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Goals:

» Inform

- The Emerging Public Health
Infrastructure

» Build awareness

- Ways Behavioral Health can become
engaged

» Provide an example of integration
- Central Maine Behavioral Healt_h
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The Original Healthy Maine
Partnerships (HMPs)— 2001-2007

» Fund for Healthy Maine (Tobacco Settlement)

» 31 Coalitions across Maine - with school partners
for Coordinated School Health Programs

» Not fully statewide, not necessarily coordinated
with other related efforts or other coalitions

» Focus:
> Reducing tobacco use and exposure
> Improving access to physical activity
> Improving nutrition
> Primarily through changes in policy and environment




Public Health Workgroup —
2005-2007

» Led by Governor’s Office of Health Policy and
Finance

» 40 Members, Broad Representation, Build on
Input from as many stakeholders as possible
o 2 year process

» Created in last State Health Plan, charged with
specific tasks by 2 legislative resolves

- Make recommendations regarding creation of
Comprehensive Community Health Coalitions

- Make recommendations regarding district-level public
health infrastructure




Recommendations of the PHWG

Public Health Work Group

Consensus Recommendations for Comprehensive Community Health Coalitions
1.8.07

} CC H C d efi n iti O n y E P H S ® Definition of a Comprehensive Community Health Coalition (CCHC)

<% Functions within the Ten Essential Public Health Services to be carried out by all

(Esse n ti al P u b I i C H ea I th ® gg:ggégrheila:':i:ﬁrl‘:ei-::z:?cile;;lzlelg;?'formance Standards
Definition

Se rVi CeS) fu n Cti O n S y th reS h O I d As part of Maine's public health infrastructure, in the future a Comprehensive

Community Health Coalition in Maine:

req u i re m e ntS y CO re CO m pete n C i eE 1. Serves a defined local geographic area and is part of a coordinated statewide system.

2. Uses a broad definition of health and quality of life; includes public health in its core

and performance standards

3. Is a multi-sector coalition comprised of designated organizational representatives
and interested community members who share a commitment to their communities’
health and quality of life.

4. Engages local people and others with necessary expertise to assess community

} I n p rocess : S i m i I ar d etai IS fo r " health needs and assets; creates and coordinates plans to address those health

needs; and mobilizes resources to implement those plans.
ke D i Str i Ct COO rd i n ati n CO u n Ci IS" 5. Mobilizes working partnerships in which local, regional, statewide, and national
g efforts and resources are combined in order to produce better results than any one
organization or sector could achieve alone.

to b ri n g togeth e r al I re I evant 6. Links its work with local, regional, state, and federal health systems and priorities as

part of a public health infrastructure that helps achieve the goals of the Maine State
Health Plan.

partn e rS at d i St ri Ct I eve I 7. Brings together:

* Interested community members
N . » Leaders of formal and informal civic groups
» Leaders of youth, parent, and older adult groups

For more info - » Health system leaders (e.q. hospitals, health centers, mental health and

substance abuse providers)

. H # Local Health Officers
http://www.maine.gov/dhhs/boh/phwg/ e
- Lacal government officials
I ndeX htm # Leaders in early childhood development and education, K-12 schoals, colleges
and universities
¥ Community, social service and other non-profit agency leaders
» Leaders of issue-specific networks, coalitions and associations
» Business leaders (e.g. Chambers of Commerce)
» Leaders of faith-based groups
» Law enforcement

v

8. Carries out some of the specific local functions within the Ten Essential Public Health
Services.

PHWG Recommendations for Comprehensive Community Health Coalitions 1.8.07
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http://www.maine.gov/dhhs/boh/phwg/index.htm
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The New HMPs 2007-

Integrated, Efficient, Collaborative
e Fewer Contracts

e HMP Roles Expanded
e Ongoing focus on

| HMP B4

— Tobacco
— Physical Activity
— Nutrition

e Added

— Substance Abuse Prevention
— Chronic Disease Screening and
Self-Management
* And appropriate local
functions of 10 EPHS

— As defined by the PHWG for
Comprehensive Community
Health Coalitions (CCHCs)




Created:
8 DHHS Districts
&
Emerging:
8 District Coordinating
Councils (DCCs)

Piloting:
MCDC District Public Health
Liaisons (3 districts)
&
Working toward:

District Public Health Units
(starting with co-location of health
inspectors, public health nurses, and
regional epidemiologists, wherever
possible)

