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Overview of   Community Hospital and Clinics

A. History

Located in  , ND,   Community Hospital and Clinic (CHC), is comprised of a XX bed, Critical Access Hospital, three Rural Health Clinics, five part-time Outreach Clinics, and a Home Health Agency.  CHC was established in 1954 and is currently the largest employer in ____County.  The active medical staff is comprised of X general practitioners, X physician assistants and numerous visiting specialists. These staff and others provide services to CHC’s four county coverage area.
In 1999, CHC, in partnership with MedCenter One health systems, County District Health Unit,   Drug and __________ Drug, received a Rural Health Outreach Grant from the Federal Office of Rural Health Policy (ORHP) to implement a Rural Health Outreach Grant. The total amount awarded over a 40 month time period (May 2000 to September 2003) was $546,000. The administration of the grant was directed by an outreach grant Advisory Board to ensure that the spirit of the outreach grant program activities mirrored those set forth by ORHP. The purpose of the Outreach Grant Programs, as stated by ORHP, is to “expand access to, coordinate, restrain the cost of, and improve the quality of essential health care services, including preventive and emergency services, through the development of health care networks in rural areas and regions”.  

B. Service Area

CHC is located in a federally designated Medically Underserved Area (MUA) and Health Provider Shortage Area, (HPSA).  The service area of approximately 6,500 persons covers 4 counties in rural North Dakota (County Names).

In addition to  , Rural Health Clinics are located in _____, (28 miles from  ), and _____, (32 miles from  ). The 5 outreach clinics are located in _________and range in distance from 11 to 45 miles from  ______________.  
C. Partners
The grant was administered in conjunction with the following partners

·   Community Hospital and Clinic 
· MedCenter One Health Systems
· County District Health Unit 
·   ___________ Drug 

·  ________Drug
D. Outreach Grant Advisory Board

There were 17 Outreach Grant Advisory Board Meetings from July 2000 to April 2003. The advisory board provided administrative oversight and direction. Meetings were well attended by CHC staff and fostered a cohesiveness and continuity to grant activities. 
Description of Programmatic Components
A. Overview

The   Community Hospital & Clinics Rural Health Outreach Project is a community wide program designed to integrate a preventive and wellness focus to improving the health and well-being of community members within the CHC service network.  The network partnership implemented preventive and wellness activities that fell along a four-point continuum of care, these activities were 1) preventive care, 2) early detection, 3) chronic disease management, and 4) support services. Figure 1 displays the continuum of care along with corresponding activities implemented in each area. Further description of each activity is described further in this section. 
Figure 1: Continuum of Care   _________Community Hospital and Clinics

B. Preventive Care

1. Coordination of Immunization Programs

CHC sponsored immunization activities at a variety of events.  These immunizations focused on Influenza and Pneumonia. In order to monitor influenza vaccine distribution, a patient tracking system was developed (see Chronic Disease Management). For a complete listing of the immunization types, dates, and number of participants, please refer to Appendix A. Outcome data pertaining to immunizations will be discussed in Section IV.
2. Community Education Programs
Community education program activities included a Women’s Health Fair, radio spots, news articles in local papers, community education classes and a monthly, “Health Tips” newsletter. Community educational classes were led by qualified health professionals, including mid level practitioners, a pharmacist and a registered nurse. The monthly newsletter was introduced in year 2 of the grant and contained practical information on maintaining health, preventing illness, and information on upcoming support groups, etc. “Health Tips” is planned to remain in print and continue to be distributed to clinics, senior centers, pharmacies, and grocery stores in the CHC service area.  A copy of the most recent Health Tips newsletter is included in Appendix B.
A number of other educational events were coordinated during the three year time period, with some activities still wrapping up. For a complete listing of community education program activities, please refer to Appendix B.  

3. Implementation of a Wellness Program

CHC implemented a number of Wellness programs, including a collaborative 5+5 Challenge Program, a Weight Loss Support Group, Men’s and Women’s Wellness Clinics, and others.

The 5 + 5 Challenge Program is a physical activity and nutrition program operated in conjunction with __________ County NDSU extension service.  It strives to decrease the risk of developing chronic diseases such as diabetes congestive heart failure, heart attack, hypertension, osteoporosis, and breast and colon cancers.  Participants are encouraged to eat 5 to 9 fruits and vegetables per day and to participate in five, 30-minute periods of physical activity per week.  Fitness walks and open houses were scheduled as some of the events pertaining to this program.

The Weight Loss Support Group provided information on diet, exercise, healthy lifestyles, and the relationship of weight with disease. For Men’s Health and Women’s Health, weeks, the staff social worker and RN collaborated to develop and present both men’s and women’s wellness information. Other activities not described here are included in Appendix C.  

C. Early Detection
4. Screening Programs
During the 3 year grant, screening programs were implemented at a number of locations, including local health fairs and community festivals. Screens were done for mammograms, diabetes, heart disease, and osteoporosis (via bone densitometer measurements).
Women’s Wellness Clinics offered a pap-smear, pelvic, and breast exam with a two view screening mammogram at a reduced fee. For more information on the types and levels of activities, please see Appendix D.
D. Chronic Disease Management

5. Computerized Patient Tracking System and Medical Staff Liaison
CHC contracted in the fall of 2001 with North Dakota Health Care Review’s (NDHCRI) to implement “Preventive Care Software”. This software package helps providers identify which preventive services are indicated for their patients, as well as produce clinician and/or facility level reports showing rates for preventive services, and generate letters reminding patients when specific preventive services are due.  Twenty commonly recommended preventive services are available for tracking, including: influenza and pneumococcal vaccination, cholesterol screening, colonoscopy, mammogram, bone mineral density, prostate examination and PSA.

Various reports can be produced including: dates of every preventive service for each patient; and analysis of all clinicians, any single clinician, or set of facilities regarding preventive services given to their patient base.

CHC has implemented the ability of the program to generate patient reminder letters for specific preventive services and for patient follow-up reminders.  The reminder letters contain educational information about each preventive service and its role in maintaining good health and the date of their follow-up appointment.
On a daily basis during the medical staff encounter with patients, education is provided. Information on healthy lifestyles, wellness issues, immunization, early detection of diseases and management of the chronic diseases of osteoarthritis, cancer, diabetes and heart disease is given during the course of medical contact with the patient population served by CHC. This information is provided on a one-to-one basis during the course of an office visit.  Early detection continues to be conducted with a hands-on approach and the ordering of appropriate laboratory testing based on patient history. The medical staff liaison worked closely with a nurse educator to provide screening and wellness activities throughout the duration of the grant. Please see Appendix E for the number of individuals seen and the number of referrals.
E. Supportive Services
6. Financial and Insurance counseling

Senior Health Insurance Counseling (SHIC) training was completed by the Outreach Social Worker through the North Dakota Insurance Department.  Referrals were received from the ND Insurance Department, pharmacists, and by patient self-referral.  Newspaper ads were placed in all local newspapers throughout the duration of the grant offering SHIC services to seniors.  

