposals to select six pediatric practices to participate.

The impact of CAl is now poised to reach children and families
beyond Massachusetts. CAl is providing technical assistance to the
American Academy of Pediatrics which is preparing to replicate
the model in Alabama. Ohio is also investigating the approach and
plans to implement a similar type of intervention.

CAll represents what Boston Children’s hopes to accomplish with
its community mission, providing services locally in partnership
with others to address health needs, while also validating that
community-based models can be cost-effective solutions for pub-
lic health problems. Through all of its community efforts, Boston
Children’s aims to show how a hospital can go beyond compliance
with its community benefit investments, using its community mis-
sion as a way to unite other providers, community organizations,
advocates, policymakers and families to initiate long-lasting and
significant changes for the greater good.

For more on Boston Children’s unique approach to its community
mission and the Portfolio for Health and Social Impact, visit www.
BostonChildrens.org/community.




A Menu Approach to Public Health:
Empowering People to Take Responsibility
for their Health Choices

By Tracy Neary, Director of Mission Outreach and Community Benefit, St. Vincent Healthcare

For nearly twenty years, St. Vincent

Healthcare, a care site operated by the
Sisters of Charity of Leavenworth Health
System (SCL Health System), the Billings Health
Clinic and RiverStone Health, our local health
department, have been working together to
address complex community wide health issues
by adopting intervention strategies identified
through a recurring CHNA.

A significant early collaboration came in

1994 when the CHNA showed access to
prescription medications was a major issue

for our community. We created a medication
assistance program (MAP) that helped patients
who couldn’t afford prescriptions obtain them.
Last year, MAP advocates, funded in part by St.
Vincent Healthcare, assisted approximately 1,200
people with accessing medication worth more
than four million dollars. What began as a single
access point has expanded to a dozen locations
across our community.

The initial collaboration, which began in the

early 1990s, between the three organizations
became more formal with a Memorandum

of Understanding in 2001 to create “The
Alliance”. Chief executives of our two competing
hospitals and the public health department
committed organizational expertise in planning,
communication, advocacy, community benefit
and clinical services to help lead community
efforts to improve health.

Through a CHNA, we found there was a

significant need for mental health services, as
hospital emergency departments were being
inundated with people who didn’t really need
medical care but were admitted because of a

mental health crisis. Knowing that emergency
rooms are not typically the best place for
mental health interventions, we created a joint
partnership with the two hospitals to build

the Community Crisis Center (CCC), the first
licensed out-patient crisis management program
in Montana.

Now, the CCC is staffed 24 hours per day, seven
days per week with a combination of registered
nurses, licensed mental health therapists, and
mental health technicians. During an outpatient
visit, clients are stabilized and assessed to facilitate
the development of a crisis management plan.

The CCC has successfully reduced inappropriate
utilization of local emergency departments,
decreased the number of short-term inpatient
hospital admissions, and has been a driving

force in reducing the inmate population at the
Yellowstone County Detention Facility.

Additionally, the CCC offers crisis intervention
training to law enforcement officers in the region.
Officers learn how to recognize mental health
distress and de-escalate individuals rather than
interacting with people in a way that escalates
anxiety. Law enforcement officers credit the
training with helping them more effectively
respond to situations involving individuals with
mental health disorders, especially those in
suicidal situations.

One of our crisis intervention program officers,
off duty at the time, was driving across a bridge
and a man was on it threatening suicide. The
officer was able to talk the person down without
anyone getting hurt. This is one example of how
a community program has a wide-reaching public
health benefit. Instead of the individual hurting



himself and/or others, no one was hurt and the
appropriate part of our community’s medical
system (the mental health portion versus an
emergency department) was involved.

In 2005, RiverStone Health underwent an
assessment of the public health system’s
performance in the 10 Essential Public Health
Services established by CDC. The assessment
was conducted using the National Public Health
Performance Standards Program (NPHPSP), also
established by the CDC. A key outcome of that
assessment was an understanding of the need

to perform a community health assessment and
develop a community plan. The Alliance then
sponsored the 2006 CHNA where childhood and
adult obesity, heart disease, diabetes, nutritional
intake, unintentional injury, and chronic depression
were identified areas of weakness. Physical
activity, nutrition, and well-being were selected
as the areas of improvement because of their
inter-connectedness and their collective benefit
on our community’s health. The results moved
us to thinking about longer term population
health improvements through policy, system and
environmental change strategies. We began by
creating an operational work plan, “The PITCH.”

The Plan to Improve the Community’s Health
(PITCH) focuses on physical activity, nutrition,
and well-being. PITCH is intended to increase
awareness and knowledge of, as well as access
to, healthier lifestyles in Yellowstone County.
This plan was developed with a broad variety

of community stakeholders who participate in
achieving the identified goals as part of a broad
coalition. With the support of the Robert
Wood Johnson Foundation, one of the most
impactful early Health Impact Assessments
(HIA) we completed was with our city/county
master growth plan. Results of the HIA led to
the adoption of a new health section within the
plan in 2008, which set the foundation for later
success in adopting a complete streets policy for
Billings. This accomplishment was supported in
large part by our work with Action Communities
for Health, Innovation, and EnVironmental
ChangE (ACHIEVE).

As one of the ten original participants in the
Healthy Weight Collaborative, a project of the
National Initiative for Children’s Healthcare Quality
(NICHQ) and HRSA, we partnered with primary
care providers to better document body mass
index (BMI) in medical records and, if a BMI was
too high, offer a patient-directed healthy weight
plan. The efforts have created new collaboration
between providers and community organizations.

The partnership has also launched an effort into
the worksite by developing physical activity and
nutrition guidelines. We found that it is important
to create a menu approach of evidenced-based
practices that have been shown to increase
physical activity (i.e., promoting use of stairwells,
on-site exercise classes, etc.). The menu option
allows businesses to pick and choose which
policies are appropriate in their environment and
also empowers employers.

A similar project, the “Healthy By Design”
(HBD) endorsement, was developed as a way
of promoting events in Billings that are designed
with health in mind. This endorsement is

done through an application process and each
application is reviewed and evaluated by a
team of experts. There are five criteria: safety;
nutrition; physical activity; prevention and
wellness; and environmental stewardship.

As we look to the future and our interconnected
health system, we see a community that is
Healthy By Design with active people working
to improve their own health and the health of
those around them. It is a dream we plan to
realize by continuing our work to identify unmet
health needs and leading efforts to coordinate

a community based response. We recognize
the critical importance of key stakeholders in
economic development, private business, city
government, education, strategic planners in
addition to traditional health partners. Our
website, www.healthybydesginyellowstone.org
includes our CHNA, work plans, accomplishments
and a variety of tools we have developed to
achieve our vision.




It Takes a Community to Prevent
Prescription Drug Abuse

By Laura Fitzpatrick, Drug Free Program Manager and Advocacy Liaison, Muskegon Community Health Project

Founded in 1997, the Muskegon Community
Health Project (MCHP), the local commu-
nity benefit office of Mercy Health Partners hos-
pital, is nationally known for their health access
initiatives which are steeped in community col-
laborative groups. Muskegon’s collaborative has
65 members from 38 local organizations including
those from public health, education, law enforce-
ment, court officials, substance abuse agencies,
and health care, student organizations, and a vari-
ety of community based organizations.

At the outset, MCHP focused on tobacco and
alcohol, forming the Tobacco Reduction Coalition
and the Muskegon Alcohol Liability Initiative, an al-
cohol prevention law enforcement taskforce under
the Coalition for a Drug Free Muskegon County.

The coalition began by sponsoring smoke-free
restaurant and workplace initiatives, which ulti-
mately paved the way for a smoke-free Michigan.
They also worked on policy, student education
efforts, and enhanced law enforcement efforts for
both alcohol and tobacco, resulting in substantial
declines in student use. Both community-led and
supported initiatives steered many youths away
from tobacco and alcohol use and abuse and
helped them remain happy and healthy.

After several years focusing on alcohol and to-
bacco, our community turned its attention to pre-
scription drug abuse prevention. The Coalition for
A Drug Free Muskegon County, which was origi-
nally funded in 2005 from the Substance Abuse
and Mental Health Association’s (SAMSHA) Drug
Free Communities (DFC) program, conducted a
youth survey in 2009 that found that 17.4 percent
of youth were trying medications that were not
prescribed to them due to easy access. In addi-
tion, our law enforcement members reported

an increase in residential break-ins especially by
those seeking prescription drugs.

At the same time, other groups started looking
at “take-back” programs that allow people to get
rid of unneeded and unwanted drugs safely with
no questions asked. Take-back programs are
supported nationally by the ONDCP as excellent
opportunities to reduce access to controlled sub-
stances. In addition, Lakeshore Health Network,
the local physician member service organization,

| Many communities throughout the country take
advantage of federal prevention funding that
comes in the form of community building and
collaborative organizing through the Office of
National Drug Control Policy’s (ONDCP) Drug
Free Communities Support Program. The prem-
ise of the DFFC program is simple — that com-
munities around the country must be organized
and equipped to collaboratively deal with their
individual substance abuse problems in a com-
prehensive and coordinated manner.

DFC is a collaborative initiative, sponsored by
ONDCP, in partnership with SAMHSA, which
works to achieve two goals:

e Establish and strengthen collaboration among
communities, public and private non-profit
agencies, and Federal, State, local, and tribal
governments to support the efforts of community
coalitions working to prevent and reduce sub-
stance use among youth.

® Reduce substance use among youth and, over
time, reduce substance abuse among adults by ad-
dressing the factors in a community that increase
the risk of substance abuse and promoting the fac-
tors that minimize the visk of substance abuse.

DFC grantees are required to work toward these
two goals as the primary focus of their Federally-
Jfunded effort and they use a variety of ways to
achieve local change in their respective communi-
ties. While the program offers direction and guid-
ance to its grantees, it is up to the community on
how they will achieve the change.

began investigating ways to provide education to
physician offices on how to monitor prescription
drug use and abuse.

As multiple community organizations and re-
sources were focused on take-back programs
and prescription drug abuse, we quickly recog-
nized an opportunity to serve multiple purposes
with a single process. In September 2009, the
Muskegon Area Medication Disposal Project
(MAMDP) met for the first time, establishing the



need to address this issue. The solution was to
create several opportunities for our community
to dispense with their drugs safely and securely.

MAMDP held our inaugural event in February

of 2010 at a local fire station. We were over-
whelmed by the public’s response: 150 partici-
pants dropped off 500 pounds on the first day.
Since then, we have hosted | | events at multiple
fire stations, established permanent drop sites
throughout the county and collected over three
tons of medications.

Of the 7,300 pounds of materials collected in
the past two years, 30 percent was over the
counter medications, approximately |8 percent
comprised cardiovascular medications, 10 per-
cent were diabetic medications and |0 percent,
or 810 pounds, were controlled or unknown
substances. We also collected 475 pounds of
sharps or used needles.

In addition to collecting, we took the process one
step further by counting and classifying everything
we collected to help inform and then change con-
sumer, systems and local practices when it came
to prescribing drugs. We wanted to reduce the
source of medications, which would reduce the
ability to abuse these prescriptions. We also con-
ducted participant surveys of those dropping the
medications off to inform media messaging and
better serve the community.

In 2011, the Muskegon Area Medication Disposal
Project established permanent multiple collection
sites at area pharmacies and law enforcement agen-
cies which now provide a more sustained approach.
The future local project continues to build upon its
successes and strives to keep educating the com-
munity and connecting with local resources.

“The numbers tell a compelling story that you
have a hard time disputing”, says Joe Graftema,
PharmD, Mercy Health Partners Inpatient Phar-
macy Manager and a long time MAMDP leader
who coordinates the substance counting and clas-
sifying at the one day events. “We’ve been able
to inform physicians, hospital leaders, pharma-
cists and health plan managers who can and have
changed their practices or policies.”

At a recent physicians education seminar put to-
gether by the project partner Lakeshore Health
Network, the MAMDP members were encour-
aged by the physician response.

“We were impressed at the engagement and inter-
est that the doctors had in changing their prescrib-
ing behaviors based upon the information from our
disposal project” said MAMDP Chair Carrie Uthe.
“They were so surprised about the amount of
waste that unused medications were creating and
the other safety and environmental issues.”

For more information go to www.MCHP.org




3. PARTNER WITH SECTORS BEYOND THE HEALTH SYSTEM

Putting common-sense measures to improve
health into place requires partnerships that
reach outside of the traditional health care
arena. Healthy neighborhoods, healthy schools
and healthy workplaces must be accessible to all

Americans. Integrating prevention strategies
into our country’s and our communities’ educa-
tion, transportation and other policy arenas is
critical to ensuring healthy choices are available.

a. FULLY MAINTAIN THE PREVENTION AND PUBLIC HEALTH FUND

Current Status:

The ACA for the first time in the nation’s his-
tory creates a dedicated fund for prevention.
The Prevention and Public Health Fund is the
nation’s largest single investment in prevention
and takes an innovative approach by support-
ing cross-sector and public-private partnerships
and collaborations to improve outcomes. The
Prevention Fund provides more than $12.5 bil-
lion in mandatory appropriations over 10 years
to improve public health and prevent chronic
illnesses, including obesity and related diseases,
through increased screenings, counseling and
care and community-based prevention pro-
grams. Prevention Fund dollars also provide
investments to expand and offer additional
training for the public health workforce. Since
2010, more than $2 billion has been distributed
from the Fund.

The Fund supports services and programs that
allow health to be improved in communities,
schools, workplaces and homes through en-
couraging healthier lifestyles and eliminating
obstacles to healthy life choices. The Fund:

M Supports community-driven prevention
efforts targeted at reducing tobacco use,
increasing physical activity, improving nutri-
tion, expanding mental health and injury
prevention programs, and improving preven-
tion activities;

M Provides financial support directly to states
and communities, and gives them flexibility
to address their most pressing health chal-
lenges; and

M Invests in programs that are proven, effective
prevention efforts. Oversight and evaluation is
a key component of every Fund-sponsored pro-
gram, and strict performance measures ensure
accountability before federal dollars are spent.

In 2012, Congress enacted legislation that cut
more than $5 billion from the Fund to partially
offset the cost of extending certain tax cuts and
unemployment insurance, as well as the Medi-

care “doc fix,” which maintains a high reim-
bursement rate to doctors who accept Medicare
patients. Several additional attempts have been
made to eliminate the Fund entirely or repur-
pose its priorities to cover funding shortfalls in
other programs.

Why The Prevention Fund Matters:

B The Fund is being used for programs at the
local, state and federal level to reduce the
rate of obesity and tobacco use by five percent
within five years. Obesity and tobacco are two
of the leading drivers of chronic diseases and
related health care costs. For instance, reduc-
ing obesity by lowering the average BMIs of
Americans by five percent could spare mil-
lions of Americans from diseases including
type 2 diabetes, heart disease and cancer,
and could save $29.8 billion in health care
costs in five years, $158.1 billion in 10 years
and $611.7 billion in 20 years. Nearly every
state that reduced BMIs by five percent could
save between 6.5 percent and 7.9 percent in
health care costs.*”

l The Fund enables state and local health officials
to respond to emergencies that put citizens’
lives and health at stake — including natural di-
sasters, terrorist attacks, infectious disease out-
breaks, and unsafe food, air and water.

B The Fund creates job opportunities by provid-
ing training and financial assistance for workers,
and invests in up-to-date equipment and tech-
nology needed to protect communities from
disease outbreaks and other health threats.

Recommendations:

A Ensure full funding of the Prevention and
Public Health Fund. Funding for the Pre-
vention and Public Health Fund must be
restored to original funding levels. In addi-
tion, consistent with the intent of the Fund, it
should be used to supplement existing health
program funds, rather than supplant them or
justify cuts to other health programs.



b. EXPAND COMMUNITY TRANSFORMATION GRANTS TO BENEFIT ALL

AMERICANS

Current Status:

CTGs, a component of the Prevention and Pub-
lic Health Fund created by the ACA, are targeted
at addressing the leading causes of chronic dis-
eases to improve the health of Americans and re-
duce health care costs over the long term. They
are administered and supported by CDC.

Awardees can use the grants to target the causes
of chronic diseases — by supporting tobacco-
free living, active living and healthy eating, and
clinical and community preventive services to
prevent and control high blood pressure and
high cholesterol; or developing programs that
focus on disease prevention and health promo-
tion, including social and emotional wellness
and healthy and safe physical environments.

CTGs are required to base their efforts on
proven, evidence-based approaches and must
meet measurable, achievable outcomes to re-
ceive federal dollars. They are developed by
community members working together at the
local level, not federal policymakers who may
not understand the specific community’s needs.

CTGs are expected to improve the health of 130
million people — more than four out of 10 Amer-
icans. In 2011, $103 million was awarded to 61
communities in 36 states, serving approximately
120 million Americans. In 2012, $70 million was
awarded to 40 communities, directly impacting
about 9.2 million Americans. Twenty percent of
all programs are in rural or frontier areas.!

Why CTGs Matter:

M CTGs allow communities to work with part-
ners from a range of sectors to design specific
interventions that meet the most pressing
needs of their populations.

B CTGs invest in proven, effective community-
based interventions, and focus on addressing the
leading causes of chronic disease, such as tobacco
use, obesity, poor nutrition and health disparities.

M Within five years, CTG grantees are expected
to reduce the following by five percent: death
and disability due to tobacco use; the rate of
obesity (through nutrition and physical activ-
ity interventions); and death and disability
due to heart disease and stroke.®

Recommendations:

A Increase the number of Community Trans-
formation Grants so that all Americans ben-
efit. Because of limited funding, only 40
percent of Americans benefit from the long-

term benefits and cost savings generated in
communities that receive these grants. Con-
gress should double the current investment
to expand the number of CTGs awarded, so
that the program can be scaled up to address
communities all across the country.

HOW IT’S WORKING:

M West Virginia utilized CTGs to help local
health departments in every county address
the top challenges facing their community and
develop solutions. The West Virginia Depart-
ment of Health used CTG support to help
local health departments in every county in the
state implement targeted initiatives including:
safe places in communities to work and play,
Farm-to-School Initiatives to improve nutrition
in school settings, Child and Day Care Center
Nutrition Programs to educate and empower
children to choose healthy lifestyles through
physical activity and healthy food choices, and
community coordinated care systems that link
and build referral networks between the clini-
cal system and community-based lifestyle pro-
grams so people can manage their health.

B Oklahoma is using a CTG to work with a range
of sectors to make healthier choices easier
in the state. Nearly 70 percent of Oklahoma
County’s premature deaths are largely prevent-
able, arising from an unhealthy lifestyle, poor
diet or the use of tobacco, alcohol or other
substances. In addition, the county spends
about $920 million every year to treat chronic
disease.” In September 2011, Oklahoma City
was awarded a $3.5 million CTG. Using a
portion of those funds, along with additional
outside resources, the Oklahoma City-County
Health Department (OCCHD) created the
“My Heart, My Health, My Family” program
to provide prevention programs and services,
specifically focused on cardiovascular disease.
The program includes lesson plans on healthy
living (e.g. portion control and the benefits of
substituting water for sugar sweetened bever-
ages) and participants receive access to free
regular clinical checkups four times a year and
free medication. The CTG money will also sup-
port other obesity-specific initiatives, including
a campaign to reduce consumption of sugary
beverages, expanded walking and biking trails,
a push to help schools offer healthy menu op-
tions and a physical education coordinator for
city schools.*




Community Transformation Grants (CTGs)

In 2011, CDC awarded $103 to 61 state and local government agencies, tribes and territories and nonprofit
organization in 36 states and nearly $4 million to six national networks of community-based organizations. In
2012, approximate $70 million was awarded to 40 smaller communities (areas with more than 500,000 people in
neighborhoods, school districts, villages, towns, cities and counties).

