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PARTNERSHIP FOR A HEALTHY COMMUNITY – STATE HEALTH IMPROVEMENT PLAN PARTNER
“A NEW FOCUS – A NEW DIRECTON”
Introduction
“The mission of the PartnerSHIP for a Healthy Community is to develop a cooperative community-based planning system that will identify our greatest health care issues, and direct our quality resources to cost-effectively meet the health care needs of our community”.

According to the World Health Organization, health is “a state of complete physical, mental, and social well being and not merely the absence of disease or infirmity”.  
How can we meet our mission to improve the health of Erie County? How can we promote health equity?
· Improve/Assure *Access to Care: 

· Reduce **Health Disparities: 
A good foundation has been instituted for the SHIP.  It is now time to build upon that foundation. I propose merging the current four task force groups (Maternal and Child Health, Chronic Disease, Mental Health and Disparities) into two task force groups which are:  Disparity – Health Education/Health Literacy and, Access to Care. 
Target Population & geographical areas to be serviced
· Geographic Areas of Highest Poverty (20% or greater) in Erie County.
· All minority and underserved diverse populations in Erie County including those differentiated by race, ethnicity, education, income, disability, geographic location and sexual orientation. 
· Federally designated health care shortage or underserved areas (MUAs, HPSAs)

· We will also focus in on the most medically problematic disease areas and target populations as defined by the “over sampling report” to be released spring 2008, areas identified in the Racial and Ethnic Disparities in U. S. Health Care: A Chart Book, March 2008, National Health Care Disparities Report 2007, Center for Disease Controls Healthy People 2010 Report, and, the State Health Improvement Plan – Healthy Pennsylvanians 2010 and Beyond, 2006-2010. 
*Access to Care: “the timely use of personal health services to achieve the best health outcomes”.
**Health Disparity: “A health disparity is a disproportionate health burden for a segment of the population, compared to the total population or a target population. Health disparity refers to differences in health, the delivery of health services, and/or the utilization of health services, due to differences that may occur by gender, race and ethnicity, education and income, disability, geographic location, and sexual orientation”.  
Healthy People 2010

The “SHIP Categories for Health Action” as defined by the Pennsylvania Department of Health are the following:

· Communicable Disease
· Chronic Disease

· Family Health

· Violence and Injury

· Environmental Health

· Service Delivery Systems (Access to Care)
In this attached plan, we cover every area requested by the Pennsylvania Department of Health, except for Environmental Health – which is covered by our Memorandum of Understanding with the “City of Erie Lead Hazard Control Program”, and, Violence and Injury – which is covered by the executive director’s participation on the “Weed and Seed Health Care Committee and A-Team”. 
Project Support


The Erie SHIP will solicit assistance from Edinboro University students for purposes of “mapping out” all coalitions in the Erie area.  It is the intention of the Erie SHIP to interface with as many coalitions as possible to build up our area and membership base.  The Erie SHIP will continue to work towards securing grants to fund new initiatives. 


We also look forward to a continued working relationship with the Erie Community Foundation, the Erie County Department of Health, the Highmark Foundation and others, hoping that we collectively agree upon the most pressing needs of health in our local community, and that those new projects would be considered for funding. 


Conclusion
The attached PartnerSHIP for a Healthy Community, “Recommended Projects Report” outlines the greatest health care concerns facing our nation and we in Erie. The information reflects serious problems in our current health care system, with data justification. In some instances, proposed recommendations are offered. 
DISPARITY-HEALTH EDUCATION/HEALTH LITERACY TASK FORCE
PartnerSHIP for a Healthy Community – Recommended Projects Report
· Introduction: The issues as outlined in this document are reflective of issues of health care concern in our nation, state, and local areas. This document was not created to be all inclusive, but was created to give the Erie SHIP some direction on priority issues for the two newly formed task force groups. This document is expected to be used for at least the next five (5) years. Each new adopted project should have a complete logic model done, with action steps, time-frames and outcomes. 
DISPARITY – HEALTH EDUCATION/HEALTH LITERACY -





TASK FORCE
EDUCATION
1. Health Education focuses on improving personal health, “any combination of learning experiences designed to facilitate voluntary actions conductive to health”. While health literacy, as defined by Health People 2010 is, “the degree to which individuals have the capacity to obtain, process, and understand basic health information and services needed to make appropriate health decisions”. 