7. Assistance with Legal Issues
The Outreach Social Worker assisted individuals in completing advance directives. Numerous community education opportunities were offered in  , Lehr, and __________ on advance directives by a qualified attorney throughout the grant. The educational sessions contained information on the specifics of advance directives, locating forms, and assistance in completing them properly. Approximately 150 individuals were served by this program during the grant. Please see Appendix D for a flier promoting this and other events.
8. Support Groups / Individual Counseling
Three support groups were implemented on a monthly basis covering Diabetes, Prostate Cancer and Alzheimer’s disease. All events were promoted through local newspapers, posters in the ________communities and through direct mailings to those who had previously attended.

Diabetes Support Groups were offered monthly in the   and __________ communities.  Live MedCenter One telemedicine presentations were provided for the   group and video taped telemedicine presentations were presented for the __________ group.  The   group had an average attendance of approximately 20 to 25 patients per meeting with a total of 35 different patients taking advantage of this support group.  The __________ group drew approximately 5-10 patients per meeting. A total of approximately 1000 people, (duplicated count) were served during the grant by this program.
The “Us Too!”  Prostate Cancer/Related Condition support group began in August of Grant Year II.  Speakers included an urologist, urology RN, dietician, counselor, pastor, physical therapist, and pharmacist.  An average of 15-20 patients attended monthly meetings with a total of approximately 100 total participants (duplicated count) throughout the grant. 

Alzheimer’s Family Caregiver support groups were conducted through the Eldercare Program of St. Alexius Hospital in Bismarck.  The support groups were offered via telemedicine and facilitated by the director of the Eldercare Program.  The number of patients attending this meeting remained low at zero to eight attending monthly. One reason for the low attendance was that identifying individual patients that could have benefited from the support group was difficult because privacy regulations prevent identification via medical records.  Approximately 100 people (duplicated count) received services via this program.
The Outreach Social Worker was also involved in discharge planning and providing information/referral assistance.  The Social Worker helped individuals locate programs or services they qualified for in order to help them better manage chronic diseases and meet their psychosocial needs. Specific duties included explaining program qualifications for Medicaid, medical assistance, etc, counseling people as they made the transition from living at home to a nursing home, and referring individuals to skilled nursing facilities, home care programs, and Social Security Disability. Approximately 300 individuals (duplicated count) were served by this program during the grant.
9. Provision for Handicap Transportation

During the final year of the outreach grant, the grant Project Manager ordered a transportation van with handicap accessibility.  The van is scheduled to arrive fall of 2003. Area resident interest and need for this service will be evaluated on an ongoing basis in order to best use the resource.
10. Indigent Medication Assistance Program (IMAP)
The Indigent Medication Assistance Program (IMAP) provides medications to low-income, elderly individuals who cannot afford to pay for them.  Assistance is obtained by contacting pharmaceutical companies and requesting free samples to distribute to those who need medications. Low income individuals are referred to this program via the CHC network and medications are prescribed by qualified CHC personnel.
At the end of the third grant year, patients with health insurance policies that covered prescription medication no longer qualified for the program.  This change was in keeping with pharmaceutical companies’ assistance program guidelines.  The grant year ended with approximately 75 patients enrolled in the program, which was approximately 25% fewer patients qualifying than at the end of Grant Year II.  This change ensured that the neediest patients were provided services efficiently.  Per program policy, enrolled patients were required to be referred to the program by a CHC provider. Of the 75, approximately 50 have been on the program the entire duration of the grant. Approximately 200-250 people have been served (duplicated count).  The Social Worker estimates that she has helped obtain between $750,000 and $900,000 in free, brand name medications.
F. Other Activities
A large scale promotional campaign was instituted by CHC throughout the duration of the Outreach Grant. Activities included a total of 72 different radio campaigns, newspaper ads, fliers, promotional booths at fairs and festivals and presentations at professional conferences.  Please see Appendix F for the list of promotional activities that took place during the grant.
Please see Appendix G for more information pertaining to the staff and network members’ responsibilities for implementing each of the activities and the resources used to implement those activities.

Goals and Objectives
The purpose of the Rural Health Outreach Grant according to ORHP is to 

“expand access to, coordinate, restrain the cost of, and improve the quality of essential health care services, including preventive and emergency services, through the development of health care networks in rural areas and regions….The program is expected to improve the health of the community through prevention of illness, increased community awareness of its role in the health status of its residents, early detection of health problems, with a decrease in the cost of medical care, and improved control of chronic diseases through an increase in patient compliance with disease monitoring and management.”
Following the spirit of ORHP’s values and vision, CHC designed the following four goals and objectives:
Goal 1: Provide preventive care programs for our community. 
Objectives: This will be accomplished through 1) on-going community education programs that focus on approaches to healthy lifestyles, i.e. diet and nutrition, exercise, stress management, etc. 2) the coordination of an immunization program for pneumonia, and flu with Moser Drug and the County District Health Unit, and 3) implementation of a wellness program.

Goal 2: Early detection of chronic diseases (heart disease, diabetes, cancer, and osteoporosis).  
Objectives: Annual routine screenings through the three rural health clinics in conjunction with community partners. Invest in bone densitometry equipment to screen patients for early detection of osteoporosis.  

Goal 3: Chronic diseases management programs through computerized patient tracking at the  

             clinics and the use of patient education forms. 
Objectives: Implement computerized patient tracking systems in the rural health clinics for Coumadin therapy and diabetes patients. Develop strategies with the Diabetes Education Department at MedCenter One Health Systems to provide local diabetes care through their nationally recognized diabetic program. Provide patient education on the importance of chronic disease management, i.e. routine monitoring, medication adjustments, importance of taking medications, etc.

Goal 4: Set up support systems that enhance the ability of our communities to successfully 
             participate in the activities listed in the first three goals.  This would include financial 
             and insurance counseling, assistance with legal issues, support groups, provision of 
             handicap transportation, and a Medication Assistance Program.