State Type of Award and Year

Alaska B Southeast Alaska Regional Health Consortium (Implementation 201 1)
B Yukon-Kuskokwim Health Corporation (Capacity-Building 201 1)

Arizona B Tohono O’odham Community Action (Small Community 2012)

California B Public Health Institute (Implementation 201 1)

B San Francisco Department of Public Health (Implementation 201 1)

B County of San Diego Health and Human Services Agency (Implementation 201 I)
M Los Angeles County Department of Public Health (Implementation 201 I)

M County of Kern, Public Health Services Department (Capacity-Building 201 )
M Fresno County Department of Public Health (Capacity-Building 201 1)

M Sierra Health Foundation (Capacity-Building 201 1)

M Stanislaus County Health Services Agency (Capacity-Building 201 1)

M Ventura County Public Health (Capacity-Building 201 1)

M Toiyabe Indian Health Project (Capacity-Building 201 1)

B Community Health Councils, Inc. (Small Community 2012)

B County of Sonoma (Small Community 2012)

B St. Helena Hospital Clear Lake (Small Community 2012)

B County of Santa Clara (Small Community 2012)

Connecticut B Connecticut Department of Public Health (Capacity-Building 201 1)
Colorado B Denver Health and Hospital Authority (Implementation 201 I)
Delaware B Nemours/Alfred |. duPont Hospital for Children (Small Community 2012)

District of Columbia M District of Columbia Department of Health (Small Community 2012)

Florida B Broward Regional Health Planning Committee (Implementation 201 I)
M School Board of Miami-Dade County (Small Community 2012)

* Map does not reflect funds to national networks and organizations




Community Transformation Grants (CTGs)

Type of Award and Year

Georgia B Cobb Public Health (Capacity-Building 201 1)
M Tanner Medical Center, Inc. (Small Community 2012)
Idaho B Benewah Medical Center (Small Community 2012)
lllinois M lllinois Department of Public Health (Implementation 201 1)
M Chicago Public Schools, District 229 (Small Community 2012)
M Quality Quest for Health of lllinois, Inc. (Small Community 2012)
Indiana B Welborn Baptist Foundation, Inc. (Small Community 2012)
lowa M lowa Department of Public Health (Implementation 201 I)
Kansas B YMCA of Wichita (Small Community 2012)
Kentucky M Louisville Metro Department of Public Health and Wellness (Implementation 201 I)
B Unlawful Narcotics Investigation Treatment Education, Inc (Unite) (Capacity-Building 201 )
M Microclinic International (Small Community 2012)
Louisiana B Louisiana Department of Health and Human Services (Capacity-Building 201 I)
B Linking the Parish, Inc. (Small Community 2012)
Maine B Maine Department of Health and Human Services/Maine CDC (Implementation 201 1)
B MaineGeneral Medical Center (Small Community 2012)
M Maine Development Foundation (Small Community 2012)
B MaineHealth (Small Community 2012)
B Healthy Acadia (Small Community 2012)
Maryland B Maryland Department of Health and Mental Hygiene (Implementation 201 1)
M Institute for Public Health Innovation (Small Community 2012)
M Prince George’s County (Small Community 2012)
Massachusetts B Massachusetts Department of Public Health (Implementation 201 1)
B Massachusetts Department of Public Health Middlesex County (Implementation 201 )
M Pioneer Valley Planning Commission (Small Community 2012)
B YMCA Southcoast (Small Community 2012)
Michigan B Sault Ste. Marie Tribe of Chippewa Indians (Implementation 201 |)
B Spectrum Health Hospitals (Capacity-Building 201 |)
B Central Michigan District Health Department (Small Community 2012)
Minnesota B Minnesota Department of Health (Implementation 201 I')
B Hennepin County Human Services and Public Health Department (Implementation 201 I)
M Minneapolis Heart Institute Foundation (Small Community 2012)
Mississippi B My Brother’s Keeper, Inc. (Capacity-Building 201 I)
Missouri B Mid-America Regional County Community Services Corporation (Implementation 201 |)
B Ozarks Regional YMCA (Small Community 2012)
Montana B Montana Department of Public Health and Human Services (Implementation 201 |)
Nebraska B Douglas County Health Department (Implementation 201 I)
Nevada B Clark County School District (Small Community 2012)
New Jersey B New Jersey Prevention Network (Capacity-Building 201 I)

New Mexico

B New Mexico Department of Health (Implementation 201 I)
Bl Bernalillo County Office of Environmental Health (Capacity-Building 201 I)

New York

B The Fund for Public Health in New York (Implementation 201 I)
M University of Rochester Medical Center (Implementation 201 1)
B Health Research, Inc./New York State Department of Health (Small Community 2012)

North Carolina

M North Carolina Division of Public Health (Implementation 201 I)

North Dakota

B North Dakota Department of Health (Capacity-Building 201 )




Community Transformation Grants (CTGs)

Type of Award and Year

Ohio

B Austen Biolnnovation Institute (Capacity-Building 201 1)
B Public Health — Dayton and Montgomery County (Capacity-Building 201 1)
M The Lima Family YMCA (Small Community 2012)

Oklahoma

B Oklahoma City-County Health Department (Implementation 201 I)

M Little Dixie Community Action Agency, Inc. (Small Community 2012)

M Indian Nation Council of Governments Area Agency on Aging (Small Community 2012)
M Cherokee Nation (Small Community 2012)

Oregon

B Northeast Oregon Network (Small Community 2012)
M City of Beaverton (Small Community 2012)

Pennsylvania

M Philadelphia Department of Public Health (Implementation 201 I)
M Lancaster General Health (Capacity-Building 201 I)

South Carolina

M South Carolina Department of Health and Environmental Control (Implementation 201 1)
B YMCA of Greenville (Small Community 2012)

Texas

B Texas Department of State Health Services (Implementation 201 1)

M City of Austin Health and Human Services Department (Implementation 201 1)
B Houston Department of Health and Human Services (Capacity-Building 201 1)
B Project Vida (Small Community 2012)

Utah

B Utah Department of Health (Capacity-Building 201 I)

Vermont

B Vermont Department of Health (Implementation 201 I)

Virginia

B Fairfax County Department of Neighborhood and Community Services (Capacity-
Building 201 1)

Washington

M Washington State Department of Health (Implementation 201 1)

B Tacoma-Pierce County Health Department (Implementation 201 |

M Confederated Tribes of The Chehalis Reservation (Capacity-Building 201 1)
M Sophie Trettevick Indian Health Center (Capacity-Building 201 1)

M Seattle Children’s Hospital (Small Community 2012)

M Inland Northwest Health Services (Small Community 2012)

West Virginia

B West Virginia Bureau of Public Health (Implementation 201 I)
B West Virginia University Research Corporation (Small Community 2012)

Wisconsin

B University of Health Services, University of Wisconsin Madison (Implementation 201 I)
B Great Lakes Inter-Tribal Council, Inc. (Capacity-Building 201 )

Territories

B Ulkerreuil A Klengar (Capacity-Building 201 1)

National Networks

B American Lung Association (201 1)

B American Public Health Association (201 1)

B Asian Pacific Partners for Empowerment, Advocacy and Leadership (201 I)
B Community Anti-Drug Coalitions of America (201 I)

M National REACH Coalition (201 1)

B YMCA of the USA (201 1)




HALF OF AMERICANS COULD BE OBESE BY 2030

nanalysis conducted by the National

Heart Forum, based on a peer-re- ?beSIty ?beSIty
viewed model published last year in The 010 G 030 ~
Lancet, estimates that that 50 percent of 36% 50%

Americans are on track to be obese in the
next 20 years.®> Obesity could even top
60 percentin 13 states. Right now, 36 per-
cent of Americans are obese.

Obesity-Related Diseases, 2012

Rise in Obesity-Related Diseases, 2030

Type 2 diabetes 25 million Americans Type 2 diabetes 6 million new cases
(Sl e 27.8 million Americans OLEUE 1 LD 5 million new cases
and Stroke and stroke

One in three cancer deaths is related to
Obesity-Related Cancer | obesity, poor nutrition or physical inactivity | Obesity-Related Cancer
— approximately 190,650 per year

400,000 new cases

Obesity-Related Health Care Costs, 2012
$147 billion

Rise in Obesity-Related Health Care Costs, 2030

Between $195 Billion and $213 Billion

Community Transformation Grants: Reducing Obesity by 5 Percent

CTGs are a key investment of the Prevention
Fund. A performance measure of CTGs is to
reduce the rate of obesity by 5 percent using
evidence-based nutrition and physical activity

Impact of Reducing Obesity

A 2012 analysis by the National Heart Forum
found that reducing obesity, specifically by
reducing BMI by 5 percent in states by 2030,
millions of Americans could be spared from
diseases and billions could be saved in health
care spending.®

If BMIs were lowered by b percent by 2030, the
number of Americans who could be spared
from developing major obesity-related diseases
could range from:

Ml Type 2 diabetes: 14,389 in Alaska to 796,430
in California;

B Coronary heart disease and stroke: 11,889 in
Alaska to 656,970 in California; and

B Obesity-related cancer: 809 in Alaska to
52,769 in California.

And, nearly every state by could save between
6.5 percent and 7.9 percent in obesity-related
health care costs.

programs that have proven results. CTGs will
benefit more than one in three Americans,
approximately 145 million people.
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Local Health Officials: Chief Health
Strategists Transforming Communities

By Rahul Gupta, Health Officer and Executive Director, Kanawha-Charleston Health Department

ust like the rest of the country, West Virginia

and Kanawha County has been battling the

obesity epidemic for decades. Across the
state, there have been a myriad of physical activ-
ity, nutrition and other initiatives focused on help-
ing people get to and remain at a healthy weight.

However, when these obesity prevention pro-
grams came in, there was a huge problem with
sustainability so after a few years a program
would lose funding and disappear. Quickly,
residents saw these programs as fads or simply
flashes in the pan. A lot of communities around
the state felt kind of used, they were put into a
program and researched and when the grant was
up, the program was gone and, with it, the sup-
port, incentives and staffing. There was nothing
built into the infrastructure of the community so
there was no capacity left to sustain the process.
Clearly, as obesity rates and chronic conditions
like diabetes continue to increase, this incremen-
tal, start and stop approach has failed.

Realizing this early on, our community created an
independent Health Coalition in Kanawha County
that included the local hospitals, K-12 education sys-
tems, higher education, business and other people
who had a stake and roots in our community. While
health and wellbeing is a personal responsibility, it

is the local, state and national government’s job to
provide easy outlets for citizens to reach their goals.
The founding idea of the coalition was that if there
are challenges facing the community, they will be
brought to the coalition and they will be solved and
resources will be dedicated by partner agencies.

As the coalition’s benefits to the community
became apparent, it was obvious that the state
needed more of these county-level coalitions
across West Virginia.

Transforming Communities

When the CTG program was launched in May,
201 I, we saw this as an opportunity to obtain the
kind of resources and support that could stand up
programs and capacity which would then remain
in place after grant dollars disappeared.

The CTGs made it even easier to bring stake-
holders and institutions to a common table to talk

about health. At the outset, we had over 100 or-
ganizations interested in being part of transform-
ing the state and local communities.

As we learned our lesson from past grants and pro-
grams, we weren’t going to let everyone get their
piece of the CTG pie and go home in a silo. We
wanted to ensure that each community worked with
each other as well as across the traditional silos, so
efforts were complimentary, not duplicative.

It became evident that the best conduit for the
grant money and ideas to flow was through Local
Health Departments (LHDs). Our plan was to
position the LHDs from all 55 counties as well-
ness or healthy living hubs for their communities.
They would work with the local and state De-
partments of Education, West Virginia’s Universi-
ties and the Osteopathic School to ensure plans
would work and were research driven and con-
nected to clinical settings.

While it might not seem like a huge shift, this was
a culture change in how resources and grants
were distributed across the state. Instead of each
LHD getting their money and going home, it was
clear the funding was to build capacity, i.e., the
resources and ability to do things — sort of how
it’s better to teach a man to fish than simply give
him a fish. LHDs were also the natural lead be-
cause they were trusted voices in the community
and, quite simply, they weren’t going anywhere.
Every day, in each community across West Vir-
ginia (and across the nation, for that matter) local
health employees serve to carry out and accom-
plish the basic public health needs of their juris-
dictions. As a result, our communities are safer,
healthier and protected from deadly diseases.

Once we had the framework in place, we went
back to communities to understand their needs.
Every three years, our county coalition conducts
a needs assessment, which includes telephone
surveys, focus groups, and key informant surveys.
A community forum, which is open to the public,
is held to prioritize the top three health concerns
in the county. Once identified, work groups are
formed to address these health concerns over the
next three years within the county after which
the process recommences with a new needs as-



sessment. Examples of health concerns that our
community has asked to address in the past have
included high rates of tobacco use including second
hand smoke, poor nutritional standard, lack of
physical activity and prevalence of substance abuse.

While we haven’t been able to create a statewide
Comprehensive Clean Indoor Air Regulation
(CIAR), that hasn’t stopped LHDs like Kanawha-
Charleston Health Department (KCHD) from
creating their own ordinances and enforcing them
— it’s great to enact a policy, but the enforce-
ment has to be just as good.

In Kanawha County, our Sanitarians conduct close
to 5,000 inspections annually to ensure our CIAR
ordinance is enforced and we have a near 100 per-
cent compliance rate. To build support in our com-
munity for the ordinance, we took not only a policy
approach (discussing the medical benefits of clean
air), but also a social/media approach, business ap-
proach (showing that it would not hurt bars or res-
taurants but actually could increase business), and a
science and research approach (we demonstrated
a 37 percent reduction in heart attack related hos-
pital admission rate in presence of CIAR over eight
years — published in CDC’s Preventing Chronic
Diseases, July 201 | issue). Every facet of our com-
munity became advocates for clean air for different
reasons — a one-time tobacco-reliant community
transformed into one with clean air.

Meanwhile, at a state level, we continue to work
toward enacting a statewide comprehensive law.
While it has happened incrementally, the capacity
and know-how is there across the state. In fact,
our local ordinance has been utilized by the state’s
Division of Personnel to implement a state em-
ployee policy against second hand smoke. Conse-
quently, the state government, without legislation,
has adopted a comprehensive clean indoor air
regulation for all state employees, which reaches
and benefits thousands of West Virginians.

In addition, in doing our needs assessment, it
became clear that people simply didn’t have ac-
cess to safe places to work out and play. There
was a huge barrier on the environmental side in
our community: there were no sidewalks and the
areas with the largest populations had no options
for physical activity. We needed to connect those
who wanted to work out with safe places to do so.

In Kanawha County, we built a Physical Activ-
ity Sites Google Map (http://www.kchdwv.org/
Home/Health-Promotion.aspx). It includes a
Google map of all physical activity opportuni-
ties in the County as well as tools such as walk

score, Everytrail and Gmaps pedometer which
can be used on mobile devices. The map empow-
ers people to seek out nearby physical activity
outlets. We hope to replicate this model in other
counties across the state through CTG.

In addition, we’re looking to improve nutrition
and physical activity in school and after-school
settings, by, most notably:

B Farm-to-School Initiatives: We have developed
blueprints and guides for county Food Service
Directors and farmers, giving them the capac-
ity and knowledge to stand up their own sus-
tainable programs.

M Child and Day Care Center Nutrition Pro-
grams: We implemented the “Be Choosy, Be
Healthy” program, which educates and em-
powers children to choose healthy lifestyles.
We have also expanded the “l am Moving, | am
Learning” curriculum, which increases physical
activity and promotes healthy food choices.

Lastly, our state is supporting the development
of community coordinated care systems that link
and build referral networks between the clinical
system and community-based lifestyle programs
that can help people overcome disease and dis-
ability and manage their health. We've linked cli-
nicians with programs like Dining with Diabetes,
Patient Centered Medical Home pilot initiatives,
the National Diabetes Program and Chronic Dis-
ease Self-Management Program.

We want programs to be complimentary to clini-
cal practice. If a physician is seeing 30 patients a
day that need diabetes/weight loss resources, we
need to provide these clinicians with the capacity
and information to direct their patients to a refer-
ral network outside the doctor’s office. This ap-
proach is both time and cost effective and has the
potential for healthier outcomes for patients.

West Virginia has worked long and hard to re-
verse the obesity epidemic. We've learned what
doesn’t work and we’re beginning to transform
our state, community by community. It’s become
clear that we need to provide people with the
resources to create their own programs and

that positioning LHDs as chief health strategists
will ensure capacity is maintained and programs
continue if grant funding disappears. By ensur-
ing that education, health, commerce and other
key stakeholders are responsible for setting and
enforcing policy, the entire community truly has a
stake in the health and wellbeing of everyone.




Providing a Holistic, Community-based
Approach to Substance Abuse

By Karen Kelly, UNITE President/CEO

Prescription drug abuse is inflicting a dev-
astating toll on families and communities

across southern and eastern Kentucky, a region
of Appalachia already shackled by economic and
environmental obstacles.

Our commonwealth ranks as the fourth most
medicated state in the nation; Kentuckians are
abusing prescription painkillers at an alarming rate
of about one in 15 residents. And with addiction
comes death — nearly 1,000 lives (82 per month)
in 201 |, more than from motor vehicle crashes.

The prescription drug problem proliferated
largely unchecked until early 2003, when a series
of articles was published exposing the addiction
and corruption associated with abuse across
southern and eastern Kentucky — a problem
chiefly associated with the painkiller OxyCon-
tin. Reacting to this disturbing news, Kentucky
Fifth District Congressman Harold “Hal” Rogers
formed Operation UNITE (Unlawful Narcot-

ics Investigations, Treatment and Education) to
provide a holistic, community-based approach to
address these problems.

UNITE works to rid communities of illegal drug
use and misuse of prescription drugs through
undercover narcotics investigations, coordinating
treatment for substance abusers, providing sup-
port to families and friends of substance abusers,
and educating the public about the danger of
using drugs. Involving broad-based community
representation, UNITE’s volunteer community
coalitions are empowered to educate and acti-
vate individuals to no longer accept or tolerate
the drug culture.

While grassroots initiatives target the most press-
ing local needs, UNITE provides regional support
through a multi-faceted, synergistic offering of
programs. These include: treatment vouchers
for low-income residents, creating more than 30
Drug Court programs (an intensive alternative

to incarceration for non-violent drug offend-

ers), funding residential treatment beds, offering
drug-free workplace and community education
trainings, creating nearly 100 in-school anti-drug
UNITE Clubs, funding a 30-member AmeriCorps
program at three dozen elementary schools, and
hosting a week-long summer camp for at-risk
middle school youth, among others.

In 2007, UNITE was one of |12 organizations invited
to participate in a White House Roundtable with
President George W. Bush to discuss the growing
prescription drug abuse issue. UNITE’s ability to
form partnerships and elicit proactive involvement of
communities was touted as a model for the nation.

Addressing the Issues

About 59 percent of the Kentucky Cabinet for
Health and Family Services’ cases of children
killed or nearly killed because of abuse or ne-
glect in 2009- 10 involved suspected substance
abuse by parents or caregivers. Nationally, it is
estimated that 75 percent or more of abuse and
neglect cases involve substance abuse.

Fueling an addiction becomes the primary focus
of parents and caregivers, resulting in diversion
of limited resources to drugs instead of food,
clothing and other needs of their children. In
addition, the impaired state of an addict can lead
to harmful decisions.

Anecdotal evidence suggests that 75-80 percent of
all crime is related in some way to substance abuse.
In addition, Kentucky’s medical providers are over-
whelmed with drug-related incidents, while the
workers’ compensation industry loses millions of
dollars annually to fraud. This menace hurts the eco-
nomic climate and sours a community’s quality of life.

Just as the disease of addiction impacts more than
the addict, prevention involves more than simply
stopping the flow of illegal drugs and diversion of
prescription and over-the-counter medications.
Sure we must incarcerate the criminal element,
but transforming society requires generational
changes in attitude, providing nurturing environ-
ments for those seeking to rebuild their lives,
along with instilling opportunity and hope.

UNITE’s approach has sought to tackle the un-
derlying contributing causes of substance abuse
and tap into the time and talents of concerned
community members.

UNITE is currently in the capacity-building phase
of a HHS CTG to support public health efforts
intended to reduce chronic diseases, promote
healthier lifestyles, reduce health disparities, and
control health care spending. This program will
serve | 19 of the state’s 120 counties.



This fall, under the leadership of UNITE’s Medical
Advisory Council with funding from an Appalachian
Regional Commission grant, a series of five sympo-
siums are planned to educate doctors and dispens-
ers about the dangers of prescription drug abuse
and how to use the state’s Kentucky All Schedule
Prescription Electronic Reporting (KASPER) system.