Also strengthening Local Public
Health Officer system

Maine Health and Human Services Districts




Integrated

Statewide Coordinating Council - SCC
» Advises the ME CDC
» Oversight for system

District Coordinating Councils - DCC

» Engage broad range of organizations/systems/ individuals
within each district who do public health work

» Guidance being developed with SCC

Local - Healthy Maine Partnerships — HMPs

» Mobilizing for Action through Planning and Partnerships:
Achieving Healthier Communities (MAPP)

» CCHC Capacity/Functions — Essential Public Health Services
» Work on chronic disease, school health, substance abuse




[.ocal—— District——State

The Bigger Picture of comprehensive
community health planning:

» Local collaboration with many partners
- HMPs create local service-area-wide plans

» Provide input into District
> District Coordinating Council combines several local
plans, assesses needs and opportunities across district
» In turn submits information to the State
Health Plan, the Maine CDC

- Information travels back and forth improving
CO0MMmunication and efficiencies




Definitions:

» HMP: Healthy Maine Partnership

> Local Coalitions begun by and still significantly funded by
Fund for Healthy Maine, now with other funding too

» CCHC: Comprehensive Community Health Coalition

o Still the HMPs — but the new work fits under an expanded
set of public health expectations. The Public Health
Workgroup defined new work under this umbrella term.

» MAPP: Mobilizing thru Planning and Partnerships
- National Association of City and County Health Officers

> More
Info:http://mapp.naccho.org/mapp_introduction.asp

» DCC: District Coordinating Councils
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MAPP Assessment

Mobilizing Action through Planning and Partnerships

For more info: http://www.naccho.org/topics/infrastructure/MAPP.cfm
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http://www.naccho.org/topics/infrastructure/MAPP.cfm

Building on Evidence-Based Practices
and National Standards

» 10 Essential Public Health Services
http://mapp.naccho.org/TipSheetEs.asp

» Chronic Care Model

» Evidence-Based Chronic Disease and
Substance Abuse Prevention programs,
policies, activities, strategies
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http://mapp.naccho.org/TipSheetEs.asp

The EPHS

» The Public Health Work Group focused much of
Its work on the 10 EPHS

» MAPP uses the 10 Essential Public Health Services
to define public health activities

» Each level - local, district and State has
responsibilities within 10 EPHS

13



1.

10 EPHS Are...

Monitor health status to identify community health
problems

Diagnose and investigate health problems and
health hazards in the community

Inform, educate, and empower people about
health issues

Mobilize community partnerships to identify and
solve health problems

Develop policies and plans that support individual
and community health efforts

14



10 EPHS - continued

6.

Enforce laws and regulations that protect health
and ensure safety

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

Assure a competent public health and personal
health care workforce

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

Research for new insights and innovative solutions to
health problems

15



Chronic Care Model

Prepared,
Proactive
Practice Team

Informed,
Activated
Patient

16
Wagner et al, Improving chrorme e translating evidence into action. Health Aff (Millwood). 2001 Nov-Dec;20(6):64-78.


Presenter
Presentation Notes
Our premise is that good outcomes at the bottom of the model (clinical, satisfaction, cost and function) result from productive interactions. To have productive interactions, the system needs to have developed four areas at the level of the practice (shown in the middle): self-management support (how we help patients live with their conditions), delivery system design (who’s on the health care team and in what ways we interact with patients), decision support (what is the best care and how do we make it happen every time) and clinical information systems (how do we capture and use critical information for clinical care). These four aspects of care reside in a health care system, and some aspects of the greater organization influence clinical care. The health system itself exists in a larger community.  Resources and policies in the community also influence the kind of care that can be delivered. It is not accidental that self-management support is on the edge between the health system and the community. Some programs that support patients exist in the community. It is also not accidental that it is on the same side of the model as the patient.  It is the most visible part of care to the patient, followed by the delivery system design.  They know what kind of appointments they get, and who they see.  They may be unaware of the guidelines that describe best care (but we should work to change that) and they may be totally unaware of how we keep information to provide that care.  We’ll talk about each in detail in the following slides.
Wagner EH, Davis C, Schaefer J, Von Korff M, Austin B. A survey of leading chronic disease management programs: Are they consistent with the literature? Managed Care Quarterly. 1999;7(3):56-66. 
Bodenheimer T, Wagner EH, Grumbach K. Improving primary care for patients with chronic illness: the chronic care model, Part 2. JAMA 2002 Oct 16; 288(15):1909-14. 
Wagner EH, Austin BT, Davis C, Hindmarsh M, Schaefer J, Bonomi A., Improving chronic illness care: translating evidence into action. Health Aff (Millwood). 2001 Nov-Dec;20(6):64-78. 