· We need “state of the art”, culturally sensitive and, where appropriate, “low-literacy”, health education and health literacy materials packaged and delivered with a “strategic dissemination plan” targeting underserved populations.  

· “Even though most adults read at an eighth-grade level, and 20% of the population reads at or below a fifth grade level, most health care materials are written at a tenth grade level. Educational materials should be short, clear, and simple, and should include pictures”. (Health Literacy: The Gap Between Physicians and Patients – August 1, 2005 Volume 72 Number 3, Pages 463 and 466 respectively).   
a. Health education has to include information regarding chronic disease issues, maternal and child health issues, with the idea of prevention, especially targeting blacks and Hispanics.  Each neighborhood health clinic should have a Health Education Center – with “health navigators”.  This activity would occur in the neighborhoods where the highest concentrations of minorities are located, highest underserved populations, as well as the populations who are most medically in need of this service. This would include those who are elderly, disabled, and those with mental health impairments. 

They are needed for health education to:
· Consumers

· Agencies

· General Public
b. Importantly to be inclusive in these materials are sensitive HIV/AIDS and sexually transmitted disease educational and literacy materials directed towards those minority groups which are in a health care crisis. The reason:
“Blacks are ten times more likely than whites and nearly three times more likely than Hispanics to have aids”. (Racial and Ethnic Disparities in U.S. Health Care: Chartbook – March 2008). 
 “The 2007 U.S. syphilis rate increased for the seventh straight year, up by 76% since 2000, mainly from a continued rise in cases among men who have sex with men”.  (The Center for Disease Control – 2007 Report).
2. Health Technology Information One way to accelerate the elimination of health disparities is to develop and deploy health information technologies: 
“For example, Aetna, one of the nation’s leading providers of health insurance, continues to expand its program to address health disparities through data collection. In addition to research, education, customer service, and general awareness initiatives, Aetna is enhancing data collection efforts that will: (1) facilitate assistance to individuals with risk factors for certain health conditions who may benefit from disease management programs; (2) support linguistically and culturally appropriate communications; (3) buttress quality improvement efforts that are designed to reduce disparities in care”.  (Prescriptions for Change – A Coordinated Strategy To Eliminate Health Disparities in Northeast Ohio, Page 19). 

3. Comprehensive Marketing Plan For all educational health care material dissemination, a comprehensive marketing plan is needed. For example, if an agency is planning to have a health screening event regarding Diabetes education, there should be a “clearing house” to send this information to, (one source), who has an actual “strategic dissemination plan” targeting underserved areas.

4. Workforce Diversity Training for high schools, which will include cultural competency curriculum. This will assist the workforce in becoming more culturally diverse. 
5. Workforce Diversity Training for current work force – due to disproportionately low numbers of minority health care professionals - with competitive wages – is needed.
6. Cultural Sensitivity Training for health care professionals, institutions, and physicians – due to differences in language, social, cultural, political, environmental, hereditary, historical, and economical. Often, poor communication and lack of health literacy by consumers equals distrust of the health care establishment by minorities. This can also result in provider bias.
7. Health Care Shortages More minority nurses as well as minority administrators for health care clinics and facilities are needed.

NEIGHBORHOOD SITE PROGRAMS

8. Chronic Disease Issues: Health prevention and health screenings are need. We not only need health education, we need Chronic Disease Management Groups, which could offer health screening activities as a part of their activities, in the neighborhoods where the highest concentrations of minorities are located, highest underserved populations, as well as the populations who are most medically in need of this service. This would include those who are elderly, disabled, and those with mental health impairments.
 Healthy People 2010 information reflects three major chronic disease areas; heart, stroke, and diabetes.  Further national justification reflects the following:

· “Blacks are most likely to suffer from a chronic condition or disability.  Seven of ten blacks are either overweight or obese; blacks are substantially more likely to be obese than other groups”.
· Black men and women are most likely to have heart failure, high blood pressure, and stroke; black women are also more likely than other women to have coronary heart disease.
· Black men and women are more likely to die from heart disease than all other racial/ethnic groups.
· Minority women have lower rates of breast cancer than white women, but black women are more likely to die from the disease.
· Blacks have higher incidence of and mortality from colorectal cancer than all other racial/ethnic groups.
· Black men are 50% more likely to have prostate cancer than whites - are more than twice as likely to die from it”. (Racial and Ethnic disparities in U.S. Health Care: A Chartbook – March 2008).