In order to tap the time and talent of community vol-
unteers, UNITE has created a series of ready-to-use
educational kits that trained individuals can present.
Each kit includes promotional materials, a PowerPoint
presentation, and step-by-step implementation guide.

Accidental Dealer

A national study conducted by the National Center
on Addiction and Substance Abuse at Columbia
University™ in 201 | found 46 percent of all high
school students currently use addictive substances,
and one in three meets the medical criteria for
addiction. According to the Substance Abuse and
Mental Health Services Administration, an estimated
70 percent of teens obtain these drugs from family
members or friends — often without their consent.

This kit educates individuals on the importance of
tracking and securing your medications in the home.
UNITE recently partnered with Kentucky Employ-
ers’ Mutual Insurance (KEMI) — the state’s largest
provider of workers’ compensation insurance — to
provide medication lockboxes to residents.

One-Step Misery: Kentucky Meth Epidemic

With the number of methamphetamine incidents at
record levels across the state, more and more in-
nocent people are being impacted — not only emer-
gency responders and health care workers, but on
work sites, in our neighborhoods and in our schools.

The number of meth lab incidents has spiraled out
of control, increasing 400 percent from 2007 to
2011, ranking Kentucky fourth in the nation. This
campaign — spearheaded by Appalachia HIDTA
(High Intensity Drug Trafficking Area), UNITE,
the Kentucky State Police and the Kentucky Nar-
cotic Officers’ Association — explains the prob-
lem and why people should be concerned.

It also focuses on a possible solution: require a

prescription for cold and allergy medications con-
taining pseudoephedrine — the only required in-
gredient of meth for which there is no substitute.

Addicted: A Dose of Reality

This hard-hitting program is designed to give
parents and caregivers the truth about the dan-
gers and availability of drugs. The three-part
presentation combines parenting techniques,

the science of addiction, and the ins and outs of
trendy drugs relevant to their community.

Combining video testimonies from recovering ad-
dicts and parents of addicts, authentic information
about drug addiction is packed into the presentation.

Life With a Record

Currently in production, this kit will detail the
consequences of having a drug-related conviction
on your record.

National Rx Drug Abuse Summit

Kentucky is not alone in facing the prescription
drug problem, now categorized as an “epidemic”
by CDC. Prescription drug abuse continues to be
a significant and growing problem that cuts across
geographical regions, age groups, social class, eco-
nomic standing, occupation and ethnic background.

Guided by a National Advisory Board, UNITE co-
ordinated the 2012 National Rx Drug Abuse Sum-
mit featuring thought-provoking presentations by
100 experts and leaders in five educational tracks:
health care, advocacy and prevention, human
resources, treatment and law enforcement.

More than 700 stakeholders — representing 45
states, the District of Columbia and three other
countries — participated in the Summit, which
included a forum with members of the Congres-
sional Caucus on Prescription Drug Abuse.

This discussion on prescription drug abuse issues
will continue with a second National Rx Drug Abuse
Summit, to be held at the Omni Orlando Resort at
ChampionsGate in Florida on April 2-4, 2013.

For more information about Operation UNITE
visit their website at www.operationunite.
org. To learn about the Summit visit www.
nationalrxdrugabusesummit.org.

In 2003, Fifth District Congressman Harold “Hal”
Rogers (R-Somerset) worked to create Operation
UNITE, a regional anti-drug initiative empower-
ing citizens groups and community leaders in 29
southern and eastern Kentucky counties. UNITE,
which stands for Unlawful Narcotics Investiga-
tions, Treatment & Education, seeks to fight the
drug epidemic by expanding drug awareness and
education programs to keep people from using
drugs; coordinating drug treatment and outreach
programs for those who are already addicted; and
operating regional undercover law enforcement
task forces for interdiction and prosecution of
those dealing drugs. For more information con-
tact Karen Kelly toll-free at 1-866-678-6483.




Achieving Positive Results for Children: Nemours’

Role as an Integrator

By Debbie I. Chang, MPH, Vice President, Policy and Prevention, Nemours & Mary Kate Mouser, Executive Director, Nemours Health and

Prevention Services

| \ | emours, a children’s health system operating in the Del-
aware Valley (Delaware, New Jersey and Pennsylvania)

and Florida, offers pediatric clinical care, research, education,
advocacy and community-based prevention programs in the
communities we serve.

In 2004, with childhood obesity rates continuing to climb and
associated health outcomes increasing among the children and
families we serve, we expanded our mission beyond providing
clinical care to include health promotion and disease preven-
tion. We embraced a model of integrated care and prevention
that would improve quality, address rising health care costs and
improve the health of the population of children in Delaware.
Our goal was to prevent obesity, type 2 diabetes and other
chronic conditions, not just for our patients, but for all children
in Delaware. We began our efforts in the state of Delaware,
with a focus on reaching children and families in the places
where they live, learn and play. To execute on this strategy,
we created a new operating division — Nemours Health and
Prevention Services (NHPS).

As we looked at the mounting problems related to childhood
obesity (in 2006, 17.6 percent of children ages 2-17 were
overweight and |9 percent were obese)i and consulted with
key stakeholders, it became clear that a multi-pronged ap-
proach with a focus on quality medical care combined with
community-based prevention strategies offered the greatest
likelihood of success. Under the umbrella of the “Campaign to
Make Delaware’s Kids the Healthiest in the Nation,” Nemours
worked with partners from multiple sectors — schools, child
care, primary care practices and community-based organiza-
tions — to positively influence children’s behavior and help
instill healthy habits early in children’s lives.

Throughout the course of this work, Nemours assumed the role
of an “integrator”, an entity working at a population level to pro-
mote prevention and improve health and well being. We sought
to spread and sustain what works, through a combination of ap-
proaches, including both policy and practice change. Nemours
served as the engine that brought this successful community ini-
tiative together by forging strong relationships with multi-sector
partners to reach a shared goal, assessing available community
resources, identifying gaps, creating continuous feedback loops
with the community and leveraging financial resources to support
the work, all critical roles that an integrator serves.!

For example, Nemours, working closely with the Delaware
Department of Education, assisted school districts in examining
existing wellness policies, strengthening and revising these poli-

cies when needed and possible and implementing them at the
school level. This effort emphasized two key strategies:

|. Focusing on district wellness policies to reach individual
schools, taking advantage of the federal law requiring all dis-
tricts participating in the National School Lunch Program to
create local wellness policies; and

2. Supporting the Department of Education in implementing
fitness measurements and physical activity pilot programs in
individual schools to demonstrate how physical activity can
be folded into the school day and the benefits of doing so.

As part of our work with the education sector, we also forged
strong partnerships in the early learning community—a group
that is often overlooked, despite being a setting where a sig-
nificant number of young children spend the majority of their
day. Nemours identified this gap and then worked to address it
through developing a comprehensive approach including promot-
ing policy changes in state licensing regulations to improve the
quality of nutritional and physical activity standards in licensed and
family child care that would impact 54,000 children in Delaware.
A strong partnership with the state Child and Adult Care Food
Program was instrumental in this work. We worked in partner-
ship with early care and education training systems to support
providers in implementing these standards, including offering
technical assistance in structured learning sessions for child care
providers that focused on healthy eating and physical activity.

From a public messaging perspective, a key area of focus for an
integrator, we engaged community partners and supplemented
our work through our ‘5-2-1-Almost None’ prescription for a
healthy lifestyle. This effort encourages children and families

to adopt a daily prescription to eat at least five servings of fruits
and vegetables, engage in no more than two hours of recre-
ational time in front of a screen, participate in at least one hour
of physical activity and consume almost no sugar-sweetened
beverages. Nemours engaged multiple partners in differ-

ent settings such as public parks in pursuit of a shared goal of
promoting healthy eating and physical activity. For example,
Nemours worked with the Delaware Parks and Recreation
Department to offer healthier food options in park vending ma-
chines, helped communities institute community walk days and
spread the 5-2-1-Almost None message to schools, child care
centers, youth-serving and community-based organizations, and
various levels of government throughout the state.

Another important role of an integrator is to facilitate the
leveraging of financial resources. In 201 | Nemours hosted
the first Outdoor Summit for Sussex County, which brought



together county and state officials, school district leaders and
community leaders to strategize about how best to promote
the need for their members and constituents to get 30 min-
utes of outdoor physical activity daily. Building from this work
to convene and engage partners, that same year, the State

of Delaware appropriated more than $7 million to improve
Delaware’s walking and biking trails, with an additional $13.25
million appropriated in 2012.

As a children’s health system with a wealth of clinical resources
at our disposal, Nemours leveraged data contained in our elec-
tronic health record system to establish a childhood obesity
quality improvement initiative that not only alerts a doctor when
a patient’s Body Mass Index (BMI) is above the healthy weight
range but also outlines appropriate follow-up and counseling for
families. From 2007-2008, a significant first step was that the
number of our providers noting BMI during a well care visit for
children almost doubled.

As a complex problem linked to deeply-rooted societal patterns,
childhood obesity is difficult to fight. Reversing the trends will
take many years. However, Delaware is progressingiii: between
2006 and 2008-09, the overweight/ obesity rate for children ages
12-17 decreased from 41.4% in 2006 to 35.2% in 2008-09 and
the overweight/obesity rate in Sussex County decreased from
40.2% in 2006 to 38.5% in 2008-09.iv And data from a new,
statewide survey to be released in 2013 shows promising indica-
tors, including positive trends in parental awareness of messaging,
child behavior and other key areas of intervention. Delaware’s
demographics are comparable to those of many other states;
progress in fighting childhood obesity here will provide the nation
with important information in this long term battle.

Our obesity prevention work continues today, with an emphasis
on applying the model we used with great success in Delaware

to other states where preventable chronic diseases are taking a
toll on the nation’s children. This focus on spread and sustainabil-
ity underpins our work as integrator. In 2012 Nemours and our
partners, including the National Initiative for Children’s Healthcare
Quality, Child Care Aware of America, American Academy of Pe-
diatrics and others, will implement evidence-based, practice-tested
learning collaboratives in collaboration with local early care and ed-
ucation providers in Arizona, Florida, Indiana, Kansas, Missouri and
New Jersey. Our goal is to help these providers adopt nutrition,
breastfeeding support, physical activity and screen time policies
and practices to improve the health of children under their care.

Nemours’ commitment to building sustainable partnerships with
a proven impact on population health left us well positioned to
build on our childhood obesity prevention work by expanding to
other health issues, most notably asthma. This expanded work
is enabling us to further enhance and build on our role as an in-
tegrator, impacting the children and families we serve.

In Delaware, || percent of children have asthma, the sixth high-
est rate in the country. In addition, children under four are twice
as likely to be hospitalized with asthma as any other age group
and are four times as likely to have asthma-related hospitalizations

as adults. To address this issue, Nemours created the ‘Optimizing
Health Outcomes for Children with Asthma in Delaware’ project,
with the goal of reducing asthma-related emergency department
visits by 50 percent and asthma-related hospitalizations by 50 per-
cent for all children in Delaware by 2015.

To achieve this, we are combining a pediatric primary care
medical home model with a population health approach strat-
egy to create healthier environments for children throughout
the state. In addition to investing private funds, Nemours has
leveraged federal funds from the Centers for Medicare and
Medicaid Innovation to support our work as integrator. We
are piloting our approach at three primary care sites, with an
enhanced family-centered medical home model that brings sub-
specialty asthma care into the primary care setting. Through
this approach, our patients will receive well-coordinated care
from an interdisciplinary team of physicians, nurses, care coor-
dinators, licensed mental health professional and community
health workers (CHW). The CHWs will serve as patient navi-
gators, who help individuals coordinate, access and manage
multiple services and supports by connecting our patients with
appropriate community-based services and providing case
management of their non-medical needs. The CHWs will coor-
dinate their work with community health liaisons, who partner
with neighborhood leaders to develop infrastructure in schools,
child care, housing and other systems to reduce asthma triggers
and promote a healthier environment. This will enable a con-
tinuous feedback loop, whereby the insights gleaned from the
navigator will inform the work of the integrator, with a goal of
catalyzing population level change in the community.

At Nemours, our mission to improve the lives of children
doesn’t stop at the doors to our hospitals and clinics. Our com-
mitment to helping children grow up healthy and reach their full
potential drives us to consider all the ways we can help develop
the next generation of kids in all the communities we serve. We
see ourselves as shared guardians of children’s health and lever-
age our more than seven decades of experience to mobilize and
integrate communities in pursuit of an integrated approach to
improved quality of care for kids, lower costs for the health care
system, and ultimately better population health.

NOTES

i Nemours Health and Prevention Services. Delaware Survey of Children’s
Health. Newark, Delaware 2009.

ii Nemours. “Integrator Role and Functions in Population Health Improvement
Initiatives.” May 2, 2012. http://www.improvingpopulationhealth.org/Integra-
tor%20role%20and%20functions_FINAL.pdf

iii Chang, Debbie |., Gertel-Rosenberg, Allison, Drayton, Vonna L., Schmidt,
Shana and Angalet, Gwendoline B. “A Statewide Strategy to Battle Child
Obesity in Delaware.” Health Affairs. March/April 2010 — Volume 29,
Number 3.

iii Nemours Health and Prevention Services. Delaware Survey of Children’s
Health. Newark, Delaware 2009.




c. IMPLEMENT THE NATIONAL PREVENTION STRATEGY

Current Status:

The ACA established a National Prevention,
Health Promotion, and Public Health Council
and an Advisory Group on Prevention, Health
Promotion, and Integrative and Public Health,
designed to provide coordination and leader-
ship among 17 executive departments and agen-
cies at the Federal level on prevention, wellness
and health promotion practices through the
public health system.

The Council, chaired by the Surgeon General,
was created by Executive Order in June 2010.

The role of the council is to ensure federal
health and prevention efforts are coordinated,
aligned and championed; and to encourage
partnerships to benefit all Americans among all
levels of government, the private sector, philan-
thropic organizations, educational organizations
and community and faith-based organizations.
The role of the Advisory Group is to offer recom-
mendations to the members of the Council and
advise them on effective, evidence-based preven-
tion and health-promotion activities.

In June 2011, the Council released the National
Prevention Strategy — a guide for the country
to achieve, in the most effective way, improved
health and well-being. The Strategy identified
four Strategic Directions: 1) create, sustain and
recognize communities that promote health
and wellness through prevention; 2) ensure
prevention-focused health care and commu-
nity prevention efforts are available, integrated,
and mutually reinforcing; 3) support people in
making healthy choices; and 4) eliminate health
disparities to improve the quality of life for all
Americans. It also specified seven evidence-
based priorities: 1) tobacco free living; 2) pre-
venting drug abuse and excessive alcohol abuse;
3) healthy eating; 4) active living; 5) injury and
violence free living; 6) reproductive and sexual
health; and 7) mental and emotional well-being.

In June 2012, the Council released the National
Prevention Council Action Plan, which builds
from the vision, goal, recommendations, and ac-
tions of the landmark National Prevention Strat-
egy. The Action Plan identifies commitments
shared across all 17 departments and unique
department actions being taken to further each
of the Strategic Directions and Priorities of the
National Prevention Strategy. The Council iden-
tified three shared commitments across the fed-
eral government: 1) identifying opportunities to
consider prevention and health; 2) increasing
tobacco-free environments; and 3) increasing
access to healthy and affordable food.

Why The National Prevention Strategy Matters:

B Numerous factors outside the health care sys-
tem — including housing, education, trans-
portation, the availability of quality affordable
food, and conditions in the workplace and the
environment — often play a large role in pub-
lic health so working across agencies to identify
and develop reforms can have a major impact
in improving the health of all Americans.

M If every federal agency focuses increased at-
tention on prevention and health promotion,
benefits will flow to the public’s health and
will help each agency fulfill its mission.

Recommendations:

A Fully implement the National Prevention Strat-
egy recommendations: Each agency should
implement the policy recommendations and
actions identified as part of the National Pre-
vention Strategy and National Prevention
Council Action Plan. On-going leadership is
needed to ensure effective implementation,
and agency leaders must continue to work to-
gether to meet the goals they laid out.

A Facilitate partnerships to meet agencies’
goals: The federal government should en-
courage partnerships among federal, state,
tribal, local and territorial governments;
business, industry and other private sector
partners; health care systems, insurers and
clinicians; early learning centers, schools, col-
leges and universities; community, nonprofit
and faith-based organizations; and individu-
als to improve health through prevention.

HOW IT’S WORKING:

M The U.S. Department of Housing and Urban
Development (HUD) and HHS are working
together to provide the approximately 2.1
million people who live in public housing with
a healthy and safe living environment, includ-
ing the option to live smoke-free. Since 2009,
HUD has strongly encouraged Public Hous-
ing Authorities to adopt smoke-free policies
and, by 2011, at least 230 had adopted smoke-
free policies for all or some of their buildings.
HUD is working with HHS, the American
Academy of Pediatrics and the American
Lung Association to release a collection of
resources for property owners, housing man-
agers, landlords, resident organizations, and
residents to help them create smoke-free envi-
ronments. HUD and HHS are also collaborat-
ing with other partners to increase residents’
access to proven tobacco cessation services.



M North Carolina created the Healthy Environ-
ments Collaborative (HEC) — an interagency
partnership between four state agencies (the
state’s departments of Health and Human
Services, Transportation, Environment and
Natural Resources, and Commerce ) — whose
mission is to integrate and align departmental
efforts to improve the health of North Caro-
lina’s people, economy and environment.
The collaborative identified three key areas
where all four departments could work to-
gether — data, comprehensive planning and
research. In addition, the agencies are work-
ing together on initiatives to promote health
in communities across the state. For exam-
ple, all four agencies are working together to
increase the number of communities across
the state that include health considerations in
their comprehensive plans. The agencies are
also working together on the development of
a Statewide Bicycle and Pedestrian Plan —
the first of its kind in the nation.

RWIJF AND THE FEDERAL RESERVE PARTNER FOR HEALTHY COMMUNITIES

Over the past two years, RWJF and various Federal
Reserve Banks hosted multiple national and regional
conferences and symposiums to forge partnerships and
convene stakeholders to discuss health and community and
economic development. These meetings joined leaders
from community and economic development organizations,
government, financial institutions, foundations, nonprofits
and private-sector organizations to develop a community
development plan in order to improve the health of
neighborhoods, schools and workplaces.®”

These forums have explored how a range of sectors have
been overlapping and partnering in recent years with increas-

ing knowledge that where people live, work, learn and play
have a huge impact on overall health and well-being.

The Federal Reserve Bank of San Francisco and the Low Income
Investment Fund published a book, Investing in What Works for
America’s Communities, based on issues raised during their sym-
posium highlighting ways to build strong communities and pro-
mote health in places where people live, work and play, including
policy, finance and education. In her essay featured in the book,
Risa Lavizzo-Mourey, President and CEO of RWJF, highlights

the importance of health inequalities and vulnerable populations.
She focused on the need to address poverty and poor health to-
gether, rather than working to solve the problems in isolation.®®

HEALTH IMPACT ASSESSMENTS

Health impact assessments (HIAs) can help policy makers evalu-
ate the effects that new laws, regulations, projects and programs
may have on health. This tool can help determine opportunities
to adapt policies so they can meet their objectives while also
helping to improve health while also avoiding unintended nega-
tive health consequences. For instance, factoring health into
community development can help identify increased opportuni-
ties for safe, convenient recreation spaces and encourage walk-
ing, biking and other physical activity.

Health impact assessment:

B Looks at health from a broad perspective that considers so-
cial, economic and environmental influences;

M Brings community members, business interests and other
stakeholders together, which can help build consensus;

B Acknowledges the trade-offs of choices under consideration
and offers decision makers comprehensive information and
practical recommendations to maximize health gains and
minimize adverse effects;

B Puts health concerns in the context of other important fac-
tors when making a decision; and

M Considers whether certain impacts may affect vulnerable
groups of people in different ways.*’




Breaking the Link Between Unhealthy
Housing and Unhealthy Children

By Ruth Ann Norton, Executive Director, Green & Healthy Homes Initiative™

American taxpayers lose hundreds of millions
of dollars annually in medical bills, energy
costs and lost wages due to inefficient and un-
healthy housing and nearly six million households
live with moderate to severe physical housing
problems. These hazards increase the risk for ill-
nesses and injuries including asthma, falls, respira-
tory problems and lead poisoning. Children and
seniors in low-income housing are hardest hit by
home-based environmental health hazards.