Funders:

*Maine Coalition on Smoking or Health & Partnership for a Tobacco Free Maine
Primary Partners:

*Kennebec Behavioral Health

*MaineGeneral Health and HealthReach

*Healthy Communities of the Capital Area ~ Gardiner

*Greater Waterville Healthy Maine Partnership ~ Waterville

Partnership for a Tobacco Free Maine

17



Background

» A dramatic reduction in tobacco
use in the general population has
occurred during the past 40 years

» There has been almost no decrease
In the smoking rates among those
with behavioral health diagnoses.

» This population has been largely
excluded from the greater societal
movement toward minimizing
smoking.

18



Tobacco Use Rates

» Psychiatric patients are two to three times more likely to
smoke than the general population; 44% of cigarettes
smoked are by those who will at some time have a
psychiatric disorder

Prevalence of smoking 7

Schizophrenia 80% 100 f/‘
Bipolar 80% y | v/,:
Depression 60% / \4
Anxiety 45% 4{/
Substance Abuse 75 to 100% 94 '95  '96 ‘97

General Population 20-25%




Formative Research

» 2002

> Focus Groups and Interviews with individuals
who were high users of both Mental Health and
Substance Abuse services

> Focus Groups and Interviews with Providers

» Results
> Individuals want to quit

> Providers don’t see assisting with quitting as their role,
and identify lack of skills

20



Key Early Findings

People with mental illness and
substance abuse are interested In
quitting and do quit smoking

Individuals addicted to alcohol
who quit smoking are more
likely to succeed in alcoholism
treatment; continued smoking Is
a risk factor for relapse

Successful treatment of
underlying mental iliness
Increases quit rates

21



Considerations for the BH Populations

» 2000 PHS Clinical Guidelines “Numerous effective
pharmacotherapies now exist... these should be used
with all patients attempting to quit”

» Combination therapies are effective for this population

» Quitting smoking does not cause abstinent alcoholics to
relapse

» Concurrent tobacco treatment results in better overall
substance abuse outcomes

22



Additional Formative Assessment

2005 Focus Groups -
Ask What do you need to quit?
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Next Step — Developing Tools

Posters - Developed with input from clients

Quitting Tobacco Is A Process - What Stage Are You In?

Call it Quits.

24



Set of 5 Companion Handbills

Front Back

25



Tool Kits Designed

» Introduction
> Tobacco facts

- Treatment strategies for tobacco based on
the Stages of Change)

» 5 Stages of Change folders
» Resources

» Policy & Environment including smoke-
free Housing info

» Current Treatment Options
» Research

26



>

>

>

Pilot Sites —
Recelved Training

Tested Materials

Received Training on:
Tobacco dependence & BH Population
Tobacco intervention (stages of change)
Motivational Interviewing specificto  tobacco
Using a systems-wide approach to tobacco treatment

o

(0]

o

(0]

Assessment to begin in April
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Phoenix House —
Residential Substance Abuse
Treatment for Adolescents

Became a tobacco-free campus

Integrate tobacco into Intake,
Treatment, Discharge documents
and plans

Staff trained In tobacco treatment
Tobacco education for youth

28



Ongoing efforts

» National presentations
» Statewide Task Force

» Tobacco Free Environments and Systems
> Riverview Psychiatric Center

» Dissemination of Materials - accompanied by training in
using the materials

» Tobacco Treatment Training - April 28, 29, 2008
> Focus on Treatment for Behavioral Health Providers/Clients

» Smoke Free Housing - Landlord Training - May 22, 2008
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Joanne E.A. Joy, Director

HCCA ~ 36 Brunswick Avenue ~
Gardiner, ME 04345

207-588-5011 or
|.joy@healthycommunitiesme.orq

Becca Matusovich, Director
Chronic Disease Division

Maine CDCP (DHHS)

207—287-5387 or
becca.matusovich@maine.gov
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Linking Public Health Efforts with
Clinicians to improve Chronic
Disease Outcomes

Becca Matusovich
Director, Chronic Disease Division
Maine CDC

Quality Counts 5 — December 7, 2007
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Presenter
Presentation Notes
Provide brief overview of Chronic Disease Division and the types of work done by programs in the division
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