9. Healthy Family Centers are needed to provide nutrition education and exercise for the entire family. These should be free or at a nominal fee, and located where the highest minority populations are located, the greatest underserved need is identified, and for those who have the greatest health care need(s) in the specific health care areas.  This would include those who are elderly, disabled, and those with mental health impairments. The Center for Minority Health in Pittsburgh Pennsylvania currently has a program similar to this, for the entire family.
· Healthy People 2010 information reflects the need for intervention to target obesity, nutrition, and physical activity.
· Further national justification reflects the following:
 “Blacks are most likely to suffer from a chronic condition or disability.  
Seven of 10 blacks are either overweight or obese; blacks are substantially more likely to be obese than other groups”. (The Racial and Ethnic Disparities in U.S. Health Care: A Chartbook – March 2008).   
This center would also provide much needed pre and post natal education, as well as abstinence counseling services for teens, before sexual encounters, as well as sex education regarding sexually transmitted diseases.  Education regarding health related problems regarding tobacco usage should also be covered.
a. Infant Mortality: Identify, create, and support programs that address infant mortality issues, which address good prenatal care. This is needed due to the current trend of poor prenatal care and premature deaths in children. 

 “Life expectancy at birth is five years lower for blacks compared with whites. Infant mortality rates are still more than two times higher for blacks than whites, despite a slight decline for all groups in the past eight years. Infant mortality rates for foreign-born women are lower than those for American born women”.  (Racial and Ethnic Disparities in U.S. Health Care: Chartbook – March 2008, Pages 27, 28, &29).

 “African American infant mortality rates are twice as high then for white infants, and the rates are rising. The rate of death due to low birth weight/prematurity among African American infants is almost four times that for white infants”. (Understanding Health Disparities - Health Policy Institute of Ohio 2004, Page 5). Healthy People 2010 data also reflects low birth rates, increase in infant mortality, as very problematic in the black community. 

b. Teen Pregnancy and Sexual Transmitted Diseases: Teen pregnancy and sexually transmitted diseases must be addressed.  “Nation’s teen birth rate has risen for the first time in 14 years, 3% from 2005-2006.  Increase based on 15-19 age group, which accounted for about 99% of the more than 440,000 birth to teens in 2006”. (Erie Times News, Monday – December 31, 2007 Page 4-B).

“Erie County women accounted for more than 70% of cases of Chlamydia and gonorrhea, while only 30% were men. Teens 15-19, young adults and people of color bear the highest disease burden. 
STD in Erie County teens have increased from 276 cases in 2000 to 500 cases in 2006 – more than 1/3 of total cases are teens”. (Erie Times News–Monday March 17, 2008, Page 1-D).

c. Tobacco Use: The 2004 National Youth Tobacco Survey found that 21.7% of U.S. high school kids’ smoke and 9.9% of high school kids use spit tobacco. Kids (under 18) who become new daily smokers each year, 25,000. Kids now under 18 and alive in Pennsylvania, who will ultimately die prematurely from smoking, 299,800.  Annual health care cost in Pennsylvania that are directly caused by smoking - $4.78 billion. (State Health Improvement Plan 2006-2010 - How Prevention makes Economic Sense - Page 7-2).
10. Healthy Community Outreach Education Centers. These centers should be positioned in underserved communities with the highest minority populations, which display the greatest health care needs. This would include those who are elderly, disabled, and those with mental health impairments. The outreach activities could ensure that materials which are distributed are multilingual-culturally sensitive and, that they get to the right people through “Health Navigators”. The Health Navigators should be recruited from the consumer’s same culture if at all possible. It has been reported locally that community based health care clinics are suffering from a 35%-50% no-show rate.  Casework support might assist, with encouragement to the consumer, the importance of keeping health care appointments. This type of case work service would be of great benefit being attached to any community based clinic operation.  The center could also engage the community through community education.