Objectives: 1) Offer one-on-one financial and insurance counseling for the Medicare population through the CHC billing and insurance departments, The Social Worker will assist elderly in obtaining guardianship, Power of Attorney, and/or Advanced Directives for healthcare as needed, 3) Provide an indigent medication program for low income elderly that cannot afford their medications, 4) Implement community support groups related to chronic diseases, such as, diabetes and cancer, utilizing expertise from MedCenter One Health Systems through telemedicine, 5) Ensure patients are taking their prescribed medications at the right times each day, 6) Perform community assessments for ongoing program development, 7) Provide transportation to the local primary care clinics and tertiary care centers for our patients
To learn more about the specific activities associated with each of the goals and objectives, please refer to the charts on the following pages.
Table 1: Goals, Objectives, Activities, Measurements and Expected Outcomes of CHC Activities
	Goal 1
	 
	Objectives
	Activities
	Measures
	Expected Outcomes

	1. Provide preventive care programs for the community.
	 
	Year 1:  Offer ongoing community education programs quarterly that focus on approaches to healthy lifestyles, i.e. diet and nutrition, exercise, stress management, etc.
	A. Identification of program content
	1. Are programs offered?
	1. A decrease in CHC admission rates of flu, pneumonia, diabetes, heart disease, cancer, and osteoporosis

	
	
	
	B. Community promotion via news print, radio, and community events
	2. Number and type of programs implemented
	2. An increase in the general knowledge base of the areas targeted in the survey; knowledge of risk factors, and signs and symptoms of heart disease, diabetes, cancers, and osteoporosis.

	
	
	
	C. Implement community education programs
	3. CHC admission rates for diabetes, heart disease, cancer, and osteoporosis
	3. A decrease in diabetes rates for __________, County, __________ and __________ counties

	
	
	
	D. Program development
	4. Patient satisfaction surveys will be utilized to measure the satisfaction with grant sponsored activities in respect to location, time, presentation of materials and general comments.  
	4. Knowledge of subject matters will increase from pre to post test

	
	
	
	 
	5. Pre and post testing of participants knowledge of subject matter covered in the educational programs will be done to measure the effectiveness of that particular program for the persons attending.  
	5. An increase from year 1 to year 3 in the number of persons participating in the vaccination program

	
	
	Year 2:  Coordinate an annual immunization program with the County District Health Unit and Moser Drug for tetanus, pneumococcaal, and flu vaccines, primarily for the medicare population.
	E. Identify existing services
	6. The survey, “Community Perspectives, Community Knowledge”, will be administered to the community at large at the end of each grant funded year to determine the effectiveness of the educational programming that is provided.  
	6. Number of individuals participating in the "Good for you Program" Will increase from year 1 to year 3.

	
	
	
	F. Coordinate a central computerized patient tracking/documentation system to facilitate year to year tracking
	
	

	
	
	
	G. Community promotion via news print, radio, and community events
	
	

	
	
	
	H. Implement an annual immunization program
	
	

	
	
	
	
	
	

	
	
	Offer ongoing community education classes bi-annually that focus on approaches to healthy lifestyles, i.e. diet and nutrition, exercise, stress management, etc. and discuss early warning signs of disease and when to see your doctor.  
	I. Same as activities for year 1
	
	

	
	
	
	 
	
	

	
	
	Year 3:  Implement the existing wellness program “Good For You”, through MedCenter One systems
	J. Train grant staff to implement the program.
	
	

	
	
	
	K. Use MedCenter One’s computer for results of individual testing.
	
	


	Goal 2
	 
	Objectives 
	Activities
	Measures
	Expected Outcomes

	2. Early detection of chronic diseases (heart, diabetes, cancer, and osteoporosis).
	 
	Year 1:  Provide annual routine screenings through the three rural health clinics in conjunction with community partners. Include blood pressure, blood sugar, cholesterol, osteoporosis and cancer screenings.
	A. Planning sessions with network team leaders and staff
	1. Are screenings offered?
	1. A decrease in medical costs for individuals/health insurers as a result of early detection of chronic diseases

	
	
	
	B. Secure needed equipment and supplies
	2. Number and type of screenings implemented
	2. An increase in the general knowledge base of the areas targeted in the survey; knowledge of risk factors, and signs and symptoms of heart disease, diabetes, cancers, and osteoporosis.

	
	
	
	C. Community promotion
	3. Is bone densomiter purchased and staff trained?
	3. An increase in the numbers of those being screened from year 1 to year 3.

	
	
	
	D. Implement the screening programs
	4. CHC admission rates for diabetes, heart disease, cancer, and osteoporosis
	4. An increase in the number of people who follow-up with their primary care provider from year 1 to year 3

	
	
	
	E. Implementation of a wellness program
	5. Patient satisfaction surveys will be utilized to measure the satisfaction with grant sponsored activities in respect to location, time, presentation of materials and general comments.  
	

	
	
	
	 
	6. Percentage of people who follow-up with their primary care provider when they are referred from a screening activity,
	

	
	
	Year 2:  Continue to provide screenings, adapting the programs as needed
	F. Equipment evaluation and purchase
	
	

	
	
	Invest in bone densitometry equipment to screen patients for early detection of osteoporosis
	G. Staff training on use of equipment
	
	

	
	
	
	H. Community and provider promotion
	
	

	
	
	
	I. Implement screening program for osteoporosis
	
	

	
	
	
	
	
	

	
	
	Year 3:  Continue to provide screenings, adapting the programs as needed
	J. See activities from year one
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Goal 3
	 
	Objectives
	Activities
	Measures
	Expected Outcomes

	3. Chronic diseases management through computerized patient tracking at the clinics and patient education forums.
	 
	Year 1:  Implement computerized patient tracking systems in the rural health clinics for Coumadin therapy and diabetes patients
	 A. Investigate various systems available.
	1. Number of patients in Chronic Disease management database
	1. Number of patients in Chronic Disease management database will increase from year 1 to year 3.

	
	
	
	B. Purchase and install system.
	2. Number of patients involved in Chronic Disease Management activities
	2. Number of patients involved in Chronic Disease Management activities will increase from year 1 to year 3.

	
	
	
	C. Train users.
	3. The number of patients in database with a scheduled appointment who show up for appointments
	3. Increased compliance with scheduled appointments from year 1 to year 3.