Extensive research by CDC, HUD, NIH, and
others confirm that home-based environmental
health hazards that trigger asthma episodes and
cause home injury cannot be fixed in the doctor’s
office but must be remedied by taking the tradi-
tional health care system to the new frontier of
prescriptive housing intervention services.

Currently severe home-triggered asthma attacks,
which result in emergency room and hospital
visits, are largely the domain of hospitals, which
are somewhat powerless to actually stop these
attacks from occurring. The hospitals treat the
patient and then send him/her back to the same
place that triggered the episode. It’s a revolving
cycle, during which millions of dollars are spent
and few are spared from preventable negative
health outcomes in the future.

Besides the physical health toll an unhealthy home
can have on its inhabitants, the monetary costs are
enormous. Total annual costs for housing related
childhood environmental diseases are estimated to
be $54.9 billion.” In addition, improving energy-
efficiency provides financial relief to low-income
families by cutting utility costs, better enabling them
to meet basic needs, pay for much needed medica-
tions and invest in healthy housing maintenance.
Families eligible for federal home energy assistance
spend 20 percent of their income on energy bills —
six times more than the national average.

Siloed and fragmented programs across all levels
of government and the community undermine the
ability of families, and the programs designed to
serve them, to adequately address the high costs
of unhealthy and energy inefficient housing. With-
out a coordinated assessment, intervention and in-
vestment strategy, residents with multiple housing

deficiencies have to fill out countless applications
and needlessly endure multiple home assess-
ments. Far too often this scattered approach has
left hundreds of thousands of homes unable to re-
ceive energy efficiency investments due to health
and safety issues. These barriers leave the families
most in need to be the least likely to receive nec-
essary improvements and upgrades.

The Green & Healthy Homes Initiative™ (GHHI)
was founded to address these glaring and costly
gaps. GHHI, a national program designed to break
the link between unhealthy housing and unhealthy
children, utilizes a single stream education, as-
sessment and intervention model to revolutionize
health care service delivery, health-based housing
intervention strategies, housing standards and in-
tervention decision-making in the U.S.

Currently, GHHI is engaged at the ground level in
16 cities nationwide. In each site, GHHI works with
local governments, nonprofits, and private sector
entities to implement an integrated health, housing
and energy efficiency platform that better aligns the
multiple programs currently available to low-income
residents. GHHI produces measureable results

that demonstrate better service delivery and health
outcomes for Medicaid and Medicare children and
families and reduce long term costs for health care
providers and CMS. In short, people get healthier
and health care costs go down.

In Baltimore, one of our sites, we recently
worked with the O’Bannon family. Dorothy
O’Bannon and her two daughters, aged 4 and

13, lived in the home her family had owned for
40 years. Both girls were diagnosed with asthma,
with the youngest daughter having been to the
emergency room or hospitalized |3 times in the
previous year due to severe asthma attacks, re-
sulting in medical costs exceeding $53,000.

When Mrs. O’Bannon sought services to help her
improve the conditions in her home that were
exacerbating her daughters’ illnesses, she was
turned away by five different publicly funded pro-
grams before she was referred to GHHI. Because
the problems in her home were so significant,
none of the available programs could address the
issues individually.



When GHHI performed a comprehensive assess-
ment of her home, multiple issues were found,
including: lead paint hazards; damaged roof causing
leaks in many rooms throughout the home; mice
and roach infestations; little or no insulation caus-
ing air leaks and drafty doors and windows and
high utility costs; holes in the living room floor; de-
fective plumbing causing mold and dampness. All
of the hazards found in the O’Bannon home were
causing excessive asthma episodes for the children.

GHHI aligned and coordinated intervention ser-
vices from seven different federal, city and com-
munity programs and funding sources to address
the health and safety hazards in the home, com-
pleting the work in just four days.”' The scope
of work included roof and floor repairs, lead and
mold remediation, integrated pest management,
window replacement, installation of foam insula-
tion, and weather-stripping and other energy ef-
ficiency measures.

The repairs and improvements performed in the
O’Bannon home have had a dramatic impact on
the health and well-being of the family. Since the
work was completed, neither child has returned
to the emergency department nor the hospital
with asthma-related illnesses and the girls have
not missed school as a result of asthma either. In
addition, Mrs. O’Bannon’s gas usage to heat the
home has been reduced by 27 percent. By coor-
dinating the services, the work was completed

in less than half the time it would otherwise take
and the cost for all of the interventions was 28
percent lower than it would have been had all of
the work been done independently.

Unfortunately, Mrs. O’Bannon’s story is not
unique. Thousands of families are faced with the
same challenges and the same choices when it
comes to improving their housing in order to im-
prove their health.

GHHI was designed to serve families just like this
all over the country. To date, more than 4,500
families have benefited from the integrated ser-
vice model GHHI implements in local communi-
ties. Initial data shows similar results across the
country as those experienced by the O’Bannon
family, most notably:

Bl A 67 percent reduction in hospitalizations and
emergency department visits for children with
asthma episodes, saving taxpayer funds sup-
porting Medicaid;

B Fewer missed school days, which improve
academic performance and decrease parent’s
need to miss work; and

M 20 percent to 25 percent more efficient use of
federal funds.

Innovative programs like GHHI provide key oppor-
tunities under for investments in primary preven-
tion by hospitals and managed care organizations.




HEALTH IN MIND — RECOMMENDATIONS FOR IMPROVING HEALTH
IN SCHOOLS

In 2012, the Healthy Schools Campaign and
TFAH, with support from the W.K. Kellogg
Foundation, issued a new report Health in Mind,
which recommended ways to incorporate
health and wellness into school culture and envi-
ronment, which would benefit the health, well-
being and education of the nation’s students.

The report reviews the complex needs of

health care for the nation’s youth, including how
chronic diseases among children are increasing
and school environments often do not provide
conditions that support health.”? For instance,
many students do not engage in physical activity
during the day, which has been shown to increase
school performance, or their school buildings
lack healthy air and access to fresh water, nutri-
tious food and/or a school nurse.” Also, many
students come to school with one or more health
problems that undermine their ability to focus in
school or even attend — studies have repeatedly
shown that children cannot reach their potential
in school unless they are as healthy as can be.”

The Health in Mind report recommendations
included:

B Providing safe and healthy places to
learn and play. All students deserve access
to a clean and safe environment with good air
quality. Schools should provide students with
nutritious meals and opportunities for physical
activity and teach students about the impor-
tance of nutrition and activity.

B Recognizing health as an integral part of
excellence in education. We must integrate
health and wellness into the definition of a
successful school and recognize the ways in
which these elements support learning. As we
evaluate school performance, we must ac-
knowledge the role that health and wellness
play in student achievement.

/

“The link between student health and student
achievement is not theoretical—it is a fact.”
said Randi Weingarten, president of the
American Federation of Teachers. “Yes,
there are many educational and academic
issues that we need to address. But making
schools better also means that we must create
environments that provide steady support for
health and good nutrition.”

“Our members work with students every

day whose health and school conditions
impede their ability to learn,” said National
Education Association President Dennis Van
Roekel. “That’s why NEA members are taking
the lead to advocate for school and learning
conditions that result in a higher level of
student engagement and fewer absences.”

\

M Closing the achievement gap, eliminat-
ing health disparities. Research shows that
higher levels of achievement are often related
to health—and that health problems are
closely connected to hindered performance in
school. Until we address the health disparities
that many low-income minority students face,
learning disparities will persist.

B Ensuring access to needed health services
at school. Access to health services is neces-
sary to ensure students are healthy and ready
to learn. Making health services available at
schools is an efficient and cost-effective way to
reach the 52 million children who spend their
days at school. Research shows that access to
care—from a school nurse, for example—im-
proves wellness and academic achievement.



North Carolina: Transportation,
Commerce and Environment are Integral
in Building Healthy Communities

By Ruth Petersen MD, MPH, Section Chief, Chronic Disease and Injury Section, N.C. Division of Public
Health and Julie Hunkins, Manager, Quality Enhancement Unit, N.C. Department of Transportation

In 2006, the North Carolina Department

of Health and Human Services (NCDHHS)
convened a meeting of the state Departments
of Transportation (NCDOT), Environment and
Natural Resources (NCDENR), and Commerce
to discuss the possibility of the four agencies
working together on common goals where pub-
lic health, the natural environment, economic
prosperity, and the built environment (e.g.,
greenways, bike ways, roads, parks) intersect.
The result of this conversation was the develop-
ment of the Healthy Environments Collaborative
(HEC), an interagency partnership whose mis-
sion is to integrate and align departmental ef-
forts to improve the health of North Carolina’s
people, economy and environments.

When the HEC began meeting, partners focused
on gaining an increased understanding of the
work of each agency and where there were po-
tential opportunities to work together to achieve
common goals. Over the next couple of years,
the HEC created a vision, mission and a strategic
plan, and gained support from the Secretaries of
the four state departments. In 2009, NCDHHS
received Communities Putting Prevention to
Work (CPPW) funding, through the American
Reinvestment and Recovery Act (ARRA), to
create more physical activity opportunities for
North Carolinians by creating environments that
support physical activity. With guidance from
the University of North Carolina at Chapel Hill,
Gillings School of Global Public Health, the HEC
analyzed and prioritized the importance and fea-
sibility of different activities that would support
physical activity environments across the state.
They also identified opportunities where they, as
state agencies, could help remove obstacles that
local governments face in their efforts to create
physical activity environments.

Most recently the HEC held a strategic planning
session and identified three key areas where

all four departments could work together for
mutual benefit: data, comprehensive planning

| Healthy Communities and a
Healthy Economy

Commerce has a web-based tool on its Access
NC website containing information that
allows prospective business and industry

clients to search for specific attributes of
buildings and sites available within the state.

Going one step further, Commerce recently
added health and quality of life attributes that
can now promote the availability of sites with

access to parks and recreation, greenways,

pedestrian walkways, etc. Commerce believes
that illustrating health and recreational access
can be a major selling point in attracting and
retaining businesses and talent.

and research. These key areas support current
initiatives of all four agencies and provide an
opportunity to undertake common efforts that
align with the work that all agencies are already
undertaking, which increases efficiency and use
of resources. In addition to the collaborative
efforts of the HEC, each agency now better un-
derstands and can support the efforts of other
agencies. For example, NCDHHS was awarded
Community Transformation Grant funding and is
working very closely with NCDOT, NCDENR
and Commerce to increase the number of
communities across North Carolina that include
health considerations in their comprehensive
plans. NCDOT has included a health compo-
nent in the development of its comprehensive
Statewide Bicycle and Pedestrian Plan and is also
working closely with NCDENR and Commerce
to better connect biking and walking facilities to
existing trails and provide active transportation
options that enhance economic prosperity and
promote a healthier workforce within the state.
Commerce has added attributes, such as green-
ways, bike trails, and other recreational venues
to its “Buildings and Sites” website as an offering




North Carolina Healthy Communities CONTINUED

to local communities to further showcase avail-
able commerecial buildings and industrial sites as
“healthy worksites.” The allowance of this infor-
mation informs prospective relocating businesses
that there is access to parks and recreation, gre-
enways, pedestrian walkways, etc., that is read-
ily available to their employees. NCDENR and
NCDOT have partnered to work through en-
vironmental design issues that, in the past, have
been problematic for greenway construction.

The HEC has led to the identification of oppor-
tunities where four state departments can work
together and achieve mutual goals — even with dif-
ferent organizational missions. The agencies have
learned that the state will not realize significant
positive changes in public health unless they look

at the built environment in concert with efforts on
prevention and the treatment of chronic disease.

Health and Transportation

The NCDOTs mission is to connect people and
places safely and efficiently with accountability
and environmental sensitivity and to enhance the
economy, health and well-being of North Caro-
lina. NCDOT recognizes that the opportunity to
increase physical activity, and therefore improve
public health, lies in the department’s concept
of “active” or “healthy” transportation. It is re-
ported that people who live walking distance to
trails, paths or stores report higher amounts of
walking than those who do not. NCDOT rec-
ognizes that active transportation is important to
creating livable, vibrant and healthy communities
and is working to affect policy and organizational
change through several collaborative efforts.

One such collaborative effort, currently under-
way, is the development of the Statewide Bicy-
cle and Pedestrian Plan. The plan will integrate
public health considerations; demonstrate how
active transportation contributes to a healthier
workforce that can increase worker productiv-
ity and enhance North Carolina’s recruitment/
retention of businesses; and describe how biking
and walking facilities can be co-located to pro-
vide enhanced access to conservation and green

open space, as well as minimize overall impacts
to the environment.

With regard to the transportation-related strate-
gies, NCDOT recognizes that it will also have
to be strategic to ensure the state is getting the
best bang for the buck. For example, sidewalks,
bike lanes and greenways cannot be put every-
where as funding is limited. This means that as
NCDOT, state agency partners and local gov-
ernments work together, they must understand
what the community’s needs are with regard

to mobility, while also considering where facili-
ties could have the most potential to create in-
creased choices for physical activity for the most
at-risk populations.

There has never been a comprehensive state-
wide bicycle and walking plan, anywhere in the
nation, as wide reaching as one NCDOT is creat-
ing. As part of the plan’s development, NCDOT
is performing a Health Impact Assessment to
articulate the benefits of integrating bicycling and
walking intentionally into transportation policies
and practices. The project, widely supported
and funded by the Federal Highway Administra-
tion, Blue Cross Blue Shield of NC Foundation,
Commerce, NCDENR, NCDHHS and others,
has become a unique collaboration. When com-
pleted, the plan will reflect the linkages of active
transportation, the economy, natural environ-
ment and public health. Going forward it will also
help drive policy and decision making around
bike and pedestrian transportation outcomes in
local communities.

The Statewide Bicycle and Pedestrian Plan is
one example of how NCDOT is collaborating
with its partners to create the opportunity for
improved health outcomes throughout North
Carolina communities. North Carolina agencies
will continue to engage others and work to-
gether toward common goals for healthy com-
munities in order to more efficiently leverage
resources and achieve goals related to mobility,
public health, commerce, and environment and
natural resources.



d. PROVIDE WORKPLACE WELLNESS PROGRAMS TO ALL

AMERICAN WORKERS

Current Status:

More than 90 percent of large employers (200
or more workers) and more than 60 percent of
smaller employers (3-199 workers) offer employ-
ees at least one wellness benefit, according to the
2012 Kaiser Family Foundation and Health Re-
search and Education Trust annual survey of em-
ployer health benefits.” As of 2010, only 17 states
offered a range of wellness programs to state em-
ployees.” Workplace wellness benefits and pro-
grams can vary dramatically in their scope and
may or may not be based on proven, evidence-
driven strategies. Examples of wellness benefits
can include: tobacco cessation programs, lunch
and learn sessions, obesity management and nu-
trition counseling, and online tools including
health assessments and customizable tools to
help with diet, nutrition and fitness.

The ACA expands employers’ ability to reward
employees who meet health status goals by par-
ticipating in wellness programs up to 30 percent
of employee benefit health costs in 2014. That
means, employers can require employees who
do not meet the goals to pay more for their em-
ployer-sponsored health coverage.

In 2011, CDC created the National Healthy
Worksite Program, a $9 million, two-year pro-
gram to help up to 100 small, mid-sized, and
large businesses across the country set up and
run evidence-based wellness programs. Each
program participant will receive intensive sup-
port and expertise putting in place a combi-
nation of program, policy and environmental
interventions to support physical activity, good
nutrition and tobacco-use cessation. In addi-
tion, community participants will receive train-
ing and technical assistance as well as mentoring
through peer relationships.”

Why Workplace Wellness Programs Matter:

M For every wellness dollar spent, studies have
found, medical costs fall by about $3.27, and
productivity increases, with absenteeism costs
falling by about $2.37.7

M States provide health coverage for about
seven million people, including 3.4 million
state government employees and retirees,
and their dependents and family members.
Approximately eight percent of state health
budgets go to state employee health.™

B Small businesses employ about half of the
country’s private sector workers and face
growing health care costs and lost productiv-
ity related to obesity.*

Recommendations:

A The Federal government should implement a
comprehensive, evidence-based wellness pro-
gram for all federal employees so that all govern-
ment workers have access to wellness programs.
Federal workplaces should offer comprehensive
wellness programs that can serve as a model for
other governmental and private workplaces.

A Every state and local government should
offer a comprehensive, evidence-based well-
ness program. State and local governments
should provide strong wellness programs to
their employees.

A Providing wellness programs to teachers and
other educators should be a high priority. Re-
search shows wellness programs for educators
not only benefit the adult participants but
also have shown success in engaging teachers
in promoting increased physical activity and
improved nutrition among their students.

A States should make wellness programs a
key component of their Health Insurance
Exchanges. Exchanges should be active
purchasers and encourage or require all
qualified health plans in an exchange to
offer evidence-based wellness programs.

A Private employers — regardless of their size
— should provide effective, evidence-based
wellness opportunities for their employees.
Businesses should partner with government,
hospitals and community-based organizations to
offer wellness programs. Federal, state and local
governments should offer increased tax incen-
tives and other assistance, including providing
education about the benefits of wellness pro-
grams, to help small business wellness programs
get off the ground. Insurance plans should also
offer financial incentives to small businesses
that offer wellness programs. Community-
based organizations can collaborate with small
businesses to increase opportunities to support
physical activity and other programs, and local
hospitals or health care providers can offer free
health screenings and classes on health.




HOW IT’S WORKING:

M Logistics Health Incorporated (LHI), in La-
Crosse, Wisconsin, partnered with Riverside
Corporate Wellness (RCW), to create a com-
prehensive wellness program with a clinical
component, which has up to an 80 percent
participation or activation rate, and has led
98 percent of LHI employees to feel that the
company emphasizes wellness and 99 percent
to rate LHI’s wellness programming as good
to excellent. RCW created an on-location
primary care clinic at no cost to LHI employ-
ees and their families that provides access to
health promotion and primary care services.
In order to ensure effective and safe sharing
of health care records and professional staff-
ing, RCW also engaged multiple corporate
and community stakeholders in the imple-

mentation of its clinic. LHI has implemented
policies that allow its employees to fully uti-
lize the wellness services, including providing
three hours of paid time per week to partici-
pate in sponsored wellness activities.

B The YMCA in the Coulee Region of Wiscon-

sin created partnerships to encourage local
businesses to support employee wellness pro-
grams. Partnering with Gundersen Lutheran
Health System and Mayo Health Systems, the
Y created a Well Workplace Toolkit and rec-
ognition breakfast that encourages business
to launch programs, policies and projects to
support employee wellness within the work-
place. They have also partnered with a local
vending company to increase healthy food

options in workplace vending machines.

POTENTIAL SAVINGS THROUGH PREVENTION OF CHRONIC DISEASES
AMONG CALIFORNIA PUBLIC EMPLOYEES’ RETIREMENT SYSTEM (CALPERS)
STATE ACTIVE MEMBERS

California has the nation’s largest pooled public
employee program, which combines state, local
government and schools on one state employee
health plan. In 2011, CalPERS spent close to
$7 billion to purchase health benefits for the
state of California and for local and government
agency and school employees.®' In an effort

to estimate the burden of preventable chronic
diseases among CalPERS State Active Members,
the Urban Institute conducted an analysis of
potential savings if several common preventable
conditions were addressed

The analysis included hypertension and type 2
diabetes labeled as Cluster | conditions, and
then added heart disease, stroke and renal dis-
ease, alone or combined with Cluster | condi-
tions, and named them Cluster 2 conditions.
The analysis evaluated over 2.5 million records
of CalPERS State Active Members and depen-
dants covered between 2004 and 2008 and
calculated potential savings of Cluster | and 2
conditions that are preventable through changes
in diet and physical activity.

Results showed that of the $1.6 billion spent in
2008 on State Active CalPERS members, $362
million—almost one-quarter of total spending,
was attributable to preventable conditions from
Cluster | and 2.8> These estimates are consid-
ered conservative because they did not include
any other diseases that could potentially be af-
fected by interventions to improve diet, increase
exercise and reduce smoking, and the analysis did
not include costs associated with predisease or
reducing the severity of conditions. Also, the cost
estimates did not include any savings associated
with improved productivity due to a healthier
workforce. Estimates from the analysis suggest
that a one percent reduction among State Active
CalPERS members in common preventable con-
ditions could save $3.6 million per year.