The agencies could, for example:
a. Provide on-going course curriculum to health care agencies on workforce diversity. 

b. Run consumer groups at the centers on health care related issues.
c. Be connected with Hamot and Saint Vincent’s Ask-A-Nurse phone in services.  

d. Help those who provide translation type services with educational training to assist them with appropriately translating health care related information to consumers.

e. Become the focal point of health educational activities for the community providing training to school districts, health care agencies, and social service agencies.
f. They could also be utilized to provide one-on-one educational counseling assistance to consumers, and could be a follow-up service for physicians who need to ensure a consumer is going to follow-through with health care instructions. The navigators could actually take individuals to their respective doctor appointments.
CENTERALIZED CASE MANAGEMENT 
11. Access Point Navigation System: Families are having difficulty with receiving health educational materials, as well as navigating the health care system, as well as other social service systems in our community.  They don’t know what is available many times when a crisis occurs. Therefore, a comprehensive case management system should be explored. It could help reduce some of the health education problems and access to care issues that families face, as well as offer support to families to ensure they receive the appropriate service(s) in a timely fashion. The need driving the creation of this activity is the increasing numbers in the areas of chronic diseases, infant mortality rates, and other serious health related problems identified in the minority populations. These indicators reflect other serious social issues than just related health.
a. According to the Prescription for Pennsylvania – Strategic Plan, February 2008 the following issues were identified in Pennsylvania regarding the primary care system and its problems in dealing with chronic disease. Here are the trends: “rushed clinicians that do not have full information about their patients when they see them; inability to obtain appointments or phone/e-mail consultations when health problems develop, resulting in unnecessary referrals to the ER; a lack of coordination; a lack of active follow-up to ensure the best outcomes”;…. 

b. Specialized case workers, recruited from the area of their discipline could be recruited to comprise this team and to help to coordinate activities to help reduce service gaps. One centralized location would be identified but, satellite offices would also be needed.  Centralized location or satellite offices should be located in minority communities who are the most underserved, with the highest disease occurrences. This would include those who are elderly, disabled, and those with mental health impairments. 
c. This team would be comprised of individuals recruited from the following agencies/disciplines, which is not all inclusive: caseworkers/care managers from the Area Agency on Aging, Head Start, MRBSU, MHBSU, Family Services, Drug and Alcohol Network, Erie County Department of Health, Stairways Mental Health, Erie County Department of Welfare, hospital social workers, Workforce Development Case Workers, Office of Children and Youth Caseworkers, Harborcreek Youth Services Case workers, Social Security, geriatric social workers, nursing social workers etc. 

d. These individuals would have their own area of expertise, but would also be “cross trained” to have a better understanding of the agencies and services areas that each worker originated from.  It would be recommended that at least two from each discipline be hired. This “Access Point” would be the first contact point for families needing services of any type. They would do an assessment, refer families to appropriate agencies, and do follow-up to ensure the families were fully connected to the correct agencies, and, received appropriate service intervention.
e. They would provide transportation if needed, especially to medical appointments. 

f. Caseworkers would mirror the community they are servicing, and would be bi-lingual. This would not replace any current case management activity at any agency; it would provide families one centralized agency to go to, that would understand and know all services being provided in the social services area in Erie. Current existing systems would continue as they function. New funding would have to be solicited. 
g. The key to this new concept working efficiently would be, in addition to field case workers, adding information and referral caseworkers who would manage updating data basis with new information regarding community agencies or the start of new agencies in the community. 
h. The uniqueness of this approach is that it brings the knowledge of all social services agencies and their programs offered in the City of Erie into one agency.  It closes system and education gaps. Services will be provided 24 hours per day, seven days per week through on-call case management services rotated by case workers. If this suggestion is taken a task force should be formalized to study the concept, which has to comprise of public officials, social service directors, grass roots case workers and case managers and others. Also, those most affected should voice if they believe this is something that is needed in their community. 

BEST PRACTICES

12. Best Practices should be investigated and duplicated: 
a. Health Prevention and Education: At the Center for Minority Health in Pittsburgh, they have an innovative program to spread the news about health prevention in the black community – it is done through the barber shops and beauty shops. 
b. “Warm Lines”: The mental health and aging systems have discussed for years the concepts of “Warm Lines”. This innovative program could support the Mental Health Peer Support Program and aging services, by offering telephone re-assurance and support though calling to check on an elderly person daily, and providing mental health consumers  with someone to talk to before their issues become crisis in nature. This type of emotional support can assist both systems. 
c. Faith In Action: Is a program which should be reviewed for continued funding. This program provided for nursing personnel at various churches to check on those with chronic disease histories in their congregations, to ensure they made necessary medical appointments, followed doctor’s advice, etc.
d. Body and Soul: Erie County Department of Health’s “Body and Soul Program” is an excellent example of targeted health care education, with supported resources. This should be expanded, and other type programs with the same methodology should be investigated and duplicated.
e. Translation Services: Translation services for the hearing impaired should be explored for program implementation and funding, to assist health care workers with communication efforts to consumers. Bi-lingual and culturally competency must also be considered. 
EXAMPLE OF A SUCCESSFUL EVIDENCED BASED BEST PRACTICE FOR ADULTS