	
	
	
	D. Implement the computer tracking systems.
	4. Hospital revenues
	4. Increase in hospital revenue due to increased screenings

	
	
	
	
	5. Are program activities sustained?
	5. Sustainability of programs

	
	
	Develop strategies with the Diabetes Education Department at MedCenter One Health Systems to provide local diabetes care through their nationally recognized diabetic program. 
	E. Planning meeting with MedCenter One and grant staff.
	
	6. Early detection of health problems, will lead to proper management of chronic diseases which will In turn improve quality of life and a decrease in the cost of medical care and lead to less costly and invasive interventions

	
	
	
	F. Use telemedicine when applicable to decrease costs.
	
	

	
	
	
	G. When not applicable, bring in MedCenter One resource staff to implement programs in our community
	
	

	
	
	
	
	
	

	
	
	Year 2 and 3:  Integrate the pharmacy computer system with the rural health clinics, nursing homes and hospital; so that all points of care have an accurate, up-to-date listing of the patients’ current medication profile. 
	H. Investigate and evaluate potential systems.
	
	

	
	
	
	I. Purchase and install the program.
	
	

	
	
	
	J. Train users.
	
	

	
	
	
	K. Implement the computer system at all points of care.
	
	

	
	
	
	
	
	

	
	
	Provide patient education on the importance of chronic disease management, i.e. routine monitoring, medication adjustments, importance of taking medications, etc.
	See Goal I, Year 1.
	
	

	
	
	Implement strategies to provide diabetic education through MedCenter One as outlined in Year 1.
	
	
	


	Goal 4
	 
	Objective 
	Activities
	Measures
	Expected Outcomes

	4. Set up support systems that enhance the ability of our communities to successfully participate in the activities listed in the first three goals.  This would include financial and insurance counseling, assistance with legal issues, support groups, provision of handicap transportation, and a Medication Assistance Program.
	 
	Year 1: Offer one-on-one financial and insurance counseling for the Medicare population through the CHC billing and insurance departments.
	A. Train Social Worker in all aspects of objectives.
	1. Direct observation and reporting of patient compliance
	1. Improved control of chronic disease states through an increase in patient compliance with disease monitoring and management.

	
	
	The Social Worker will assist elderly in obtaining guardianship, Power of Attorney, and/or Advanced Directives for healthcare as needed.
	B. Train Secretary on applying for medication assist through the pharmaceutical companies
	2. The numbers of persons participating in support activities such as the indigent medication program, 
	2. Satisfaction with programs as indicated by participant satisfaction surveys

	
	
	Provide an indigent medication program for low income elderly that cannot afford their medications.
	C. Program development.
	3. The numbers of persons participating in advance directives counseling,
	

	
	
	
	D. Community promotion.
	4. The numbers of persons participating in health insurance counseling
	

	
	
	
	
	
	

	
	
	Year 2:  Implement community support groups related to chronic diseases, such as, diabetes and cancer, utilizing expertise from MedCenter One Health Systems through telemedicine.
	E. Develop assessment tools.
	
	

	
	
	
	F. Determine how the assessment will be conducted.
	
	

	
	
	
	G. Compile, evaluate results.
	
	

	
	
	Ensure patients are taking their prescribed medications at the right times each day
	H. Directly observe patients taking medications
	
	

	
	
	
	
	
	

	
	
	Year 3:  Perform community assessments for ongoing program development.
	I. Develop assessment tools.
	
	

	
	
	
	J. Determine how the assessment will be conducted.
	
	

	
	
	
	K. Compile, evaluate results.
	
	

	
	
	
	
	
	

	
	
	Provide transportation to the local primary care clinics and tertiary care centers for our patients
	L. Purchase handicap accessible van.
	
	

	
	
	
	M. Community promotion.
	
	


Table 2: Summary of Outcomes
	
	Expected Outcomes
	Achieved?

	Goal 1
	 
	 

	
	1. A decrease in CHC admission rates of flu, pneumonia, diabetes, heart disease, cancer, and osteoporosis
	Un-measurable

	
	2. An increase in the general knowledge base of the areas targeted in the survey; knowledge of risk factors, and signs and symptoms of heart disease, diabetes, cancers, and osteoporosis.
	Un-measurable

	
	3. A decrease in diabetes rates for __________, County, __________ and __________ counties
	Yes

	
	4. Knowledge of subject matters will increase from pre to post test
	Yes

	
	5. An increase from year 1 to year 3 in the number of persons participating in the vaccination program
	Yes

	
	6. Number of individuals participating in the "Good for you Program" Will increase from year 1 to year 3.
	Yes

	Goal 2
	 
	 

	
	1. A decrease in medical costs for individuals/health insurers as a result of early detection of chronic diseases
	Yes

	
	2. An increase in the general knowledge base of the areas targeted in the survey; knowledge of risk factors, and signs and symptoms of heart disease, diabetes, cancers, and osteoporosis.
	Un-measurable

	
	3. An increase in the numbers of those being screened from year 1 to year 3.
	Yes

	
	4. An increase in the number of people who follow-up with their primary care provider from year 1 to year 3
	Yes

	Goal 3
	 
	 

	
	1. Number of patients in Chronic Disease management database will increase from year 1 to year 3.
	Yes

	
	2. Number of patients involved in Chronic Disease Management activities will increase from year 1 to year 3.
	Yes

	
	3. Increased compliance with scheduled appointments from year 1 to year 3.
	Yes

	
	4. Increase in hospital revenue due to increased screenings
	Un-measurable

	
	5. Sustainability of programs
	Yes

	
	6. Early detection of health problems, will lead to proper management of chronic diseases which will In turn improve quality of life and a decrease in the cost of medical care and lead to less costly and invasive interventions
	Yes

	Goal 4
	 
	 

	
	1. Improved control of chronic disease states through an increase in patient compliance with disease monitoring and management.
	No

	
	2. Satisfaction with programs as indicated by participant satisfaction surveys
	Yes


Outcomes

A. Evaluator
Garth J. Kruger, M.A. will complete the evaluation of the outreach grant.  Mr. Kruger earned his graduate degree in 1998 from Mansfield University of Pennsylvania in Community/Clinical psychology and has been an evaluator of community prevention programs since that time.  He has worked with the Nebraska Department of Health and Human Services, the Centers for Disease Control and Prevention, and most recently with the Michigan Public Health Institute (MPHI). 