The analysis was able to further break down
spending based on gender, ethnicity, county, age
and by department or agency and has the potential
to inform CalPERS as they move forward in imple-
menting future workplace wellness programs.



NEBRASKA’S INTEGRATED HEALTH PLAN

In 2009, the State of Nebraska launched a new
integrated plan for health among state employ-
ees and their families. Prior to 2009, premiums
had been increasing annually due to overutiliza-
tion of health care services, poor preventive
adherence, lack of attention towards early
detection and continual escalation of premium
rates. In response to increasing costs of health
care the State developed a new wellness strat-
egy known as wellnessoptions.®

State employees who qualify for the new health
plan have lower premium costs, access to com-
prehensive preventive coverage and year-round
wellness programs. In order to qualify, any em-
ployee or spouse needs to complete three steps
on an annual basis: participants choose and enroll
in their choice of a wellness program,; participants
complete a biometric screening option; and par-
ticipants complete an online health assessment.8

A range of wellness programs are offered to
enrolled State of Nebraska employees and their
spouses, which include:®

B Walk This Way—a walking program where
participants wear a pedometer and monitor
their number of steps online;

B EMPOWERED Coaching: Lifestyle and Condi-
tion Management—participants work with a
personal health coach to support healthy life
changes related to physical activity, healthy eat-
ing, smoking cessation and stress management;

B NutriSum—an online weight management
program;
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B Cardio Log—an online tool allowing participants
to track a variety of exercise workouts; and

M Biometric Screening—onsite and at home
screenings are offered throughout the year.

Since the integration of Nebraska’s new health
plan, there have been significant improvements
in some high risk areas. An analysis of health as-
sessments from 2010 to 201 | found the follow-
ing improvements:®’

M | 1.3 percent of those who were previously
high risk for low levels of physical activity are
now exercising more than two days per week.

M 7.7 percent who were previously high risk for
low fruit and vegetable consumption are now
eating more than three fruits and vegetables
per day.

H Tobacco use among participants decreased
from 9.3 percent to 7.8 percent.

B Those at high risk for depression decreased
from | 1.6 percent to 9.6 percent.

Along with health improvements, the State of Ne-
braska also saw a reduction of health care costs
during the first two years of the program. When
comparing wellness program participants” health
costs to non-wellness participants, the State saw
a reduction of $4.2 million in reduced medical and
pharmacy claims. The return on investment for
the program in the first two years found that for
every $1.00 invested in wellness programs, $2.70
is returned in health care savings.®
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Planting Health and Wellness Seeds: a
Corporation’s Mission to Help Their Employees,
Clients and the Bottom Line

By Teresa Pulvermacher, MSN, NP-C, Director of Program Development/Operations Manager, Riverside Corporate Wellness

I he mission of Logistics Health Incorporated (LHI), in La
Crosse, Wisconsin, is to “take care of the people we
serve through innovative health care solutions.” This starts
at the roots, their own employees, because without roots,
branches do not flourish and sprout leaves.

Six years ago, Don Weber, founder and CEO of LHI, which
helps their clients meet occupational health goals, began talking
about planting the seeds of wellness and cultural landscaping to
create a company-wide focus on health that could be transmit-
ted to their clients.

Weber piloted small-scale health and wellness initiatives, i.e., the
seeds, such as a wellness committee to get a feel for what em-
ployees might appreciate, influenza immunization programs and
weekly wellness tips, which have sprouted into a health in all poli-
cies approach to decisions and client services.

LHI’s offices are in the La Crosse Riverside Center, which is
co-occupied by Riverside Corporate Wellness (RCW), an or-
ganization dedicated to promoting health and wellness through
fitness, education programs and primary health.

Over the years, LHI has grown alongside their wellness part-
ner, RCW, which has merged the pilot programs begun by
Weber with an on-location primary care clinic at no cost to LHI
employees and their families.

The primary objective of LHI and RCW is what forces a continual
cultural shift towards a healthier, more balanced life. The goals
are clear: improve employee health habits; develop and maintain
a recognized corporate culture of wellness; develop and main-
tain the Corporate-Advance Wellness Home Model; and ensure
sustainability. More simply put, LHI advanced wellness because
employees are the corporation’s most valuable resource — a
healthy employee and family is happier and more productive.

The idea of merging an established and comprehensive wellness
program with a clinical component is new and unique. The result-
ing services are specifically designed to meet employee and busi-
ness needs—they are convenient, accessible and comprehensive.
In a business community, this kind of care maximizes opportuni-
ties for preventive care and health promotion, while reducing
unnecessary reliance on specialized, urgent and emergency care.
The most important factor is convenience. If employees can have
their health care needs met in less than one hour on a consistent
basis, rather than having to use hours of personal time to visit a
provider, their productivity, absenteeism and adherence to doc-
tor/practitioner recommendations and health will improve.

LHI lives its company mission daily: always take care of the people
they serve by providing innovative healthcare solutions that ex-
ceed expectations, are ethical and compassionate and fulfill the
promises to employees, customers and communities. The combi-
nation of primary health services with a comprehensive wellness
program, which includes frequent opportunities for health educa-
tion, a readily accessible corporate fitness facility and specialized
health risk programs, has transformed our sick care model into a
true health care system, wherein we prevent disease from occur-
ring rather than treating people after they become sick.

That said, it doesn’t happen overnight or with a snap of the
fingers. Lifestyles that are more healthcare cost-efficient, sat-
isfying and balanced, and that lead to wellness and good health
are difficult changes to initiate and/or maintain when financial
resources are strained and other life issues take precedence.

So we try to make it as easy as possible for employees. For ex-
ample, employees and their families can access no-cost health
promotion and primary care services at the workplace. A visit to
the onsite primary health clinic is no longer just a visit for a sore
throat; but an opportunity to address lifestyle and health pro-
motion. Finding time for physical activity is no longer a burden,
but a cultural workplace norm: employees can take paid time
away from their desks to go to the gym or take a fitness class.

In addition, primary care in the context of corporate wellness fa-
cilitates early detection and prevention of problems, even when
there is not a heavy demand for such services involved in primary
care. In every interaction with a health care provider, participa-
tion in wellness is carefully monitored and tracked. Extended
visits to providers for traditional episodic care, and annual exams
over an hour or longer, or even divided visits, afford the oppor-
tunity to address adherence to primary prevention strategies at
all ages; well-infant and child exams; sports physicals; counseling
on contraception, sexuality, drugs and alcohol for adolescents
and young adults in the reproductive years; lifestyle management,
nutrition and exercise in metabolic syndrome; and the preven-
tion of diabetes and cancer. These visits provide time for assisted
priority referrals to fitness coaching, alternative and integrative
therapies, weight management, and tobacco cessation. Educa-
tion regarding and access to recommended screening such as
colonoscopy and mammography are coordinated and managed.
Preventive care in this relaxed yet comprehensive environment
has the potential to improve poor health, reduce risky behavior
and address social and other determinants of health, as well as
assisting parents in early childhood development.



Traditional health care often presents numerous obstacles to
continuity, access and convenience that impact the corporation.
For example, clinic schedules require frequent attendance, a
heavy cost in time, travel expenses and lost wages, which ulti-
mately affect a patient’s motivation to visit the provider. These
obstacles to care have been carefully considered in the schedul-
ing of office visits at RCW Primary Health. To increase access
and ensure a timely visit, we have taken a revolutionary ap-
proach. Visits to the provider can be scheduled over extended
hours during the week with shortened waiting times. All clinic
appointments are at a minimum of 30 minutes for episodic and
acute care, and one hour for an annual exam, allowing the extra
time for provider-member interaction and health education.

Our alternative, convenience-focused approach to appoint-
ments is working—serving a population of approximately 800
employees, the clinic has seen an average of 92 visits and nearly
80 unique members each week since its opening in February
2012. The model facilitates the improvement of the health of
employees and their families, without any detriment to the
operation or efficiency of the company. One employee recalls a
recent visit to the onsite clinic: “My child was sick. | called, got
in. | would have had to have taken four hours, if not the whole
day off from work to have my child seen elsewhere.”

RCW has also engaged multiple corporate and community
stakeholders in the implementation of this model. This includes
previously underused communication technologies to ensure
confidential exchange of health information to all local health
providers that Riverside Center employees know and trust.
Health care providers using electronic medical records over
protected data lines, unaffiliated with LHI human capital, deliver
effective and safe care with tools like the electronic medical
record support prescribing systems and clinical decision aids.
RCW and contracted providers are committed to developing
new policies and communication methods.

Community partners from local health systems and hospi-

tals participate in the corporate model as contracted service
providers that may include the professional staffing of nurse
practitioners, physician assistants, behavioral health special-
ists, dietitians, purchasing, and clinical operations. All provid-
ers must support the practice model, mission and vision, and
wellness philosophy of RCW and LHI. Third party providers
also participate in information and data tracking technologies
and other services essential to the operations such as cleaning,
facility maintenance and laboratory services. There are tangible
benefits to both the service and practice model providers.

The most unique component of the RCW and LHI compre-
hensive approach that has significantly affected workplace cul-
ture is compensated wellness time. As a matter of policy, LHI
employees may use up to three hours of paid time per week

to utilize all sponsored wellness activities. These hours do not
incur overtime, and may be used in the corporate fully staffed
fitness facility and personal training, or group exercise. Members
may also attend educational lunches, tobacco cessation services,

mobile screenings such as mammography, and appointment
times in the clinic for themselves or a child. Employees may also
participate in a supervised walking program, and a more inde-
pendent yet highly structured running club. Additional paid time
is allowed for attendance at an annual Health Expo, flu shot, and
biometric screening event, and various community activities that
fall under corporate sponsorship in the realm of social wellness,
such as blood drives. These activities are carefully monitored
and audited to maintain compliance with workplace rules and
ensure accountability, while meeting business needs. Every hour
is carefully tracked and categorized, and usage statistics are
carefully maintained and detailed in a dashboard, which main-
tains data regarding biometrics, paid time off usage, worker’s
compensation, family medical leave, health care costs, days of
hospitalization, sick days and unplanned paid time off.

Bottom Line

Routine culture audits, self-health reports and personal health as-
sessment data, along with detailed dashboard data, allow RCW to
draw significant conclusions about the health and wellness initia-
tives. Trending indicates that employees have improved or greatly
improved participation in physical activity and lipid and glucose
levels have normalized or remained normal for a significant por-
tion of the population. We have also seen impact on the over-
weight population with a decrease in BMI for those with BMI in
the 26 to 30 range. In addition, tobacco use is decreasing. Perhaps
the most important cultural indicator is that ninety eight percent
of LHI employees feel that LHI emphasizes wellness, and ninety
nine percent rate wellness programming as good to excellent,
with a participation or activation rate of up to eighty percent.

CEO Don Weber is often quoted speaking eloquently about
the cultural impact of wellness on not only the employee, but
the family as well. “My dream is that every employee will be
motivated by our corporate culture of wellness, and become
a stronger and healthier part of the LHI family. In turn, | hope
that our employees take that culture of wellness home with
them at the end of the day and infuse it into their family lives.
Healthy employees create healthier families, and ultimately, a
healthier community for us all.”

At RCW and LHI, we practice the 100/0 rule that Dr. John Izzo,
a behavior change consultant, proposes as a business princi-
ple—and apply it to health and wellness—one hundred percent
responsibility, zero excuses. Excuses to not participate in well-
ness or health promotion and disease prevention activity may
be legitimate, but when an employee of LHI takes one hundred
percent responsibility, excuses are no longer useful—and the
cycle of inaction is broken. It is a very strong business concept
that translates very well into wellness. The 100/0 rule can work
to positively change everything—from health to personal re-
lationships and business practices. RCW, LHI and Don Weber
have taken responsibility for their employees at a level rarely
seen in the corporate world and it has benefited employees,
their family, the community and the bottom line.




The Y Collaborating for a Stronger,
Healthier and Happier Coulee Region

By Bill Soper, YMCA CEO La Crosse Area Family YMCA

Astronger, healthier and happier Coulee Region
starts with activities that keep residents ac-

tive and engaged. We know that by removing barri-
ers to unhealthy lifestyles, we can reduce conditions
such as obesity and diabetes that are plaguing our
neighbors and driving up the cost of health care. In
addition, the epidemic of physical inactivity and poor
nutrition leads to chronic health problems like heart
disease, stroke, diabetes and cancer.

Our YMCA, through the Pioneering Healthier
Communities (PHC) and many other initiatives is
committed to improving the health and well-being
of our community, both inside and outside the
walls of the YMCA. We have been successful with
our many community partners in combating the
unhealthy lifestyles by implanting policies, projects
and programs that make the healthy choice the
easy choice where we live, learn, work and play.

In the fall of 2007 our YMCA was selected by the
YMCA of the USA to be a PHC YMCA. PHC is a
partnership between the YMCA of the USA, local
Y’s, local businesses, local government and local
organizations and CDC. This work provided the
opportunity to bring community leaders together
so collaboratively we could improve the health
and well being of our community. Our success
with the PHC initiative provided the platform to
launch many other community focused health and
well-being efforts.

Where We Play

For years, YMCAs have focused on curbing physical
inactivity. In fact, we’ve found that a love of play at
any age can really improve the health and wellbeing
of kids of all ages and, by extension, our county.

Three years ago we launched a program in part-
nership with YMCA of the USA called Press Play.
Press Play is a free 8-week program designed

to re-engage empty nester adults ages 45-60 in

physical activity. Our Press Play opportunities
have included basketball, dance, fitness classes,
group exercise classes and nutrition.

Two years ago we brought the CDC-led National
Diabetes Prevention Program to our community.
The program helps those at high risk of developing
Type 2 Diabetes adopt and maintain healthy lifestyles
by eating healthier, increasing physical activity and
losing a modest amount of weight in order to reduce
their chances of developing the disease. Since April
2011, 100 individuals have enrolled in the YMCA'’s
Diabetes Prevention Program at the La Crosse Area
Family YMCA.

At age 82, Dee Hutzler started exercising, lifting
weights and changing her eating habits as part of
the Diabetes Prevention Program. She joined the
program when it was offered for the first time in
April and lost 20 pounds during the first 16 weeks.
She kept it off, even losing an additional five pounds
during the maintenance period of the program. “|
am a lot healthier, and | feel stronger,” Dee says. “|
move a lot better and | am making better choices
when it comes to eating. | just didn’t want to be
diabetic, and when | heard about the program, |
was really interested in it.” Dee’s story, as remark-
able as it is, is a common occurrence among many
participants of the YMCA's Diabetes Prevention
Program since its launch in April, 201 I.

In addition, we built community gardens adja-
cent to our Community Teen Center and the
childcare center at our North YMCA. We host
garden tours for other childcare centers to help
bring gardens to the rest of the community. All of
the produce from our Y North garden is incorpo-
rated into snacks or provided to Y members.

To reach younger populations, each year,
through grant funding and a partnership with
the Safe Kids coalition of the Coulee Region, the
YMCA offers free swimming lessons. This year,



over |30 youth between the ages of 6-14 spent a
week in YMCA pools learning how to swim and
be safe in the water.

Where We Learn

Healthier children and adolescents make health-
ier adults. It’s that simple. It’s far easier to edu-
cate younger people on healthy choices than curb
entrenched lifestyle decisions in middle-age. To
ensure our children have the brightest future pos-
sible, we need to make sure they are as healthy
as they can be.

One year ago we launched a partnership with the
school district of Onalaska to manage their em-
ployee and student wellness programs. A “Com-
munity Wellness Director” spends half their time
working with the district wellness team, the staff
and the students within the district focused on im-
proved well-being through behavior change. We
have established a school garden at La Crosse’s
Franklin Elementary School. In addition, we have
worked to incorporate farm-to-school curricula
into the child care center and bring local fresh
fruits and vegetables into school lunch menus.

We have also transformed menus throughout the
Y to include fresh fruits and vegetables for all chil-
dren. This includes menu changes in our full time
childcare center, our school age programs, sum-
mer school programs and at our community teen
center. In fact, all 900 enrolled school age child
care receive a fresh fruit or vegetable daily.

To further educate children on the importance
of a balanced diet, we are incorporating the 5210
curriculum into all Y youth programs: five fruits
or vegetables daily, less than two hours of screen
time, one hour of physical activity and zero sug-
ary sweetened drinks daily. Slowly, we are see-
ing water become the drink of choice.

Where We Work

People spend a lot of time at work. Unfortunately
most of that time is sitting or, if they are mov-

ing back and forth, it’s usually to go to and from
the vending machine. To truly affect a population
change, we have to reach people where they are
spending most of their time.

So, we partnered with a local vending company,
Stansfield Vending, on Wellness Warriors, a
program focused on increasing the amount of
healthy food options in their vending machines.
The healthy options are sold at a lower price
point and the less healthy food items are at a
higher price point. With the help of PHC, Well-
ness Warriors has been introduced to several
local businesses. Additionally, Stansfield Vending
launched another program countywide where for
every piece of fresh fruit that is sold in their vend-
ing machines, they donate one piece of fresh fruit
to the Ys School Age Child Care program.

Through our PHC partners (Gundersen Lutheran
Health System & Mayo Health Systems), we cre-
ated a Well Workplace Toolkit and recognition
breakfast designed to encourage businesses to
launch programs, policies and projects to support
employee wellness within the workplace. We
have also contracted with a large La Crosse em-
ployer, Inland Market and Labeling, to work with
their wellness team to improve the well-being of
their employees through behavior change efforts.

Where We Live

The majority of our programs and initiatives are
created to make it easier for people to make the
healthy choice where they live. We have gone be-
yond our community center and delivered produce
to schools, healthy vending options to workplaces
and physical activity options to neighborhoods.

Our PHC team recently brought together the
leadership of local community gardens to have a
conversation designed to bring efficiencies to the
distribution of fruits and vegetables from these
gardens. While we're in the early stages of this
effort, ultimately it should improve access and
distribution of fresh produce.

In addition, in partnership with local businesses
and the County of La Crosse, we have installed
nearly 60 bike racks in the La Crosse community.
The bike racks are located primarily downtown
and help encourage the community to ride to
town on bikes, not in cars.







Ten Trust for America’s
Health (TFAH) Priority

Initiatives

he following section highlights recommendations from TFAH’s on-going

initiatives and projects. TFAH issues a series of policy reports each year to

bring attention to some of the nation’s most serious public health problems.

|. REVERSING THE OBESITY EPIDEMIC

2011 Obesity Rates
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Current Status:

More than two-thirds (68 percent) of Americans
are obese or overweight.** According to a na-
tional survey, adult obesity rates have more than
doubled — from 15 percent in 1980 to 35 per-
cent in 2010.' Approximately 23 million U.S.
children are obese or overweight.” Rates of child-
hood obesity have more than tripled since 1980.%

As obesity rates rise, the risk of developing obe-
sity-related health problems — type 2 diabetes,
coronary heart disease and stroke, hyperten-
sion, arthritis and obesity-related cancer — in-
creases exponentially.” Twenty years ago, only
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7.8 million Americans had been diagnosed with
diabetes, and today, approximately 25.8 mil-
lion Americans have diabetes.”” More than 75
percent of hypertension cases can be attributed
to obesity.” And, approximately one-third of
cancer deaths are linked to obesity or lack of
physical activity."”

Currently, the medical cost of adult obesity is
estimated to range from $147 billion to nearly
$210 billion per year.”® Obesity-related job ab-
senteeism costs $4.3 billion annually.”
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Why Reversing the Obesity Epidemic Matters:

M By 2030, combined medical costs associated
with treating preventable obesity-related dis-
eases are estimated to increase by between $48
billion and $66 billion per year and the loss in
economic productivity could be between $390
billion and $580 billion annually.'”

M If obesity rates continue on their current trajectory,
it’s estimated that: obesity rates for adults could
reach or exceed 44 percent in every state and ex-
ceed 60 percent in 13 states; the number of new
cases of type 2 diabetes, coronary heart disease and
stroke, hypertension and arthritis could increase
10 times between 2010 and 2020 and double again
by 2030; and obesity-related health care costs could
increase by more than 10 percent in 43 states and
by more than 20 percent in nine states.'”!