“The WISEWOMAN Program is administered through Center for Disease Control's Division for Heart Disease and Stroke Prevention (DHDSP). The WISEWOMAN program provides low–income, under insured or uninsured women aged 40–64 years with chronic disease risk factor screening, lifestyle intervention, and referral services in an effort to prevent cardiovascular disease. CDC funds 15 WISEWOMAN programs, which operate on the local level in states and tribal organizations. WISEWOMAN programs provide standard preventive services including blood pressure and cholesterol testing.  Some programs also offer tests for diabetes and osteoporosis. Women are not just tested and referred, but can also take advantage of lifestyle programs that target poor nutrition, physical inactivity, and smoking, such as healthy cooking classes, fitness competitions, or quit-smoking classes. The interventions may vary from program to program, but all are designed to promote lasting, healthy lifestyle changes”.
EXAMPLE OF A SUCCESSFUL EVIDENCED BASED BEST PRACTICE FOR CHILDREN
“VERB™ It’s what you do was a national, multicultural, social marketing campaign coordinated by the U.S. Department of Health and Human Service’s Centers for Disease Control and Prevention (CDC). Social marketing campaigns apply commercial marketing strategies to influence the voluntary behavior of target audiences to improve personal and social welfare. The campaign ran from 2002-2006. Vision - All youth leading healthy lifestyles. Mission-To increase and maintain physical activity among tweens (youth age 9-13).  Campaign Audiences-The VERB campaign encouraged tweens to be physically active every day. The campaign combined paid advertising, marketing strategies, and partnership efforts to reach the distinct audiences of tweens. Other important audiences were parents and adult influencers, including teachers, youth leaders, physical education and health professionals, pediatricians, health care providers, coaches, and others.”
EXAMPLE OF A SUCCESSFUL EVIDENCED BASED PRACTICE FOR THE FAMILY

“Racial and Ethnic Approaches to Community Health – REACH 2010 Program. One of the few studies in the review that showed a reduction in racial disparities was part of the Racial and Ethnic Approaches to Community Health (REACH 2010) program, sponsored by the U.S. Centers for Disease Control and Prevention in Atlanta, Ga. 
The demonstration program, which took place in Charleston and Georgetown counties in South Carolina, brought together 28 community partners, from health professionals to college sororities and local media that set goals to improve diabetes care for blacks as well as eliminate health care disparities between black and white patients with diabetes.

The partners documented disparities in care for 12,000 black patients with diabetes in the two- county community. The intervention included such community activities as health fairs, support groups, grocery store tours, community clinics, and church-based educational programs. After twenty-four months, the partners audited medical charts for 158 black patients and 112 patients who were white or of other racial or ethnic groups. They found that differences between black and white patients in rates of hemoglobin A1c testing, lipid and kidney testing, eye examinations, and blood pressure control that had ranged from 11% to 28% at baseline had been eliminated.” (JAMA, Medical News and Perspectives, “Decades of Work to Reduce Disparities in Health Care Produce Limited Success” March 26, 2008”).
ADVOCACY: LEGISLATIVE ACTION NEEDED FOR INSURANCE PROBLEMS, FAIR REPRESENTATION IN DECISION MAKING
13. Poverty is the number one cause of lack of adequate health care and increase disparities, which affects a person’s ability to own health insurance.  (National Health Care disparity Report 2007).
“Blacks and Hispanics are twice as likely to live in poverty as whites and Asians”.  (Racial and Ethnic Disparities in U.S. Health Care Chartbook – March 2008).  
The poor have the worst access to care, and health disparities problems of all groups listed in various national studies. This includes the working poor.