     Other Evaluation Work for CHC
Additional evaluative work to be undertaken by other staff for CHC will be an end-of-grant project survey of community residents. Telephone interviews will be conducted and results tabulated to determine the change in awareness and attitudes towards health and chronic disease management. The survey in conjunction with this report will help craft the direction of future outreach health programs and services.
B. The Achievement of stated Goals, Objectives their Subsequent Outcomes
CHC’s four generally expected outcomes as stated in the original grant application are the following:

1. Illness prevention 

2. Early detection of health problems, increasing the probability of improved outcomes and quality of life, with a decrease in the cost of medical care

3. Increased community awareness of their role in their health status

4. Improved control of chronic disease states through an increase in patient compliance with disease monitoring and management.

1. Illness Prevention/Early Detection of Health Problems
One of the major problems encountered when dealing with rates of illness in rural settings is that of low numbers.  Due to the small number of people living in the service area, incidence and prevalence rates may fluctuate for a variety of reasons other than those attributable to the effects of the programs offered. Standard error and random or not-so-random events can be the cause of deviations in rates rather than actual programmatic effects. However, given the nature of the interventions implemented, examining diabetes, prostate cancer and breast cancer rates in a general nature provides ONE SOURCE OF DATA TO BE USED IN CONJUNCTION WITH OTHER SOURCES with which to weigh the outcomes of the programs implemented.
     1a.Illness Prevention: Diabetes Rates
Diabetes is the 7th leading cause of death in the United States and the leading cause of blindness, kidney failure, leg and foot amputations, pregnancy complications, and deaths related to flu and pneumonia. The direct and indirect costs of diabetes are estimated at $100 billion a year with average health care costs per individual with diabetes estimated at 10,071 (1997 dollars) per person per year.  The Centers for Disease Control and Prevention estimates that 5.9 percent of the US population has diabetes (2002).

Diabetes rates for North Dakota were obtained from the North Dakota Diabetes Surveillance Report, 2000 (ND Healthcare Review Inc, 2000). This document, prepared by the North Dakota Department of Health provides a county by county summary of the rates of diabetes for the state.  Although the report was issued in 2000, the data contained in it is derived from 1998 health care claims data and then used to project the rates in each county.
Estimates of diabetes prevalence by county for 2002 are synthetic estimates based on BRFSS (Behavioral Risk Factor Surveillance System) and census data from the ND department of Health’s Diabetes Prevention and Control Program. A report containing this data and describing the method is in progress and will be available through the North Dakota Diabetes Prevention and Control Program website soon.
Table 3: Changes in Prevalence of Diabetes by County in North Dakota from 2000 to 2002.

	North Dakota

	Prevalence of Diagnosed Diabetes by County

	 
	Rates per 1,000
	 

	 
	Diabetes Surveillance 
Report, Sept 2000
	Percentage of 
Adults 2002*
	Change per 1,000

	County Name
	85
	85
	-

	County Name
	74
	78
	4

	County Name
	54
	73
	18

	County Name
	84
	77
	(7)

	Average
	74
	78
	4

	Statewide
	51
	61
	10.0

	 
	
	
	 

	* Synthetic estimate based on BRFSS and census data North Dakota Department of Health, May 2003 


Data indicate that statewide, the rate per 1,000 increased statewide by an average of ten people from the 2000 report to the 2002 estimates.   Data from the four counties in the CHC service area reveal that three of the four counties experienced growth rates in diabetes less than that of the statewide average.  This represents one vein of data that the programs had a probable effect on diabetes outcomes.  

One possible explanation for the increase in Diabetes rates in __________ County is regression to the mean. Because the numbers of individuals residing in each county is quite small (statistically speaking), the fact that the measurement rate in 2000 was low (relatively speaking in comparison to its neighbor counties), one might expect that rates in __________ would increase merely as an artifact of measurement rather than of actuality.  Also, keep in mind that County and __________ counties fall completely within the CHC service area, while __________ and __________ only fall partially within.
In terms of statewide ranking, three of the four counties in the CHC service area (with the exception of __________), increased their ranking or stayed the same from 2000 to 2002. There are 53 total counties in North Dakota. Three of the four counties in the service were in the bottom quarter of the statewide rankings in both 2000 and 2003, indicating that diabetes in a pervasive disease affecting the region. 

Table 4: Ranking of CHC Service Area Counties (1=best, 53=worst)

	
	2002 state ranking
	2000 state ranking

	__________
	30
	18

	County
	50
	52

	__________
	45
	45

	__________
	40
	50


Finally, there are two other possibilities for interpreting the data. The first is that the 2002 analysis does not take into account a long enough time span between the onset of the program and the analysis. 2002 data was gathered mid year. At that point, programming had only been occurring for a year and a half. Furthermore, the 2002 numbers are merely estimates/projections and are not ACTUAL rates of diabetes. Actual data as it relates to hospital admissions and medical claims has yet to be collected at a statewide level for the appropriate time period under investigation.
     1b. Illness Prevention: Cancer Rates

There are no current county specific cancer data available for use in outcomes analysis at this time. For cancer outcomes, county rates will have to be tabulated. Local and state public health officials should have this data sometime in 2004. 
     1c. Illness Prevention: Patient Tracking Database
The patient tracking database was used to signal contact to individuals via letter two weeks prior to annual vaccinations, mammograms, PSAs, or colonoscopies. The diabetic patient database was also used to track the number of visits made by diabetics to the CHC network. Statistics from the diabetes database shown on the graph below reflect the diabetes patient population that has been entered in to the Preventive Care Program. Patients not seen on a routine basis at the three major clinics were not been entered. Please see Figure 2 on the following page.
As the chart illustrates, there was a significant increase in the number of individuals who made visits to CHC for treatment of their diabetes. It should be noted that this statistic is confounded from the standpoint that individuals were added to the database during this time period, and so an increase is expected. However, although the database grew from 198 patients in 2001 to 231 in 2002, (for a total of 33 new patients or a growth of 14%), during that same time the number of visits grew by 223, or 31%.

The patient tracking database reminder letters were sent annually to those entered in the database who were two weeks away from an annual exam or immunization. Response rates (via showing up for a scheduled appointment when one was indicated via the database) showed a dramatic improvement in all activities over the three year time period.

Figure 2: Patient Tracking Database Statistics; Number of Visits by Year for Diabetics
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A total of 1,491 screens and vaccinations were logged into the patient tracking database during the grant that included 106 colonoscopies, 508 influenza vaccinations, 546 mammograms, 282 PSA’s and 49 pneumonia vaccinations. Based on these numbers, extrapolations can be made about the costs of illness had the population had not been vaccinated or screened. 