M If obesity trends are lowered by reducing the
average adult BMI by only five percent in
each state, millions of Americans could be
spared from serious health problems and bil-
lions of dollars in health spending could be
saved — between 6.5 percent and 7.8 percent
in costs in almost every state.'”

Recommendations:

A Protect and sustain investments in obesity pre-
vention: Federal, state and local programs to
prevent obesity should be maintained. In par-
ticular, the Prevention and Public Health Fund
— including CTGs, which help communities
around the country to invest in proven strate-
gies to improve health, including reducing the
rate of obesity through nutrition and physical
activity interventions — should be preserved.

A Fully implement nutrition and physical activity
policies identified in the National Prevention
Strategy and Action Plan: The National Pre-
vention Strategy is the nation’s first compre-
hensive action plan for improving the health
of all Americans. Created and released by the
National Prevention Council (comprised of
representatives from 17 different federal de-
partments and agencies), it includes an em-
phasis on improving nutrition and creating
additional, safe opportunities to support phys-
ical activity, such as by increasing the availabil-
ity of affordable healthy foods and promoting
safe sidewalks and parks and healthy housing.

A Continue to carry out the provisions of the
Healthy, Hunger-Free Kids Act, including on-
going implementation of school meal standards
and upcoming updates to nutrition standards for
competitive foods and child care: Schools across
the country are implementing USDA’s finalized
regulations updating school meal standards.

USDA must ensure that full implementation for
school meal standards continues as scheduled,
along with providing adequate training and
technical assistance. In addition, USDA has yet to
issue regulations to update standards for compet-
itive foods (foods and beverages sold outside of
the school meal programs, such as those served in
a la carte lines, in vending machines and school
stores); and for meals and snacks provided as
part of the Child and Adult Food Program that
serves more than 3 million lower-income infants,
children and impaired older adults.

A Fully support healthy nutrition in other federal

nutrition assistance programs: In addition to
school meal and child care programs, every ef-
fortshould be made to maintain and strengthen
other important nutrition safety net programs,
such as the Supplemental Nutrition Assistance
Program (SNAP), SNAP-Nutrition Education,
the Emergency Food Assistance Program, the
Fresh Fruit and Vegetable Program, and the
Healthy Food Financing Initiative.

A Expand opportunities to promote nutrition and

physical activity during and outside of the school
day: Federal health and education policies and
grants should provide increased incentives and
support for physical activity and nutrition. For
example, the next reauthorization of the Elemen-
tary and Secondary Education Act (ESEA) should
include provisions to: evaluate school progress in
meeting national physical education and activity
standards; expand the Carol M. White Physical Ed-
ucation Program, which provides grants to states;
and authorize School Improvement Grant fund-
ing to be used for encouraging school environ-
ments that foster physical and nutritional health.
Moreover, transportation funding should include
a strong active transportation component to pro-
mote pedestrian and bicycle friendly initiatives.

A Enhance efforts to limit unhealthy food mar-

keting aimed at children: The Interagency
Working Group of Food Marketed to Chil-
dren issued a set of proposed voluntary
principles to help guide industry efforts to
improve the nutritional profile of foods mar-
keted to children. These guidelines should
be finalized. Until then, food and beverage
companies should work together with scien-
tific, public health and consumer groups to
strengthen industry standards on their own.

A Finalize comprehensive menu and vending

labeling regulations: FDA should finalize the
menu and vending labeling provisions of the
Affordable Care Act to help provide consistent
nutrition facts about foods and beverages sold
in chain restaurants, grocery and convenience
stores, movie theaters and vending machines.



2. PREVENTING TOBACCO USE AND EXPOSURE

201 | Adult Smoking Rates by State (BRFSS)
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Current Status:

Cigarette smoking is the leading cause of prevent-
able death in the United States, killing more peo-
ple than alcohol, AIDS, car accidents, illegal drugs,
murders and suicides combined.'”® In the U.S.,
approximately 400,000 people die from smoking
and 50,000 adult nonsmokers die from exposure
to secondhand smoke each year.'” In addition,
there are six million children under 18 alive today
who will ultimately die from smoking.'*®

An estimated 43.8 million people, or 19 per-
cent of all adults (aged 18 years or older), in
the United States smoke cigarettes.'” In 2010,
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tobacco companies spent $8.5 billion — nearly
$1 million every hour — to market cigarettes
and smokeless tobacco products.'””

Federal and state government Medicaid smok-
ing-related payments are $30.9 billion, annually,
while taxpayers’ yearly burden from smoking-
caused government spending is $70.7 billion or
$616 per household.'*®

As states have cut funding to their tobacco con-
trol programs, the rate of decline in youth to-
bacco use has slowed noticeably.'"
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Why Preventing Tobacco Use and Exposure Matters:

M Every year, smoking requires $96 billion in
public and private health care expenditures.''

M Productivity losses caused by smoking each
year reach nearly $100 billion.'!

M Smoking harms nearly every organ of the
body. Smoking is a known cause of cancer of
the lung, larynx, oral cavity, bladder, pancreas,
uterus, cervix, kidney, stomach and esophagus.
It also causes heart disease and lung disease
such as emphysema and bronchitis. ''?

M The risk of developing lung cancer is about
23 times higher among men who smoke
cigarettes and about 13 times higher among
women who smoke cigarettes, compared with
never smokers."? Cigarette smoking approxi-
mately doubles a person’s risk for stroke.''*
Nonsmokers who are exposed to secondhand
smoke increase their heart disease risk by 25
percent to 30 percent and their lung cancer
risk by 20 percent to 30 percent.''s

Recommendations:

A Sustain investments in tobacco prevention
and cessation programs: Federal, state and
local funding for preventing tobacco use and
tobacco cessation should be preserved, in-
cluding protecting the Prevention Fund and
CTGs, which enable communities around
the country to invest in proven strategies to
improve health, including through the reduc-
tion of tobacco use. These funds should also

support continuation and expansion of the
CDC’s media campaign to reduce tobacco use.

A Ensure health insurance coverage for tobacco

cessation treatments: The Affordable Care Act
requires all new private health insurance plans
to cover recommended preventive health ser-
vices, including tobacco cessation, with no cost-
sharing. However, many insurers are failing to
provide this coverage and HHS and the states
should give detailed guidance on what cessa-
tion coverage is required under the Act.

A Effectively implement the FDA’s new author-

ity over tobacco products: The FDA must
continue to effectively implement the new
authority over tobacco products that it re-
ceived under the 2009 Family Smoking Pre-
vention and Tobacco Control Act. Priorities
should include assertion of jurisdiction over
all tobacco products; a rigorous review of new
tobacco products; and continued legal de-
fense of the graphic cigarette warning labels
required by the 2009 law.

A Support tobacco-free environments and poli-

cies: More and more states and localities are
passing smoke-free laws that protect everyone’s
right to breathe clean air — free from harm-
ful secondhand smoke. People should have
access to workplaces, parks, schools and other
public areas that are tobacco free. Tobacco-
free policies recommended in the National
Prevention Strategy should be expeditiously
implemented, including ensuring smoke-free
policies in and around all federal buildings
and properties including military bases.




3. ENCOURAGING HEALTHY AGING

Current Status:

By 2030, 20 percent of the U.S. population —
71 million Americans — will be 65 or older.
Aging-related diseases are projected to increase
the country’s health care costs by 25 percent
during this time period.'®

Eighty percent of America’s seniors live with at
least one chronic disease that could lead to pre-
mature death or disability.!’” For example, cur-
rent estimates for the prevalence of Alzheimer’s
disease range from 2.6 million to 5.2 million
Americans. There is growing evidence that Al-
zheimer’s disease can be prevented or delayed
through healthy lifestyles, physical activity and
stimulating the brain by reading and staying so-
cially active. If present trends continue, by 2050,
as many as 16 million Americans may be living
with Alzheimer’s disease.''® The total costs for
health care, long-term care and hospice associ-
ated with Alzheimer’s and other dementias are
projected to increase from $183 billion in 2011
to $1.1 trillion in 2050 (in 2011 dollars).'"?

Furthermore, each year, one-third of seniors expe-
rience falls, resulting in more than 2 million inju-
ries, 650,000 hospitalizations, and 20,000 deaths.'®
The financial costs associated with accidental falls
by seniors are expected to increase as the popula-
tion ages and may reach $54.9 billion by 2020.'*!

Why Encouraging Healthy Aging Matters:

M According to CDC, many cases of chronic ill-
nesses, particularly heart disease, stroke, diabe-
tes, and some forms of cancer, could be avoided
or delayed with healthy lifestyle practices, such
as regular physical activity, healthy eating, and
avoiding tobacco use, and through screenings for
early detection of cancer and other diseases.'*

M Medicare expenditures increased signifi-
cantly faster among overweight and obese
beneficiaries compared to normal weight
beneficiaries in recent years. While expen-
ditures increased among all groups, expen-
ditures increased by a mean of $122 per year
for normal-weight beneficiaries, $230 per
year for overweight beneficiaries and $271
per year for obese beneficiaries.'#

B A recent study found that despite government
recommendations, close to one-third of Amer-

icans aged 65 and over did not receive a flu
shot in 2009, and over one-third reported not
ever receiving a pneumococcal vaccination.'?!

Recommendations:

A Educate seniors and their health providers on
the importance of preventive care: Health
care providers, insurers, community orga-
nizations, employers and government offi-
cials should provide seniors with increased
information about the importance of life-
style changes, such as those related to diet
and physical activity, and the importance of
getting routine screenings and physicals for
early diagnosis and treatment of health con-
ditions. CMS should educate providers and
beneficiaries about the new clinical preven-
tion benefits included as part of the ACA.

A Make sure seniors are informed about their
Medicare prevention benefits: Medicare
should more actively and widely dissemi-
nate information about the range of preven-
tion benefits available, including preventive
screenings for heart disease, diabetes, and
many other chronic conditions, as well as vac-
cinations for shingles, flu and pneumonia.

A Fully fund the pilot project to provide pub-
lic health interventions to the pre-Medicare
population: The Healthy Aging, Living Well
pilot program authorized under the Afford-
able Care Act should be fully funded. The
pilot project would provide public health
community interventions, screenings, and,
when necessary, clinical referrals for indi-
viduals between 55 years to 64 years of age.

A Prioritize vaccinating seniors for flu and
pneumonia: Health departments should
strive to achieve the national goals of vacci-
nating 90 percent or more of seniors for flu
and pneumonia.

A Increase resources for research: The federal
government should increase funding for the
National Institute on Aging and the research
efforts at the National Institutes of Health that
investigate causes and cures of aging-related
chronic conditions, including neurological dis-
eases such as Alzheimer’s disease and dementia.




ALTARUM INSTITUTE RECOMMENDATIONS TO PROMOTE HEALTH AND
WELL-BEING AMONG BABY BOOMERS AND SENIORS

Altarum Institute compiled recommendations of
top prevention strategies for Baby Boomers and
seniors, helping Americans age as well and inde-
pendently as possible.

High-impact recommendations targeted to help
Boomers included:

I. Accelerate the Implementation, Spread
and Scale-Up of Proven Community-
Based Prevention Programs. In order to
be successful, community-based prevention
programs need to be adequately funded and

local leaders need incentives, as well as educa-

tion and training to fully utilize the programs.
Funds also need to be invested to support
research, evaluations and analyses of interven-
tions in order to effectively tailor programs

to each community. A range of programs
have been proven to be effective in improving
health outcomes over time:

B Group Lifestyle Balance is a comprehensive
behavior change program to prevent dia-

4. Support Public Education and Community-

Based Initiatives That Encourage Planning
for Old Age. Policymakers should develop
new, as well as strengthen existing, educational
resources to help Boomers with long-term plan-
ning. For example, the National Clearinghouse
for Long-Term Care Information provides a
range of resources for individuals and families
and the Own Your Future Awareness Campaign
is a federal-state effort to increase knowledge
about long-term care planning. A few commu-
nity-based interventions have also shown to be
effective in promoting long-term planning:

B The Respecting Choices program provides train-
ing and support to help communities include
advance care planning as an on-going process
between individuals, families and caregivers.'?’

M Physicians Orders for Life-Sustaining Treat-
ment is an advance care planning tool that
helps translate patient goals and preferences
into his or her long-term care plan.'?®

betes and the metabolic syndrome through
healthy eating and physical activity.'?

B Coordinated Approach to Child Health

The recommendations targeted to help seniors
included:

5. Increase Support for Policies and Pro-

(CATCH) Healthy Habits is an intergenera-

tional physical activity and nutrition program

using evidence-based curriculum. '

2. Enhance Knowledge and Adoption of
Chronic Disease Self-Management Pro-
grams. There are opportunities to prevent
chronic diseases from worsening and assist
Boomers in understanding and coping with these
conditions. Investments in self-management best
practices research should be made to develop

more effective interventions. Stakeholders across

medical and nonmedical organizations, including
health care and aging services providers, public
health departments, employers and advocacy
groups, must collaborate in order to align efforts
to maximize use of self-management practices.

3. Promote the Adoption of Evidence-Based

Workplace Wellness Initiatives. With mixed

evidence on the outcomes and effectiveness of
workplace wellness programs, Altarum Insti-
tute recommends that policymakers establish
a database with information and evidence from
prospective, on-going and completed studies
in order to bolster information on workplace
wellness programs and best practices.

grams Aimed at Preventing Falls Among
Older Adults. Increasing support for policies
and programs aimed at preventing falls can be
accomplished through a variety of ways includ-
ing increasing funding for community-based
falls prevention programs; integrating falls
prevention strategies into existing senior out-
reach services such as Meals on Wheels; and
incorporating falls prevention into the U.S. De-
partment of Housing and Urban Development
procedures. Many successful evidenced-based
falls prevention programs exist:

M FallProof is a group-based program that tar-
gets older adults before they fall, but are start-
ing to experience balance-related problems.'?

B Matter of Balance helps to reduce fear of
falling and increase activity levels.'*

. Enhance Opportunities for Physical Activ-

ity Among Older Adults. Altarum Institute
recommends that policymakers implement
policies and strategies to support active liv-
ing for seniors, which can be accomplished by
addressing barriers that prevent seniors from
participating in physical activity; ramping up



education and outreach efforts; and promoting
community-based physical activity programs.
A range of successful programs to increase
physical activity among Boomers and seniors
have already shown positive results:

B Active Choices includes a trained activity coach

who helps develop an individualized exercise
plan, provides phone support, monitors prog-
ress and offers exercise tips and information.'?'

M EnhanceFitness and EnhanceWellness certi-
fied instructors lead participants in warm-
ups, aerobics, cool downs, strength training
and balance exercises.'*?

B Strong for Life is a home-based exercise
routine to improve strength, function and
balance among older adults.'33

B Active Living Every Day is offered in settings
such as worksites, hospitals and retirement
communities to engage individuals with sed-
entary lifestyles. '3

M Fit & Strong! targets older adults with
osteoarthritis to help improve function and
physical activity, reduce pain and increase
self-efficacy. '

. Promote Healthy Diet and Nutrition
Among Older Adults. Improving diet
and nutrition among older adults can be
achieved through home-delivered meal
services such as Meals on Wheels; nutrition
education programs that promote the
use of multivitamins and nutritional drink
supplements; and increasing support for
programs like Supplemental Nutrition
Assistance Program (SNAP) to supplement the
diets of older adults. Increasing awareness of
the following community-based programs has
the potential to help promote healthy diet and

8. Promote Primary and Secondary Preven-

tion of Depression Among Older Adults.
Although screening for depression already
exists as part of Medicare, Medicare should
monitor and evaluate the effectiveness of the
current system and the tools that practitioners
are using. A range of proven programs and
services currently exist and should be dissemi-
nated more widely, accompanied by a campaign
communicating the implications of depression
among older adults. Secondary prevention pro-
grams have proven effective in reducing depres-
sion and related symptoms among older adults.

M Program to Encourage Active Rewarding
Lives for Seniors (PEARLS) teaches depres-
sion management skills through in-home
counseling sessions. '

M Healthy Identifying Depression, Empower-
ing Activities for Seniors (IDEAS) aims to
reduce depressive symptoms in older adults
with chronic health conditions and func-
tional limitations.'*

. Increase Affordable and Accessible Hous-

ing Options for Older Adults. Federally
subsidized housing for seniors needs to meet
the current need, and further expansion should
be considered to plan for growing needs.
Policymakers should explore new and existing
models that combine housing and supportive
services for seniors such as Naturally Occurring
Retirement Communities, “Village” models,'*
and Continuing Care Retirement Communi-
ties. Programs that connect older adults with
available benefit programs should be supported
such as the National Council on Aging’s Eco-
nomic Security Initiative and BenefitsCheckUp,
which offer tools to improve the economic
security of lower-income older adults.

nutrition among older adults: A final recommendation is important for both

B Healthy Eating for Successful Living educates Boomers 2ncleyiSiEy

seniors about nutrition and lifestyle changes to 10. Support the Creation of Healthy Com-
promote health and prevent chronic diseases.'*¢ munities for People of All Ages and Abili-

M Senior Farmers’ Market Nutrition Program
provides low-income seniors with coupons for
healthy foods at farmers’ markets, roadside

stands and community agriculture programs.'®’

M Eat Smart, Live Strong aims to improve fruit
and vegetable consumption and physical
activity among adults 60 to 74 who are
eligible for USDA Food and Nutrition
Service assistance programs.

ties. Our environment—including our homes,
schools, businesses, parks, and roads—can
play an important role in our health and well-
being. Policymakers should consider laws, poli-
cies and programs to encourage communities
that are “livable,” “lifelong,” “age-friendly,”
“sustainable,” and “intergenerational.” Efforts
should be evaluated to identify promising prac-
tices that pave the way for healthy environ-
ments that meet the needs of all residents.




4. IMPROVING THE HEALTH OF LOW-INCOME AND MINORITY

COMMUNITIES

Current Status:

Low-income and minority communities have
higher rates of obesity, asthma, diabetes, infant
mortality and other preventable diseases. Ac-
cording to the Health Policy Institute at the
Joint Center for Political and Economic Studies,
African Americans and other racial and ethnic
minorities experience poorer health relative to
national averages from birth to death — in the
form of higher infant mortality, higher rates
of disease and disability, and shortened life ex-
pectancy.'! Forty-eight percent of black adults
suffer from chronic disease, compared with 39
percent of the general population.'*?

Obesity correlates strongly with economics:
more than 33 percent of adults who earn less
than $15,000 per year were obese, compared
with 24.6 percent of those who earned at least
$50,000 per year.!*®  Adult obesity rates for
blacks are at or above 30 percent in 34 states
and D.C. The rates exceed 40 percent in 10
states. Meanwhile, adult obesity rates for Lati-
nos are at or above 30 percent in 19 states.'*

Black children and low-income children are
more likely to have asthma than white or Latino
children and children from higher-income fami-
lies, and are more likely to have suffered acute
asthma attacks."”® Nearly 15 percent of blacks
and 14 percent of Latinos have been diagnosed
with diabetes compared to 8 percent of whites.'*

Large disparities in infant mortality rates persist.
Infants born to black women are 1.5 to 3 times
more likely to die than infants born to women
of other races/ethnicities despite educational
attainment.'?’

As incomes decrease, rates of preventable hos-
pitalizations increase. In addition, the rate of
preventable hospitalizations for blacks is more
than double that of whites. If the nation elimi-
nated these disparities, we would prevent ap-
proximately one million hospitalizations and
save $6.7 billion in health-care costs annually.'*

In addition to having higher rates of sickness,
members of minority and low-income commu-
nities have more disadvantages when it comes to
treatment. Blacks are more likely than whites to
use the emergency department as their primary
place of care and are more likely to report delay-
ing or forgoing prescribed medication.'® Lati-
nos are more than three times as likely as whites
to have no regular health care provider.'®

Why Improving the Health of Low-Income
and Minority Communities Matters:

B Neighborhoods with high levels of poverty are
significantly less likely to have places where
children can be physically active, such as parks,
green spaces, and bike paths and lanes.'?!

M Having the option to move to lower-poverty
neighborhoods lowered the risk of obesity
and diabetes among poor women.'*

M Increasing supermarket access for disadvan-
taged individuals or areas has the potential
to reduce obesity-related health disparities.'?