a. We should speak with one voice on public policies issues relevant to the reduction of health disparities and increased access to care avenues, especially for the poor. We need policy makers to integrate key health care priorities, such as the reduction of health disparities and insurance for the poor into federal and state developed initiatives and legislation.  
b. The lack of no or inadequate health insurance especially for migrants persons, the indigent and medication dependent individuals must be addressed.  
c. Individuals paying out of pocket expenses due to no or limited insurance are taking needed monies they need to adequately live, which then creates more problems for the family. 
“The problem of persistent uninsurance is a major barrier to reducing disparities”.       (National Health Care Disparity Report – 2007,   Page 6).
 “Health insurance coverage directly affects access to medical care, regardless of race.   Without it, patients are more likely to postpone seeking medical care, more likely to go without needed medical are, and more likely to go without prescription medicines.”   (Understanding Disparities – Health Policy Institute of Ohio – November 2004, Page 8).
       “Blacks and Hispanics are twice as likely to live in poverty as whites and Asians”. (Racial and Ethnic Disparities in U.S. Health Care Chartbook – March 2008, Page 14).
d. Pregnant migrant women cannot access prenatal care due to no insurance. This issue has to be addressed.  (Recommendations from the Educational Ad-Hoc Committee-Disparity Task Force Partnership for a Healthy Community February 22, 2008).
e. In our State Assembly, prior to this last holiday, the House of Representatives attempted to secure enough votes to pass a bill, to the Senate for consideration, which included Governor Rendell’s – Cover All Pennsylvanians.  The program would provide for low cost health insurance premiums for those without any insurance, as well as employer-employee paid low cost health insurance premiums. 
f. We need to investigate supporting national legislation such as the Minority Health Improvement & Health Disparity Elimination Act S. 1576.
14. Make efforts to increase local Erie representation of minorities and economically disadvantage populations in all facets of decision making.

a. Recruitment efforts should begin to secure and place minorities in key positions in our community, so we have minority representation at all levels of decision making in local community settings. Prior to any new initiative where the “data indicates that minorities are disproportionately affected”, minority representation should be on the “ground floor” of any and all decision making, especially on governmental and non-profit corporate boards. Where grants are being investigated and funding solicited minorities should be an intricate part of the decision making.  What is needed is both grass roots and professional representation. Specially trained minorities for board participation exist due to excellent training in the United Way Project Blue Print Program, as well as excellent candidates that could be recruited from the current business and political arenas.  Focus groups and one-time survey contacts cannot clearly demonstrate needs. Consistent input and being part of the ongoing decision making process is what is needed. These individuals can then become the voice in the community to educate the community as to what is being done. 
b. The PartnerSHIP should have some influence regarding the Health Disparities Summit and its function. It could be held on a bi-annual basis, with subcommittees being formulated to complete various tasks between the general meetings. If the activity is static, then eventually you will be able to get the right people to the table.  Issues, if not consistently reviewed will get lost and forgotten. Regular meetings will provide for on-going accountability to the local community. Notices should be given at least two months in advance, with follow-up activities to make sure the word reaches the community.   Action Plans are much needed to decide the course of action for each area identified, with time lines for accomplishments, duties assigned and, appropriate follow-up.
 (Recommendations from the Educational Ad-Hoc Committee - Disparity Task Force – Partnership for a Healthy Community February 22, 2008).
QUALITY OF CARE ISSUES

15. Quality of care issues have to be address.  The “Pay for Performance” concept should be explored as one answer to impact this problem. 

a. Quality of care is a problem. “Progress is being made, but many of the biggest gaps in quality have not been reduced”. – (National Health Care Disparity Report – 2007, Page 4).
 “States with the largest numbers of white residents have the highest quality of hospital care for Medicare patients”. (Racial and Ethnic Disparities in U.S. Health Care: A Chartbook, Page 62).

b. Safety Issues are a major concern.  “Each year in the United States, medical errors cause an estimated 44,000 to 98,000 deaths and cost an estimated $29 billion in lost income, disability, and increased health care costs. Unfortunately, minorities bear a large share of the consequences of unsafe care. Errors and avoidable complications from surgery affect minorities’ more than non-Hispanic whites. 

In addition, minorities may be disproportionately subject to practices that can cause injuries. In one study, black youths were two times more likely and Hispanic youths were 70% more likely than white youths to have restraints upon admission to a psychiatric hospital, even when controlled for psychiatric condition.

c. Timelessness: Receiving medical treatment in a timely fashion can reduce mortality and long-term disability from many condition, including stroke, heart attack, and bacterial infections. Minority patients often experience longer wait times for health care. For example, minorities are less likely to get a same day or next day appointment to see a doctor than whites and are more likely to be unable to get an appointment until six or more days later. Between 1997 and 2004, black patients seeking emergency department care were more likely to have left without being seen than white patients, which may be due to long wait times”. (Racial and Ethnic Disparities in U.S. Health Care: A Chartbook, Page 62).