Table 5: Patient Tracking Database Summary: Dates and Response Rates for Annual Exams

	Patient Tracking Database Summary

	
	
	
	
	

	Activity
	Date
	Total Due
	Total Received
	% response

	Colonoscopy-
	12/31/1999-12/31/2000
	1459
	9
	0.6%

	Colonoscopy
	12/31/2000-12/31/2001
	1452
	44
	3.0%

	Colonoscopy
	12/31/2001-12/31/2002
	1418
	53
	3.7%

	Total Colonoscopy
	 
	 
	106
	 

	Influenza Vaccine
	3/31/1999-3/31/2000
	641
	5
	0.8%

	Influenza Vaccine
	3/31/2000-3/31/2001
	651
	61
	9.4%

	Influenza Vaccine
	12/31/2000-12/31/2001
	651
	184
	28.3%

	Influenza Vaccine
	1/29/2000-1/29/2001
	651
	61
	9.4%

	Influenza Vaccine
	2/5/2002-2/5/2003
	816
	197
	24.1%

	Total Influenza
	 
	 
	508
	 

	Mammogram
	12/31/1999-12/31/2000
	677
	148
	21.9%

	Mammogram
	12/31/2000-12/31/2001
	677
	201
	29.7%

	Mammogram
	12/31/2001-12/31/2002
	676
	197
	29.1%

	Total Mammograms
	 
	 
	546
	 

	PSA
	12/31/1999-12/31/2000
	449
	49
	10.9%

	PSA
	12/31/2000-12/31/2001
	449
	114
	25.4%

	PSA
	12/31/2001-12/31/2002
	449
	119
	26.5%

	Total PSA
	 
	 
	282
	 

	Pneumococcal Vaccine
	3/31/1999-3/31/2000
	589
	4
	0.7%

	Pneumococcal Vaccine
	3/31/2000-3/31/2001
	585
	3
	0.5%

	Pneumococcal Vaccine
	1/29/2001-1/29/2002
	582
	15
	2.6%

	Pneumococcal Vaccine
	2/5/2002-2/5/2003
	685
	27
	3.9%

	Total Pneumococcal
	 
	 
	49
	 

	Totals
	 
	13557
	1491
	9.1%


          1c (i).Illness Prevention: Patient Tracking Database, Breast Cancer
With regard to the costs of breast cancer, The National Committee for Quality Assurance (NCQA) (http://www.ncqa.org/sohc2002/SOHC_2002_BCS.html#Abou) estimates the following. 
· Roughly 1 out of 8 women will be diagnosed with breast cancer in her lifetime. 
· A mammography can detect breast cancer an average of 1 - 3 years before a woman can feel the lump. 

· Mammography screening for women 40 - 49 can reduce mortality by 17 percent. For women 50 and older, it reduces mortality by 30 percent. 

· Mammography can detect approximately 85 percent of breast cancers. 

· More than 70 percent of women diagnosed with breast cancer have no identifiable risk factors, such as a family history of breast cancer that might alert their doctor to potential breast cancer without a mammogram. 
· Breast cancer is more likely to be completely cured when it is detected early through screening. 

· Cancers that are detected early require less extensive medical treatment and far fewer days away from work. 

· Women whose breast cancer is detected early through screening are more likely to be eligible for less intensive therapy (e.g., lumpectomy rather than mastectomy). 
· Women with negative mammography results experience peace of mind. 
NCQA’s research indicates that the financial benefits of screenings and early intervention include:
· The direct and indirect costs associated with breast cancer in the United States total over $6 billion. 

· In 1997, the average cost for early stage breast cancer treatment was $11,000, while the average cost for late stage treatment was $140,000. 

· Screening is very low-cost (about $100 per mammogram), and there is a very high potential benefit. 
Sixty eight women participating in the mammogram screenings (offered by the outreach grant), will have breast cancer at some point in their lives assuming that 1 out of 8 women will be affected. If gone undetected, costs for treating these women could exceed 9.5 million dollars (assuming late stage treatment) compared to $750,000 for early screening at intervention. 
           1c (ii). Illness Prevention: Patient Tracking Database, Influenza and Pneumonia
According to the Stanford Report, August 21, 2002 (http://news-service.stanford.edu/news/august21/flushots.html), the cost of having the flu, aside from physical discomfort is an average of 2.5 days of work lost.  This same report provides estimates that 10-20% of the population acquires Influenza. Using these figures, according to the number of individuals vaccinated by the outreach grant, approximately 51 to 102 individuals were prevented from having the illness. This represents 102 to 204 days of work not missed assuming those who were vaccinated were employed or employable.
For Pneumonia, the average hospital length of stay according to Neiderman, et al (1997) is 7.8 days with an average cost of $7166 for patients aged > or =65 years and 5.8 days with an average cost of $6042 for younger patients. Approximately 1-3% of the general population acquires pneumonia, with this disorder being more prevalent in the elderly (File, 2000). Assuming a 3% prevalence rate, 2 individuals would have been prevented from getting pneumonia out of the 49 individuals receiving the Pneumococcal vaccine. This would translate into a savings of $14,322.
          1c (iii). Illness Prevention: Patient Tracking Database, Colonoscopy/PSA
According to the website Dr. Raj, MD (http://www.drrajmd.com) A man's chances of being diagnosed with prostate cancer during his lifetime are about 1 in 10, roughly the same as a woman's chances of having breast cancer. Assuming that one in 10 of the 388 individuals who received colonoscopy screenings and PSA’s had cancer, approximately 39 individuals would be diagnosed.  Figures indicate that there is a range of costs and benefits, dependent on age.  This report to congress entitled “Costs and Effectiveness of Prostate Cancer Screening in Elderly Men”, examined initial costs of screening and testing, costs for delaying, cost per year of life saved, and other variables. It went on to find that on average, for men age 70, cost effectiveness of treatment on the high end was $27,000 per person. Using these figures, the screenings conducted yielded a gross savings of a little over $1,000,000.
     2. Increased community awareness of their role in their health status

The second outcome expected was an increase in the level of awareness in individuals health status. This outcome was measured in terms of participation in program activities, a community survey, and pre/post test surveys.

          2a.Summary of Activity Levels
As described in the program activities section and in Appendices A-G, a large number of activities occurred throughout the three-year grant cycle. Table 5 provides a summarization of the total number of participants involved in each activity administered by the Nurse Educator. The total number of screenings that occurred in each activity typology is included, along with the concomitant number of referrals occurring as a result of the screening.