M Childhood asthma rates are 2.4 times higher
for Puerto Ricans, 1.6 times higher for Af-
rican Americans and 1.3 times higher for
American Indian/Alaska Natives than for
whites, and overall asthma-related hospitaliza-
tion and death rates are three times higher
for African Americans than for whites.'**

Recommendations:

A Create strategies to improve the health of
all Americans, regardless of race, ethnicity,
income, or where they live: All Americans
should have the opportunity to be as healthy
as they can be. As a nation, we must invest in
first understanding the systematic disparities
that exist and the factors that contribute to
these differences, including poverty, income,
racism, and environmental factors like ex-
posure to pollution and quality of housing.
Resources must be devoted to implement
community-driven approaches to address
these factors, including using place-based ap-
proaches to identify “hot spots” of the biggest,
high-cost health problems to target programs,
policies and support as effectively as possible.

A Fully fund and implement the Prevention and
Public Health Fund and CTGs: The Preven-
tion Fund is already being used to support
prevention efforts in low-income and under-
served communities that are proven to make
these communities healthier, such as smoking
cessation programs, immunizations, disease
screening, and programs that promote nutri-
tion and physical activity. CTGs allow com-
munities to design interventions that meet
the most pressing needs of their populations
by investing in effective community-based in-
terventions, and focus on addressing the lead-
ing causes of chronic disease, such as tobacco



use, obesity and poor nutrition. The Fund
should be preserved in full and not be used to
offset or justify cuts to other programs.

A Engage entire communities in addressing

disparities: Efforts to eliminate disparities in
health must also include addressing the range
of community factors that influence health,
such as education, safe and affordable hous-
ing, safe streets and recreation spaces, and
affordable and accessible nutritious foods.
This will require taking a community-wide
approach, involving federal, state, and local
governments, businesses, health profession-
als and community groups.

A Partner with a diverse range of community

members in developing and implementing
health strategies: Federal, state, and local
governments must engage communities in
efforts to address both on-going and emer-
gency health threats. The views, concerns,
and needs of community stakeholders, such
as volunteer organizations, religious organi-
zations, and schools and universities must be
taken into account when developing strate-
gies if they are to be successful. Proven, ef-
fective programs, such as REACH (Racial and
Ethnic Approaches to Community Health)
should be fully-funded and expanded.

l S

A Medicaid should reimburse efforts to co-

ordinate asthma prevention and care man-
agement, including for community-wide
integration of clinical, community organiza-
tion, school and others.

A Communicate effectively with diverse commu-

nity groups: Federal, state and local officials
must design culturally competent communi-
cation campaigns that use respected, trusted,
and culturally competent messengers to com-
municate the message and appropriate chan-
nels to reach target audiences.

A Prioritize community resiliency in health

emergency preparedness efforts: Federal,
state, and local government officials must
work with communities and make a con-
certed effort to address the needs of low-
income and minority groups during health
emergencies. Public health leaders must de-
velop and sustain relationships with trusted
organizations and stakeholders in diverse
communities on an on-going basis, including
working to improve the underlying health of
atrisk communities, so these relationships
are in place before a disaster strikes. Com-
munication and community engagement
must be on-going to understand the dispa-
rate needs of various populations.




5. ENSURING HEALTHY WOMEN, HEALTHY BABIES

Current Status:

Millions of women do not receive the care they
need to stay healthy, both before and during
pregnancy.’®® Currently, about one-third of
births have complications, many of which are
related to the mother’s health.!5

Over the last half-century, the U.S. has substan-
tially reduced its infant mortality rate, which is
considered as an important barometer of health
needs and problems in communities, but rates
have not improved significantly in the decade
since, and, in some cases, have worsened.'”’

Every year, 12 percent of American babies are
born too early and 8 percent are born at low
birthweight. Both of these outcomes increase
the risk of infant death, developmental disabili-
ties and other health problems."® Compared
to other developed nations, the United States
has high infant mortality rates, with a ranking of
27th among industrialized countries.'™

Why Maternal Health Matters:

M Prematurity and low birthweight are often re-
lated to the mother’s health problems, such
as diabetes, obesity or high blood pressure.'®

M In 2005, the annual economic cost of prema-
ture birth was more than $26 billion, and the
average first-year medical costs for preterm
infants were about 10 times greater than for
full-term babies.'®

Recommendations:

A Invest in preconception and prenatal care:
Traditionally, health care for pregnant women
has started with conception. But many experts
believe that prenatal care, which usually begins
during the first three months of pregnancy,
comes too late to prevent many serious ma-
ternal and child health problems. Researchers
argue that expanding care to include the pe-
riod before conception can reduce risks dur-
ing future pregnancies. Experts are calling
for an increased focus on “well woman” care,
which focuses on keeping women healthier
overall, with particular emphasis on precon-

ception care, which involves maintaining good
health before having children. Improving
preconception health requires not only better
clinical care, but more effective public health
strategies. Local and state health departments
and other sectors must play a major role in im-
proving preconception health, linking women
to services and providing care to low-income
and minority groups.

A Continue to implement and support the ACA:
The ACA will improve the health of millions
of women of childbearing age by expanding
access to preventive and clinical services for
women and their infants, and connecting the
efforts of multiple government agencies and
the public and private sector.

A Federal and state officials should take steps to
promote preconception health: Use existing
social services to reach those at risk and safety
net clinics to deliver primary care, including
preconception screening and interventions,
with a focus on poor, uninsured and minority
women, who face higher risks; expand com-
munity health centers and continue funding
the Title X Family Planning program; ensure
that all states expand Medicaid eligibility to
more low income women for family planning
and maternity coverage, and that Medicaid re-
imburses providers at adequate levels; extend
Medicaid coverage for adults without children
and coverage of family planning and related
services; encourage states to apply for Med-
icaid waivers for demonstration projects that
provide “interconception” care during the two
years after birth; provide adequate funding for
other health programs for women of child-
bearing age such as the Healthy Start Infant
Mortality Reduction Program and the Title
V Maternal and Child Health Services Block
Grant, both administered by HRSA; and in-
crease funding for research into preconcep-
tion health and health care, particularly at the
National Center on Birth Defects and Devel-
opmental Disabilities at CDC, and the Eunice
Kennedy Shriver National Institute of Child
Health and Human Development at NIH.



6. REDUCING ENVRIONMENTAL HEALTH THREATS

Current Status:

Current and emerging environmental threats
jeopardize the health status of individuals in com-
munities across the nation. Over 40,600 deaths
per year are related to outdoor air risk factors and
13 percent of the country’s disease burden could
be prevented by environmental improvements.'®?

Children are more susceptible than adults to envi-
ronmental pollution because their metabolic activ-
ity is higher and their bodies are still developing.

Poor air quality has led to an increase in asthma rates.
Each day, nine Americans die from asthma. The
number of people diagnosed with asthma grew by 4.3
million from 2001 to 2009 —with a nearly 50 percent
increase among black children.'® In 2007, asthma
costs were approximately $56 billion annually.'®*

Some studies have demonstrated that prolonged
exposure to certain chemicals — particular insec-
ticides, herbicides and fungicides — is associated
with an elevated risk of Parkinson’s disease.'®
The combined direct and indirect cost of Parkin-
son’s (including treatment, social security pay-
ments and lost income) is estimated to be nearly
$25 billion per year in the United States.'%

Another environmental threat to public health is
climate change. Many of the ecosystem effects of
climate change could affect public health. For ex-
ample, increased concentrations of ground-level
carbon dioxide and longer growing seasons could
result in higher pollen production, which could
increase allergic and respiratory disease.'”” Fur-
thermore, certain populations in the United States
are particularly vulnerable to the negative conse-
quences of climate change on human health, in-
cluding infants and children, pregnant women,
the elderly, the poor, racial and ethnic minorities,
people with disabilities, people with chronic medi-
cal conditions, and outdoor workers.'%

The Clean Air Act, aimed at reducing air pollution,
has been shown to return an investment of $4 of
benefits for every $1 of cost.'® If implemented and
supported, four major rules of the Clean Air Act —
the Cross-State Air Pollution Rule, the Utlity Mer-
cury and Air Toxics Rule, the Industrial Boiler Rule,
and the Cement Kiln Rule —would yield more than
$82 billion in Medicare, Medicaid and other health
care savings for America through 2021.'7

Why Reducing Environmental Threats Matters:

B Children are typically exposed to higher levels
of pollution than adults, resulting in cancer,
asthma and neurodevelopment disorders.!”

M Climate change is expected to result in higher
risk factors for a range of health threats: tempera-
ture effects, air quality changes, more extreme
weather events, and climate-sensitive diseases, in-
cluding vector-, food-, and water-borne diseases.'”

M If current emissions hold, heatrelated deaths could
increase from an average of about 700 each year to
between 3,000 and 5,000 per year by 2050.'”

Recommendations:

A Improve coordination among agencies: Health
departments at the federal, state and local lev-
els should work with environmental agencies to
undertake initiatives to reduce known health
threats from food, water and air, and educate
the public about ways to avoid potential risks.

A Establish a national health tracking network: Con-
gress should provide full funding for the CDC
environmental public health tracking program.
CDC should be provided with the mandate and
resources to establish a centralized, nationwide
health tracking center, and each state should
receive the necessary funding to fully conduct
health tracking activities, including chronic dis-
eases such as cancer and asthma and environ-
mental risks. A fully funded tracking network
should demonstrate interoperability with the
larger health information technology (HIT) sys-
tem to facilitate two-way communication with cli-
nicians and state and local public health officials.

A Building resilience to climate-related health ef-
fects at the state and local level: Congress should
provide significantly increased funding to CDC’s
Climate Ready States and Cities Initiative to build
capacity at the state and local levels, in order to
understand the impact of climate change and
apply this to long-range health planning.

A Increase funding for research into the im-
pact of chemical exposures on human health:
CDC has conducted limited research on how
chemicals ranging from pesticides to per-
sonal care products impact health. CDC and
state health departments need increased
resources for “biomonitoring” (analysis of
blood, urine, and tissues to measure chemi-
cal exposure in humans) to gain more un-
derstanding of how different chemicals and
levels of exposures to chemicals affect health.
CDC’s environmental health laboratories
also play an important role in studying and
setting reference standards to help clinicians
more effectively and efficiently diagnose and
treat cardiovascular and other disease.

A Prioritize childhood lead poisoning preven-
tion: While great progress has been made
nationally in reducing childhood lead poi-
soning through efforts to remove older paint
from homes and to reduce lead gasoline
emissions, serious problems remain. In many
cities, lead is present in the water at unac-
ceptable high levels, while lead paint is still
found in older, substandard housing in many
lower-income urban areas.
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Background and Need for Action

Contemporary research continues to reinforce
and underscore the critical impact that safe and
healthy environments have on human health.
Indeed, many of public health’s greatest accom-
plishments have stemmed from the knowledge
that people and their environments — whether
they are natural or man-made — are intrinsically
intertwined.

Traditionally, the practice of environmental
health as a primary branch of the public health
system addresses the quality of our food, water,
soil, and air; however, it also encompasses all
aspects of the natural and built environments that
may affect health.

There are historical and on-going environmen-
tal health issues facing American communities,
such as exposure to toxicants and chemicals in
our homes and neighborhoods, unsafe drinking
water, air pollution and contaminated food. The
field is also working to address more recent and
emerging environmental health issues, such as
climate change and hazards associated with more
extreme and frequent weather events; the ef-
fects of energy efficiency on indoor and outdoor
air quality; and the evolving understanding of
potential risks associated with advanced tech-
nologies, such as nanotechnology, genomics and
hydraulic fracturing.

And, there is strong and growing evidence that
links the places and conditions where we live

our lives — our playgrounds, child care facilities,
workplaces, homes, schools and neighborhoods
— to the modern challenges associated with pre-
venting and managing disease.

This is vitally important to acknowledge as envi-
ronmental-related health problems come at great
costs to the quality of people’s lives and to the
economy. For example, chronic diseases — such
as cardiovascular disease, cancer and diabetes —
account for 75 percent of the nation’s health care
spending; researchers report that, on average,
the number of children diagnosed with asthma
increases each year; and CDC has documented a
dramatic increase in obesity in the United States
among adults, adolescents and children. All of
these conditions, which result in billions of dollars
in care and treatment, are associated with envi-
ronmental risk factors, exposures and the quality
of one’s physical environment.

Fortunately, most environmental health issues are
preventable. For example, effective environmental
health responses to asthma range from translating
the science into actionable messages that can help
people mitigate their environments’ respiratory
effects to ensuring that clean air policies are based
on sound data that protect human health.



Obesity has also been linked with important envi-
ronmental factors and decisions that are well within
our control, such as land-use policies that accom-
modate safe places to walk and bike and broaden
all people’s access to healthy food choices.

However, the complicated public and private
workforce possessing the knowledge, skills and ap-
titudes to address the root causes of these environ-
mental conditions is dwindling, growing increasingly
fragmented, under-resourced and overwhelmed.

The field faces significant retention and retain-
ment issues, including low pay as well as minimal
advancement and professional development op-
portunities. Due to budget cuts across state and
local health departments these past several years,
numerous environmental health jobs have been
lost. In some cases, entire environmental health
programs have been closed. These issues are of
particular concern to the public (or governmental
workforce) since the government plays a central
role in environmental protections.

Recommendations

I. Provide strong and united federal leadership
and establish a national coordinating office
for environmental health within the federal
government.

H Designate environmental health as a critical
public health priority; environmental health
is not solely a regulatory issue and should
be valued as an integral part of preventive
health programs.

B Enhance coordination and communication
across federal agencies responsible for en-
vironmental health as has been done in the
area of environmental justice.

B Set achievable and measurable goals to re-
duce environmental health risk and harm in
an equitable manner.

M Hold all entities accountable for environ-
mental health, whether government, non-
profit, private or individual.

2. Fully support the environmental health infra-

structure (including workforce) and surveillance.

M Create incentives, such as increased pay,
benefits, professional development and
training, to recruit and retain environmental
health workers.

B Provide resources and training to ensure a
robust and qualified workforce, particularly
for state and local government staff.

M Invest in environmental health surveillance,
including disease tracking, (bio)monitoring,
modeling and early warning systems.

3. Strengthen environmental health regulations and

support peer-reviewed research to inform envi-
ronmental health decision-making and practice.

M Strengthen and enforce existing regulations
to protect air, soil and water from human
health hazards.

B Support research on issues such as lead, indoor
asthma triggers and air quality to guide regula-
tion of indoor environments, including homes,
child care facilities, workplaces and schools.

B Enforce existing and implement newly es-
tablished food safety and quality regulations.

4. Promote sustainable, equitable and healthy

communities for all Americans, especially those
most vulnerable and at risk.

M Provide safe and health-promoting transpor-
tation alternatives.

M Ensure access to healthy foods.

M Support access to safe spaces for recreation
and physical activity.

M Ensure healthy indoor environments. Invest
in green and sustainable building initiatives
and energy efficiencies.

B Decrease and eliminate exposures to toxicants
and hazardous waste, placing high priority on
communities that are most impacted and vul-
nerable to environmental health exposures.




7. ENHANCING INJURY PREVENTION

Current Status:

Around 50 million Americans — 18 percent of
the population — are medically treated for in-
juries each year and one person dies from an
injury every three minutes. Every year, more
than 29 million people are treated in emer-
gency rooms for injuries. And, every year, in-
juries generate $406 billion in lifetime costs for
medical care and lost productivity.

Despite these numbers, injury prevention only
receives 4.95 percent of the CDC budget. Fund-
ing for injury prevention for states from the
CDC averages only 28 cents per American — a
24 percent drop from FY 2006 to FY 2011.

Why Enhancing Injury Prevention Matters:

M Injuries have the second highest medical
costs of all preventable health issues.

M While individuals must take responsibility for
taking steps to stay safe and protect them-
selves and their families from injuries, re-
search has shown that public education, laws
and policies can play a major role in helping
keep Americans healthy and safe.

Recommendations:

A Increase investment for injury prevention
research: Limited resources mean there is a
limited ability to collect, analyze and evalu-
ate surveillance data on injury problems;
study risk and protective factors; develop and
evaluate innovative solutions; and widely dis-
seminate effective programs and policies — all
necessary factors in reducing a wide range of
injuries. Improved data collection through
widespread and standardized use of external
cause-of-injury coding is essential to being able
to analyze injuries in the United States and the
effectiveness of strategies to prevent them.

A Strengthen partnerships between public health
and other sectors: Health experts must collab-
orate with other fields to identify and imple-
ment effective injury prevention strategies.

Examples of Injury Prevention Partnerships:
Motor vehicle policies and programs should
involve working with transportation officials,
experts and members of industry; violence
reduction efforts should involve community
organizations, social services, education, law
enforcement, judicial system and other areas.




8. PREVENTING AND CONTROLLING INFECTIOUS DISEASES

Current Status:

Since the 1940s, antibiotics and other antimi-
crobial agents have saved countless lives from
infectious diseases. However, many bugs have
begun to adapt to the drugs designed to kill
them, and few new antibiotics are being de-
veloped.'” Meanwhile, a growing number of
people are refusing or delaying vaccines for
themselves or their children, resulting in the
increase of deadly vaccine-preventable diseases.

There are numerous infectious diseases which
have seen an increased prevalence in Americans.

M Each season, an average of five percent to 20
percent of the U.S. population gets the viral re-
spiratory infection influenza, leading to more
than 200,000 hospitalizations. Influenza strains
vary from year to year and can be mild or severe
— causing 3,000 to 49,000 deaths per year from
1976 to 2006. Although it was viewed as a rela-
tively moderate pandemic, the HINI virus had
a serious impact, infecting around 20 percent
of Americans and leading to approximately
274,000 hospitalizations and 12,000 deaths.'”

M Pertussis, commonly known as whooping
cough, is a highly contagious bacterial respi-
ratory infection and, in 2012, the majority of
states saw increases in the number of Pertussis
cases compared with 2011, including states with
two to 10 times the national average of cases.!”

l In 2011, a total of 10,521 new tuberculosis (TB)
cases were reported in the United States, an in-
cidence of 3.4 cases per 100,000 population.'”

B Furthermore, during the course of medical
treatment, bacteria, fungi, and viruses often
cause healthcare-associated infections (HAI)
— one of the leading causes of death.'™

Why Preventing and Controlling Infectious
Diseases Matters:

M Healthcare-associated infections result in $28 to
$33 billion in preventable healthcare expendi-
tures each year.!” By preventing 20 percent of
infections, healthcare facilities can save nearly
$7 billion. By reducing 70 percent of infections,
that number could increase to $23 billion.'®

B Seasonal influenza results in a considerable fi-
nancial burden: approximately $10.4 billion in
direct costs for hospitalizations and outpatient
visits and more than $16 billion in lost earn-
ings."®! Vaccination coverage for the 2011-2012
flu season was only 46 percent in the U.S."® By
preventing hospitalizations, flu immunizations
can save $80 per person vaccinated per year.'®

M Antimicrobial resistance presents one of the
greatest threats to human health. In the
United States, antimicrobial-resistant infec-
tions generate more than eight million addi-
tional hospital days.'®*

Recommendations:

A Sustain investments for epidemiology and
public health labs capacity: Federal grants are
vital to supporting the ability of public health
expert scientists and laboratories to quickly
detect, pinpoint and respond to an emergency
such as an emerging infectious disease or
foodborne outbreak. Support is also needed
to allow epidemiologists and labs to update
technology, including the ability to allow for
participation in electronic, interoperable labo-
ratory reporting, training health information
specialists and ensuring data functionality to
support decision making. In addition, re-
sources from the Prevention Fund are being
used to hire and train epidemiologists and
laboratory scientists and expand the number
of public health laboratories using electronic
laboratory information systems. 186

A Reduce the incidence of HAIs and resistant in-
fections: States can work with the health care
sector and hospitals to create legal and policy
strategies to reduce the incidence of HAI. States
are in a unique position to impact HAIs because
they are empowered to regulate and inspect fa-
cilities, collect and report data, and implement
improvement programs. To most effectively
structure an evidence-based HAl-elimination
program, legislation must delegate authority
to the state health agency, as well other govern-
ment officials and advisory councils, as appro-
priate, to reduce HAIs. Statutes must define the
agencies’ authority to implement a program, en-
force the law, ensure sustainability, protect con-
fidentiality and regulate. This should include a
fully-vaccinated health care workforce.'®’

A Sustain investments in immunization programs:
Immunizations help protect individuals and the
community from a range of new and old infec-
tious threats, ranging from pertussis to the flu.
The ability to quickly and accurately vaccinate
the public is particularly vital during infectious
pandemics or bioterrorism attacks. Support for
immunizations must be maintained, including
Prevention Fund investments that have been
used to improve the Immunization Information
Systems and other information technologies,
and adult immunization programs and vaccina-
tion capacity in schools should be expanded.'®®




A Increase access to the influenza vaccine:
Medicaid should cover the flu vaccine with
no-cost sharing, just like new group and indi-
vidual health plans are required to do under
the Affordable Care Act.'®

A Address antimicrobial resistance: In the ab-
sence of action by Congress, the Administra-
tion should fully implement provisions of the
STAAR Act'" and the 2012 Public Health
Action Plan to Combat Antimicrobial Resis-
tance,'’! released by the Interagency Task
Force on Antimicrobial Resistance. The Task
Force stressed that strong Administration lead-
ership is necessary to coordinate efforts across
agencies and prioritize this pressing public
health problem. Key components that a com-
prehensive campaign should address include:

Reduce overprescribing. CMS, CDC, accred-
iting organizations, healthcare facilities, and
medical organizations must work together to
reduce overprescribing and misuse of antibi-
otics by tracking and publicly reporting pre-
scribing data as part of quality measurements
and other surveillance mechanisms, educat-
ing providers and patients about the harm
of inappropriate prescribing, and providing
clinical decision support through HIT.