ACCESS TO CARE TASK FORCE

ACCESS TO CARE TASK FORCE
EDUCATION

16. Education for translators is needed.  We need to work towards increasing their numbers, and, develop systems for efficiently deploying interpreters where and when they are needed, especially in health care organizations.  
“Nearly one-sixth of the U.S. population speaks a language other than English at home”. (Racial and Ethnic Disparities in U.S. Health Care: A Chart Book – March 2008, Page 17).
WORKFORCE DIVERSITY INTERVENTION

17. Workforce diversity intervention is needed, and has been recommended through the National Standards for Culturally and Linguistically Appropriate Services in Health Care – March 2001, from the U.S. Department of Health and Human Services, Office of Minority Health. Some examples of those standards are listed below, which bring justification to recommendations of numbers 4, 5, 6, & 7 as stated earlier in this document. These standards were created because of nationally identified problems. Here are four of the fourteen standards:


“Standard 1: Health care organizations should ensure that patients/consumers receive from 
all staff members’ effective, understandable, and respective care that is provided in a 
manner 
compatible with their cultural health beliefs and practices and preferred language.

  
Standard 2: Health care organizations should implement strategies to recruit, retain, and 
promote at all levels of the organization a diverse staff and leadership that are 
representative of the demographic characteristics of the service area.

 
Standard 3: Health care organizations should ensure that staff at all levels and across all 
disciplines receive ongoing education and training in culturally and linguistically 
appropriate service delivery.


Standard 4: Health care organizations must offer and provide language assistance services, 
including bilingual staff and interpreter services, at no cost to each patient/consumer with 
limited English proficiency at all points of contact, in a timely manner during all hours of 
operation.

Minority Health and Health Disparity Education for the anticipated work force is currently being offered through the Center for Minority Health in Pittsburgh PA.  They are attempting to “increase the capacity of health sciences students and medical residents to address minority health and health disparities in a culturally competent and scientifically sound manner”.
CLINICAL STANDARD – EVIDENCED BASED BEST PRACTICES

18. Hospital and Faith-Based Partnerships   “Established in 1997, The Otis Moss, Jr. – University Hospital’s Medical Center, located in Cleveland’s Fairfax neighborhood and staffed by full-time primary care physicians, is a partnership between University Hospitals of Cleveland and the Olivet Institutional Baptist Church. The clinic brings affordable, accessible high-quality health care services to the community in a setting of prayer and spirituality – an environment with an aura of familiarity and comfort that has a positive impact on the health of individuals in the neighborhood”. (Prescriptions For Change – A Coordinated Strategy To Eliminate Health Disparities In Northeast Ohio- Page 24).
19.  Nation Wide Demonstration Project, TransforMED “Selected physician practices in Pennsylvania and New Jersey are implementing the medical home concept as participants in the American Academy of Family Physician’s demonstration project called TransforMED. Seven features define medical homes……

· Personal Physician. Each patient has an ongoing relationship with a personal physician trained to provide first contact, continuous and comprehensive care. 

· Physician-directed medical practice.

· Whole person orientation.

· Care is coordinated and/or integrated across all domains of the health care system….

· Quality and safety practice infrastructure including evidence-based medicine and clinical decision-support tools….