Table 5: Total Number of Activity Participants, Total Number of Screens and Total Number 

                Referred to CHC, 05/01/2000 – 04/30/2003

	Activity Type
	Total Participants
	Number of Screens
	Number Referred

	Immunization Programs
	1189
	811
	0

	Community Education Programs
	445
	421
	102

	Wellness Program
	1124
	1754
	279

	Screening Programs
	373
	673
	160

	Total
	3131
	3659
	541


The data show that there were 3131 individuals served by nurse educator outreach grant activities, 3659 screenings conducted and 541 individuals referred to CHC for further testing/examination. Out of the 541 referred, 186 were referred for cholesterol treatment, 119 for hypertension, 107 for osteoporosis, 35 for mammograms and 26 newly diagnosed diabetics were referred. Using the previously stated cost figures for mammograms and diabetes, these referrals/early detections yield a gross savings $385,000-4.9 million for breast cancer and approximately $261,000 for diabetes. Immunizations for the purpose of this table were counted as a screen. Most program participants received at least one screening activity. 
Estimating the cost savings/benefit of education programs is difficult as there is no direct way to prove savings.  A wide range of benefits, including quality of life and cost savings likely occurred, however we have no method for measuring those at this time. 
The Outreach social worker was another major provider of direct services. This position provided services to approximately 1,750 individuals via support groups, senior health insurance counseling, wellness activities, and an indigent medication program through which approximately $300,000 of free medications were obtained per year. These activities represent a large probable savings to the CHC healthcare system and quality of life of those in the service are in the form of delayed/prevented/ameliorated chronic illness. 

Finally, The County District Health Unit implemented health maintenance and home visit program in which 733 individuals received counseling, 29 of those were referred on for various testing for a variety of disorders. Please see Appendix G for more information. 

          2b. Community Survey
The survey, “Community Perspectives, Community Knowledge”, conducted in the fall of 1999 provided CHC with an overview of the communities’ general knowledge base as it related to the focus of grant activities.  This survey will once again be administered in September 2003. It is anticipated that this survey will assist in formulating an understanding of community members’ current awareness in the general knowledge base of the areas targeted by programming (knowledge of risk factors, and signs and symptoms of heart disease, diabetes, cancers, and osteoporosis).  
         2c. Pre/Post Test Surveys

In addition to the survey, community awareness of illness was assessed via pre and post testing of participants knowledge of subject matter covered in the educational programs.  Pre-post test surveys were administered at the onset of educational activities during year one, however CHC staff quickly found that the response rate to the surveys was often abysmal and participants provided conflicting responses. It was later discovered that a large number of program participants have little or no formal education beyond 9th grade.  Some are unable to read or write.  For this reason, pre-post test evaluations were discontinued and instead verbal methods of feedback were provided by participants to staff. This feedback helped staff improve their programming. As well, it allowed them to assess the speed at which program participants were comprehending and learning the information.
     3. Improved Control of Chronic Disease States

         3a. Medication Observation

_________  Drug and the County District Health Unit provided weekly medication set-up to those patients referred to them.  Referrals were made to these agencies as appropriate.  The goal of direct observations of medication administration proved to be unobtainable due to the large geographical area covered by this grant and the large number of elderly patients in the counties covered by the grant. This effort was abandoned after the first grant year.

          3b. Senior Health Insurance Coverage

Despite promotional ads, the SHIC program received a low number of referrals.  The need for this service is almost certainly higher given the elderly population served.  It was decided that in year 3 the ND Insurance Department could provide educational and informational training opportunities on health insurance related issues rather than the Outreach Social Worker.   
          3c. Patient Satisfaction

Patient satisfaction surveys were utilized to measure the satisfaction with grant sponsored activities in respect to location, time, presentation of materials and general comments.  This information was used on an on-going basis to make necessary program revisions.  Overwhelmingly, participants reported being satisfied with the activities that were provided. Modifications to locations and times were incorporated throughout the three-year grant period in order to accommodate those attending programming and in an attempt to provide those services to others. As with the pre/post tests, there were difficulties in administering the satisfaction surveys due to the reading and writing level of participants.  Satisfaction surveys were continued throughout the grant but incorporated a high degree of verbal feedback. Please see Appendix H for an example of the satisfaction survey that was used and of a sample summary prepared with the satisfaction data.

Secondary Outcomes: Lessons Learned

The Evaluator interviewed CHC staff during an on-site visit and reviewed annual reports to glean lessons learned as a result of implementing Outreach activities of the scope and type offered. Summaries and direct quotes from these data gathering activities are presented below.
     Attendance at Events
· Grant staff noted a much better attendance when grant activities are planned in conjunction with an established seasonal community event such as the Annual Farm/Ag Day show held in __________.
· Works best if you try to tie into pre-existing events like sauerkraut days.
· Attendance at education events must be planned around the work schedules of the primary source of income for the area, farming and ranching.

· Events are better attended in summer than winter.
· It’s better to just get them in.
· National Osteoporosis Month is May, which is not a good time for farmers, ranchers, and their spouses to participate due to spring planting and farm work.  The timing of Osteoporosis Month created lower than expected participation numbers.
· The most effective way to further interest in prevention of chronic diseases has been in offering free health screenings, which community members are willing to participate in, at which time one-to-one education and referrals may be provided by a nurse, pharmacist, or physical therapist.

     Presenting/Educating
· Keep promotional and educational materials simple (8th grade level) and don’t try to give too much information, it produces information overload and then people don’t follow or understand. 
· Know education level- 10-15% of people can’t read but need services the most.
· The RN educator has also learned that unless educational materials are packaged and physically given to individuals they will not voluntarily “help themselves” to the wide range of educational materials made available at events.
     Evaluation

· Set attainable high goals.

· Make grant staff report and be accountable.

     General

· Hire quality staff.  They make all the difference.

· The objective (Goal IV) of ensuring that patients take their prescribed medications at the right times each day has proven to be unrealistic due to the large multi-county geographic area covered by the grant.  Referrals are made to county nurses and local pharmacies that provide weekly medication set-up for patients as appropriate. 

     Secondary Outcomes: Barriers to Program Implementation

     Individual Barriers

· Individuals are resistant to education unless a chronic disease directly impacts them and their lifestyle (apathy).

· Low health literacy (patients unable to understand, interpret or act on basic health information) is seen as the biggest obstacle to overcome. 

· Embarrassment of admitting that one does not know or understand the information provided is difficult to overcome for patients.