Curb overuse of antimicrobials in livestock and
poultry. Antimicrobials have long been used
in livestock and poultry for the treatment, con-
trol and prevention of diseases, as well as to
increase production. Using the same classes
of antimicrobials in food-production animals
and humans increases the likelihood that in-
fections borne from infected animals will be
resistant to the standard treatment protocols
for humans.'”® FDA and USDA must take ac-
tion to drastically reduce the misuse of medi-
cally-important antimicrobials in agriculture,
measure rates of use, and verify that industry is
complying with all guidance and regulations.

Develop new antibiotics. There must be a sig-
nificant partnership between governments,
academia, the pharmaceutical industry, and
medical communities to rebuild the pipeline
of new antibiotics, including investment by
the U.S. government. FDA should also enable
new regulatory pathways to encourage devel-
opment of novel antibiotics, such as the Spe-
cial Population Limited Medical Use model,
where drugs are approved for use only in tar-
geted patients with particular conditions.'




9. PRIORITIZING HEALTH EMERGENCIES AND BIOTERRORISM

PREPAREDNESS

September 11, 2001 and the anthrax attacks were
a wake-up call to the country. Eleven years later,
however, there is increasing disinterest in pre-
paredness, and the accomplishments achieved in
the last decade are being undermined due to se-
vere budget cuts and lack of prioritization. Hur-
ricane Sandy and the fungal meningitis outbreak
were reminders of the importance of on-going
preparedness for emergencies of all types.

After 2001, major strides were made in public
health preparedness. Investments led to signifi-
cant improvements in preparedness planning
and coordination; public health laboratories;
vaccine manufacturing; the Strategic National
Stockpile; pharmaceutical and medical equip-
ment distribution; surveillance; communications;
legal and liability protections; increasing and up-
grading staff; and surge capacity. Significant gaps
have persisted, particularly in areas of biosurveil-
lance, providing mass care during emergencies,
maintaining a stable medical countermeasure
(MCM) strategy and helping communities learn
how to cope and recover from emergencies.'"
Instead of building on the achievements and
tackling the continuing concerns, the progress
of the past 10 years is now at risk.

From 2011-2012, 29 states and Washington, D.C.
cut state public health funds — with 23 of those
states and D.C. cutting their budgets for a sec-
ond year in a row and 14 states for three years
in a row.'”® Federal funds from the CDC for
state and local preparedness declined by 38 per-
cent from fiscal year 2005 to 2012 (adjusted for
inflation).'”® Because of cuts in funding at the
federal, state and local levels to public health
funds, states and localities are not as prepared
as they need to be to deal with emergencies.

Why Prioritizing Health Emergencies and
Bioterrorism Preparedness Matters:

M Health emergencies take enormous human
and financial tolls. For example, Hurricanes
Katrina and Rita killed approximately 1,900
people and caused more than $100 billion in
damage;'7 in 2011, a series of tornadoes in
Southern and Central states resulted in more
than $7 billion in damages and more than
140 deaths;'"® the Gulf Coast Oil Spill re-
sulted in a loss of an estimated $1.2 billion in
economic output and 17,000 jobs in 2010;'%
the clean up from the 2001 anthrax attacks
exceeded $1 billion;*** and Superstorm Sandy
in 2012 could cost $50 billion.2!

M In addition to the human toll, the total eco-
nomic loss from the September 11, 2001
tragedies has been estimated at roughly $80
billion,?? with the insurance industry paying
$32.5 billion in insured losses from business in-
terruption, property, workers’ compensation,
aviation liability and other liability costs.**®

Recommendations:

A Provide dedicated, on-going preparedness
funding: Adequate, stable, and dedicated fund-
ing at the local, state and federal levels must
be provided to ensure basic capabilities are in
place and experts have the training and systems
to quickly act in the face of emergencies.

A Create an integrated biosurveillance opera-
tion: As the White House implements the Na-
tional Biosurveillance Strategy, it must include
means to achieve interoperability, efficiency
and transparency among various surveillance
systems. Now is the time to eliminate duplica-
tive surveillance systems and invest in public
health capacity to use electronic health re-
cords as a source of real-time health data.

A Improve the research, development and
availability of vaccines and medications:
The United States must place a high prior-
ity on supporting research and development
of medical countermeasures, including vac-
cines, medicines, diagnostics and devices,
especially for special populations such as
children. Policymakers must ensure that the
public health system is involved in this pro-
cess, from initial investment through distri-
bution and dispensing.

A Create resilient communities: Health depart-
ments must work with homeland security, first
responder, healthcare, and community-based
groups to build well-connected, well-informed,
coordinated, healthy communities more re-
silient to disasters. The ability to provide on-
going mental health services must be included
in preparedness planning, including providing
support for communities as they cope and re-
cover from emergencies on a sustained basis.

A Build a prepared health care system: Poli-
cymakers and payers should support health
care coalitions, including accountable care
organizations, to continue to build and coor-
dinate health system preparedness plans to
handle a surge of patients during a disaster.




Prepare for Health! A Framework for
Health-based Emergency Readiness

Activities

By Ana-Marie Jones, Executive Director, CARD — Collaborating Agencies Responding to Disasters

D isasters, by their destructive and disrup-
tive nature, critically stress people and
the infrastructure systems that serve them.
While media attention usually follows the more
urgent and traumatic events, these disasters,
their coverage, and the subsequent interventions
provided to communities have a great impact

on the overall health and well-being of the pub-
lic. On October 17, 1989 at 5:04 pm, the Loma
Prieta Earthquake struck the Oakland-San Fran-
cisco Bay Area. The damage and devastation was
widespread throughout the area. In addition to
the loss of lives and property, the Oakland Bay
Bridge, Highway |7, and several other transit
arteries were disrupted for many weeks — in-
creasing stress, anxiety and commute times
across the region.

By interrupting the 1989 World Series — called
the “Battle of the Bay” because it was between
the Oakland Athletics and the San Francisco
Giants — the earthquake became the most
documented disaster in recent history. Sports
journalists covering the game became disaster
historians. The entire world saw that — despite
over |20 years of warning, great effort, and the
immediate response of some of the most trained
and experienced emergency services agencies

in the world — we were unable to address the
immediate, short-range and longer-term needs
of the most vulnerable people in our community.
We learned that an earthquake, or any disaster,
doesn’t have to destroy property or cause death
or injury to have a far-reaching impact on health,
wellness and our ability to thrive. Medically fragile
and poor communities, for example, rely on vital
services including Meals-on-Wheels or in-home
healthcare service providers. If roads aren’t
open, if transit isn’t available, or if the work-

ers don’t have proper credentials to get around
road blocks, their clients become disaster victims
whether or not the earthquake actually harmed
them or their housing unit.

Quite simply, the earthquake showed the in-
credible vulnerability of the service industry
infrastructure. There was no “Plan B” to assist

seniors, children, people with disabilities and oth-
ers without adequate resources.

In the aftermath, CARD (Collaborating Agencies
Responding to Disasters) was created by local
community agencies to address their unique
emergency preparedness and disaster response
needs. CARD’s defined role remains to make all
aspects of preparedness (response, planning, and
recovery) accessible and sustainable so that a
continuum of care will be provided in the face of
whatever emergencies or disasters happen.

Over the years, thanks to the ongoing partnership
of community agencies, we learned why so many
agencies weren'’t able to embrace preparedness
and disaster readiness. The whole preparedness
message from disaster services agencies, which is
heavily steeped in fear of future disasters, doesn’t
speak to service providers. For their clients, and
for their agencies, it would be a luxury to worry
about potential damage from an earthquake that
could happen sometime in the next 30 years.

Emergency management experts were pushing
service providers to prioritize unfunded prepara-
tion for earthquakes and other disasters over
their day-to-day operations and other funded
mission-critical efforts. Agencies are routinely
pressed to take on this extra level of effort with-
out extra funding, without culturally appropriate
tools and content, and without the level of public
support given to the larger, more traditional di-
saster services agencies. The greatest push for
these preparedness efforts inevitably happens
after a disaster, when the traditional approach
and the most funded, validated disaster response
players have failed.

Over the years, spanning many disasters, using re-
search from multiple fields, we worked directly with
service providers to retool and reframe readiness as
something that can be embraced and incorporated
into daily routines. Our approach is to help agen-
cies build their everyday brilliance into their disaster
resilience. They are preparing to prosper, preparing
to be able to accomplish their mission-centric goals
in the face of whatever challenges arise.



Instead of fear- or threat-based interventions,
when working with local health entities, CARD
has focused on a “Prepare for Health” platform,
in which the world of emergency readiness is
viewed through a lens where robust individual
and community health is the goal. With this lens,
public health entities would be lead conveners of
the full gamut of emergency services stakehold-
ers. As such, their knowledge base would be a
vital resource in helping 2 community become
stronger, healthier and better able to respond to
and rebound from an actual event. In so doing,
they would also be better able to address chronic
conditions, stress and other negative community
health outcomes.

In the Prepare for Health framework, health-
based preparedness messengers would never
employ the one-size-fits-all, scattergun, fear and
anxiety producing messages — so common in
traditional emergency management — in an at-
tempt to scare people into short-term action.
Enough research has shown these fear-based
messages do not work, rather they cause unin-
tended negative consequences.

For a host of reasons, public health departments
and related stakeholders are better positioned to
be the frontrunners as public preparedness mes-
sengers. Public health entities, much more than
emergency response agencies, need to know
more about their communities to fulfill their
primary missions. For example, in a fire, when
the fire department arrives, performs a rescue,
and puts out the fire — their primary mission

has been fulfilled. They didn’t need to know the
eating habits, languages spoken, preferred com-
munication methods, religious beliefs, mental

and physical activity and ability levels, incomes,
or social conventions of the people rescued. For
public health professionals to achieve their pri-
mary missions, to improve health and wellness, to
track disease, and to stop disease, they must un-
derstand those things and more about the people
they serve.

Thankfully, this mirrors what the public more
actively wants. Most people aspire to being
healthier, stronger and better able to resolve
stress-related issues and chronic conditions. Most
people can readily embrace a vision of being
healthy, free from pain and discomfort. By con-
trast, most people prefer to not even think about
disasters. Across the United States, for over 100
years, we've spent billions telling the public that
specially trained responders are ready to serve

them in an emergency. We'’ve given the public
many good reasons to ignore traditional disaster
preparedness messages.

In combining an alternative approach to emer-
gency preparedness with traditional public health
programs, we remove preparedness from the
realm of the scary, terrible and earth-shattering
and put it squarely into an empowering health ini-
tiative, where everyone is able to be strong and
healthy and keep themselves and their loved ones
safe and well.

A simple intervention is a safety whistle on key
chains. Many people face fear just leaving their
homes. If you are an elderly person, in a tougher
neighborhood, having a whistle could help em-
power you to go out for a much needed walk or
visit a clinic. It would also help them call for help
during an earthquake. Having that whistle also
means that they could be the rescuer for some-
one else in distress. One participant shared that
she tripled the attendance in her senior walking
group by showing seniors how to stop traffic with
the whistle.

Further, when public health is the convener, it
opens the conversation and draws connections
that traditional emergency services agencies usu-
ally cannot make. The traditional way people are
shown to Stop, Drop, Roll (if on fire) or Drop,
Cover, and Hold On (in an earthquake or a physi-
cal attack) is for a physically able, small to me-
dium sized, healthy person. It’s easier for some
people to do these actions. But what about the
people who would be harmed if they tried? Pub-
lic health can bring in injury and fall prevention
specialists to show elderly and disabled partici-
pants how to modify the actions to stay safe, and
can provide other helpful, accessible information.

Experienced traditional emergency management
professionals also welcome public health agencies
as the convener, because they know how hard it
is to bring the public into disaster preparedness.
Staying healthy, safe and well in the face of disas-
ters is a smaller piece of a larger framework of
staying healthy, safe and well every day. Imbedding
readiness into a comprehensive wellness strategy
is much like hiding the emergency preparedness
pill in the public health apple sauce. At public
health fairs, for instance, health educators can do
fun interactive trainings about hand washing and
using hand sanitizers, teach the Dracula cough,
show the benefits of proper hydration (as well as
doing arm curls with bottles of water), and have
participants program their phones with medical




Prepare for Health! coNTINUED

information and emergency contacts. Learning
about vaccinations, and the distribution of medi-
cation at points of dispensing (PODS) is also fasci-
nating for people who have never seen it.

Rather than the message being framed around
preparing for the worst case scenario, this is
about making people healthier every day, em-
powering them to be the leaders and role mod-
els in their circles, and having disasters be one of
the many things they are better able to address
— because they are stronger, healthier, and
more united. Public health needs to break free
of the limited traditional disaster conversations
and embrace the bigger public health promise

of helping people to avoid exposure to health
threats, and building communities such that even
if they are exposed, they are much less suscep-
tible. Resilience and the much prized “bounced
back” capacity, pales in comparison to the ben-
efits offered by building robust health and avoid-
ing the health hazards in the first place.

Placing public health at the center also provides
a great opportunity for complementary and
alternative medicine and health programs. As a
keynote speaker at longer conferences, | ask the
audience if anyone practices meditation, Reiki,
yoga, or deep diaphragmatic breathing — and
there is always someone. | invite the audience
member to lead the room through some deep
diaphragmatic breathing, some light stretching,
shoulder rolls or a short meditation. If the audi-
ence does this a few times during a seven-hour
meeting, by the end, many people share how
great they feel.

Similarly, a public health sensibility when making
menu choices — including fruits, veggies, nuts,
hard boiled eggs, lean meats, salads, protein
shakes, etc. — leaves everyone feeling better,
rather than running (and crashing) on an empty
sugar rush. The “Prepare for Health” recipe is
clear: remove fear and threat, add heaps of em-
powerment, offer health and wellness that has
been steeped and infused with readiness, mix with

engaged, diverse communities, and serve with a
commitment to building healthy, resilient people,
living in united, empowered communities.

Conclusion

There is no equivocating; we must build
healthier, more resilient communities. We must
prepare our communities for a variety of public
health emergencies. We know the traditional
approach to emergency preparedness has not
worked — despite billions of dollars invested,
massive agreement from all the major disaster
services agencies, and decades of their cam-
paigns and efforts. While we cannot reach and
track every person, we can reach, track and le-
verage relationships with nonprofits, faith agen-
cies, and other committed service providers
whose clients are among the most vulnerable
people in any community. There is no need for
any other community to spend decades fighting
through the hard lessons we had to learn during
CARD’s early years.

We know that public health professionals cannot
accomplish their readiness goals by being the
harbingers of health-related doom — they must
actively champion diverse communities getting
what they need to be safe, healthy, and sustain-
ably connected to their resources.

Health, like readiness, cannot be done in fits
and starts, lurching forward only after a scare,
receding back once the threat has passed.

For communities that have embraced disaster
readiness, the health conversation can be a wel-
comed, nuanced addition. For communities that
have already embraced health and wellness, the
addition of emergency readiness can increase
their sense of safety and confidence. For the
millions of residents not yet actively engaged in
their own health and wellness, nor in their own
emergency readiness, the idea that they can
“Prepare for Health” could be both life-affirming
and transformational.



0. REFORMING FOOD SAFETY

Current Status:

Annually, 48 million Americans suffer from
foodborne illnesses. These illnesses send
128,000 people to the hospital and kill approxi-
mately 3,000.2°* Virtually all of these illnesses
could be prevented if the right measures are
taken to improve the U.S. food safety system.

Why Reforming Food Safety Matters:

M Every year, approximately one million Ameri-
cans who are stricken with foodborne ill-
nesses will suffer from long-term chronic
complications.?*

M Salmonella infections, which are responsible
for an estimated $365 million in direct medi-
cal costs annually, have not decreased over
the past 15 years and have increased by 10
percent recently.?’®

Recommendations:

A Fully fund and implement the FDA Food
Safety Modernization Act: Although the FDA
Food Safety Modernization Act passed in
2011, the White House has yet to finalize key
rules to implement the law, including pre-
ventive controls for food and feed facilities,
produce safety, and a foreign supplier verifi-
cation program.?”” Congress and the Admin-
istration should also provide enough funding
to FDA, CDC and relevant state agencies to
be able to implement and enforce the law.

A Improve inspection capacity: There are insuf-
ficient resources to support enough inspec-
tors for foods regulated by FDA, and there is
not enough authority for FDA to have over-
sight over state and third party inspections.

A Move toward a unified government food
safety agency: The federal government cur-
rently does not have a coordinated, cross-
governmental approach to regulating food
safety. Right now, food safety activities are
siloed across a range of agencies, and many
priorities and practices are outdated. As a first
step, food safety functions should continue to
be unified within the FDA, and a plan with a
set timeline should be developed to restruc-
ture food safety regulatory functions across
the federal government into a single, unified
food safety agency to carry out a prevention-
focused, integrated food safety strategy. In ad-
dition, plans should include ensuring strong
scientific research and outbreak investigation
activities, and that these activities are used to
help inform regulation and policies.

A Examine an industry user-fee model for food
safety: User fees for food and beverage in-
dustries, similar to those employed for drugs
and devices at FDA, should be reviewed as a
potential new model for raising additional
resources to support modernized, more ef-
ficient food safety inspection practices.

A Improve surveillance of foodborne illnesses:
Currently, foodborne illnesses are radically
underreported in the United States and
the quality of reporting varies dramatically
by state. New standards and requirements
should be put in place to incentivize states
to improve reporting and penalize states for
underreporting. Surveillance for foodborne
illness outbreaks should be fully integrated
with other HIT systems to improve tracking
and identification of scope of problems as
well as sources of outbreaks. FDA and CDC
should also have a plan requiring clinics to
send cultures from rapid response tests show-
ing problems to public health labs to allow
for subtype pathogen testing.

A Curb overuse of antimicrobials in livestock
and poultry: Antimicrobials have long been
used in livestock and poultry for the treat-
ment, control and prevention of diseases,
as well as to increase production. Using
the same classes of antimicrobials in food-
production animals and humans increases
the likelihood that infections borne from
infected animals will be resistant to the stan-
dard treatment protocols for humans.?”® FDA
and USDA must take action to drastically re-
duce the misuse of medically-important an-
timicrobials in agriculture, measure rates of
use, and verify that industry is complying with
all guidance and regulations.

A Prevent the tainting of food by environ-
mental contaminants: Measures should be
implemented to prevent the tainting of food
by environmental contaminants, such as un-
treated sewage or manure that enter waters
and pollute crops downstream. Require-
ments should be established to strengthen
controls on air and water discharges of mer-
cury and other common pollutants that are
widely found in the food supply. FDA should
set limits for certain contaminants, such as
arsenic in rice products and apple juice.*”
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