· Enhanced access to care through systems such as open scheduling, expanded hours…..
· Payment appropriately recognizes the added value provided to patients”.  (Physician’s News Digest, Implementing a Medical Home, April 10, 2008, Pages 2, 4&5).
20.  Metro Health Neighborhood “Medical Homes” “As part of its commitment to promote comprehensive health services to residents of Cuyahoga County, Metro Health has located a series of highly accessible, multi-specialty care clinics at strategic locations in the inner city. Metro Health has committed to placing primary care practices in retail urban shopping centers in Cleveland neighborhoods. Staffed by pediatricians, internists, obstetricians, family practitioners, dermatologist and rehabilitation experts, the clinics provide high-level specialty care for neighborhood residents. Since 1999, four health facilities have opened in Cleveland’s Brooklyn, Lee/Harvard, Broadway and Buckeye neighborhoods. These modern facilities, developed with input from neighborhood community leaders and residents, are easily accessible to public transportation and offer evening and Saturday hours.  All of the neighborhood facilities are connected with the Metro Health Medical Center via an electronic medical records system that allows sharing of treatment and outcome data. The unique nature of these facilities has attracted grant funding to test management programs for chronic diseases such as asthma, obesity and diabetes. For example, the Buckeye Health Center received a grant from the Saint Luke’s Foundation to collaborate with local schools, libraries and other neighborhood resources to offer a broader range of community support. A program targeting pediatric asthma will monitor school absence rates, emergency room visits or workdays missed by a patient or caregiver to determine how well patients are managing their conditions”.  (Prescriptions For Change – A Coordinated Strategy To Eliminate Health Disparities In Northeast Ohio- Page 25).
LACK OF A MEDICAL HOME
21. Lack of a medical home or usual source of care, with patient centered services is needed.  Lack of neighborhood clinics in both rural and urban underserved areas, for both medical and dental services must be explored and investigated on how to correct this problem on an ongoing basis. Why?  
“Almost 2.5 times as many Hispanics as whites report having no doctor. Hispanics are least likely of all racial/ethnic groups to use a private doctor and most likely to use a community health center as their usual place of care”. (Racial and Ethnic Disparities in U.S. Health Care: Chartbook – March 2008).
“A second important barrier to access medical care is the lack of a usual source of care.  
Without access to a regular source of care, patients have more difficulties obtaining care, make fewer doctor visits, and have more difficulty accessing prescription drugs”. (Understanding Health Disparities – Health Policy Institute of Ohio, November 2004). 
                 We need to look at:

· Evaluation of medical needs in the Hispanic, black and migrant communities.

· The need for Health Professional Shortage Areas designation for medical and Dental Health Professional Shortages areas for dental.
· Look at what is medically needed for Medically Underserved Areas.
· Evaluate expansion for centers like Community Health Net – Federally Qualified Health Care Centers.
· Must look at physician shortages to fill new upcoming and current clinics. What can be done to attract them?

· Rural clinic expansion should also be investigated.
· Exploring the need for case management services for current existing and all new community based medical centers especially for consumer intervention and education.
DOCTOR, SHORTAGES  
22.  Recruitment of doctors needed.   Needed visits for specialists like: dermatologists, urologists, medical oncologists, and endocrinologists for non-energies, can have wait times of months. (A Publication of the Times Publishing Company – Sunday March 16, 2008 – page 8S).  It has been reported that there is a three to four month wait to see a psychiatrist and months for a gynecological appointment.   

“Doctors are also aging in place. Only 6% of them are younger than 35, and about half are older than 50, reported the State Medical Society.”  (Publication of the Times Publishing Company – Sunday March 16, 2008 – page 8S). 
Recruitment is needed, but we have to engage help from the business community, the Erie Chamber and hospitals. We have to work together on these recruitment efforts.
23. Doctor’s School Loan Forgiveness Programs are needed to attract and retain good doctors. 
UNDER UTILIZATION, MEDICAL PROFESSIONALS

24.  We need to explore the under utilization of Certified Registered Nurse Practitioners as well as Physician Assistant. 
ADVOCACY: INSURANCE ISSUES, PHYSICIANS
25. Malpractice premiums in Pennsylvania are still the highest in nation. “Physicians continue to call for tort reform to reduce the number and size of medical malpractice awards in Pennsylvania.  
That includes using arbitrators instead of judges for some malpractice cases, and capping the amount a plaintiff can receive for pain and suffering”…..(A Publication of the Times Publishing Company – Sunday March 16, 2008 – page 8S).
26. State Ended Doctor Subsidy is a recent problem. The issue is, no more help from the government in the payment of malpractice premiums for physicians. This will result in an increased shortage of medical specialists in Pennsylvania. (Erie Times News – April 2, 2008, pages 1&5B). 
All recommendations will require resources for implementation. 
My final recommendations are as follows:
Reconfiguration of the current task force groups is necessary.  A good foundation has been instituted for the SHIP. It is now time to build upon that foundation. I propose merging the current four task force groups into two. 





We currently have four:
· Maternal and Child Health

· Chronic Disease

· Mental Health

· Disparities

I am proposing we merge these, with equal representation of all four current task force groups on two newly created task force groups, to ensure balance and a continuum of representation.

We need “Health Equity as our over-arching goal. To achieve this I am proposing the creation of two new task force groups:

· Disparity, Health Education/Health Literacy Task Force
· Access to Care Task Force 

Respectfully submitted Reverend Nettie V. Smith

(Strategicdirectiondocumentationforerieshipjuly2008-community)
