· Impaired vision, hearing and accessibility to educational events due to lack of transportation or weather have impeded educational ventures by the RN educator.

     Demographic Barriers
· __________County is the oldest and lowest educated county in the state.

· A barrier to providing health education has been the local population’s disinterest in diseases and health conditions unless personally affected.  Those who are affected directly or through a family member are most interested in learning about the disease and/or attending a support group, but it is very difficult to get the general population interested in preventative care education and programs.  
· The level of education of citizens is seen as a deterrent to goals-a large number of citizens remain reluctant to complete even a simplified risk assessment without one-to-one assistance from the RN educator or other facilitator.
· The older than average population of ________County has contributed to general difficulty in providing grant services.  The mean age of __________ County residents is 51 years with the state mean are being 34 and the national mean 33.  The older patients have more difficulty understanding health care prevention and management concepts.  
· Mobility problems increase with age, making it more difficult for patients to attend health education events, even when provided in their home communities.  
     Geographic Barriers
· The winter weather with slippery reads and walkways also deters seniors from making outings in the winter months.  In many cases, it has been noted that patients have already been diagnosed with a chronic disease, making prevention a moot point, thus emphasis is placed on management of diseases to prevent potential complications.
· Significant distances for staff and program participants to travel to attend events/screenings, etc.

     Cultural Barriers
· Our local culture is such that people don’t share their feelings.
· People in our area are very financially conservative. 
· People in our area often neglect their health before they spend money on health care related necessities.

     Programmatic Barriers

· MedCenter dropped telehealth programs.
· Finding speakers/programs at little or no cost.

     Evaluation
· Pre and post tests don’t play- it threatens people- people can’t read or write.
· Sign in sheets can be embarrassing.
· Persons attending educational events have not cared to participate in pre and post- tests as directed by the grant proposal.  They do not care for being “tested” even though confidentiality is guaranteed and results do not affect eligibility for program participation.  This may be related to the general education level in this area which is generally 8th grade for the population served.

     System Barriers
· Management of patients with diabetes and those on Coumadin are often not maintained on a local level after patients are referred to a specialist.  Once referred out of the   Community Clinics system, many patients are ordered to return to their out-of-system providers for follow-up, making it impossible for our system to follow the patients for continuing health care.

· The unavailability and shortage of the influenza vaccine until late in the immunization season was a barrier to providing this service to area patients.  In 2001, the county nurse did not receive vaccine until November 1, resulting in some priority patients going out of town for their vaccines.

Sustainability and Need
Sustainability

This project has been developed to include services that are reimbursable through Medicare, (bone densitometry, diabetic education, etc.).  As the project progressed, it was anticipated that nominal fees would be implemented for various activities, (i.e.: health screenings, educational sessions, etc.), to offset some of the costs associated with providing the non-covered services. As it turns out, this was not the case.  Participants were either too economically challenged or were simply unwilling to utilize services that involved a minimal charge. Rather than discontinue offering the services, CHC chose to continue provide them free of charge.  Although revenue was not obtained from these screenings, an income stream was generated obtained as a result of referrals to the clinics and hospital.  CHC will make attempts at retaining/sustaining many of the grant funded activities supported by its general operating revenues.
CHC has plans to maintain the employment of the grant projects “ad and promotional” staff in order to continue to raise funds within the community to assist in supporting the project activities after the grant funding is complete.

Other aspects of this project will not require additional funding, yet will be able to be sustained.  This includes the local healthcare providers working together in concert to provide needed community services in a cost efficient manner through the sharing of resources.  The computerization of many of the programs puts CHC in a position to continue the patient tracking and chronic disease management programs without extensive outlay in capitol.  Once up and running, these functions can be absorbed by our existing clinic staff.  The development of these systems, provided through grant funding, will position us to continue to provide these services.
Although future grant funding cannot be relied on for continued support of the program it is one of CHC’s strategies to use grant funding as a potential resource to assist in carrying out their vision and mission.  CHC will continue to actively seek funding in future years to assist in defraying the cost of providing services that are not reimbursed through traditional insurance plans.
Need

     Space and Distance Issues

Census Bureau estimates as of 2000 indicate that __________ County is 2000 square miles, has 3,306 residents and 3.5 persons per square mile. The city of   has a population 1,121 leaving 2185 people to cover 2000 square miles. In total, the frontier counties served by this grant have on average fewer than six people per square mile.
     Service Issues

The nearest tertiary services outside the immediate CHC service area are offered in Bismarck, North Dakota.  County Public Health and County Social Services have local offices in  , but do provide most basic of services and informational needs. They do not address direct healthcare issues.   
     Economic Issues

Within the region, agriculture accounts for 55% of the economic base.  The agriculture sector has had significant economic problems as many traditional family farms fail each year.  Those remaining farmers increasingly rely on income from off-farm jobs to supplement on farm earnings. 
     Demographic Issues

The 2000 census found that __________ County , had the highest proportion of people 85 and older among the nation's 3,142 counties. North Dakota had the highest proportion among the states. 

__________ County has one of the highest percentages of elderly persons in North Dakota. 34% of the population is 65 or older compared to 15% of the rest of the state (Census 2000). The county resident’s mean age is 51.0 years old. Most elderly in the county are lifelong rural residents. 

33.6% of county residents have less than a 9th grade education. 83.7 % have no associates, bachelors, or advanced degree compared to 68.6% for the entire state of ND (Census 2000).

     Healthcare System Issues

Medicare reimbursement had been drastically cut, no longer providing for many screening services such as blood pressure, blood sugar, cholesterol, and cancer screenings.  Criteria for ambulance transportation has also been revised, making reimbursement for ambulance transfers to tertiary centers difficult to procure.  This creates a problem for many elderly who are unable to drive themselves and have no family members to drive them into the tertiary center for care that is beyond the scope of our facilities.  
Recommendations

· Establish a streamlined Management Information System (MIS) to collect data on the number of patients served, the type of diagnosis, costs associated with diagnosis, etc. Using a database in a simple spreadsheet program such as Microsoft Excel allows for quick tabulation of the number and type of services provided, associated costs, and the like.  Coordinating this information system with hospital and clinic intake records will allow community interventions in the future to be more closely tracked and associated with outcomes more directly related to the hospital and clinics.
· Contract with an evaluation consultant or designate a specific staff person for evaluative activities at the beginning of the grant process.  Allocate 3-7% of total grant funds to evaluation, including management information system, data collection, and reporting activities.

· Design and implement data collection forms to allow for consistent reporting of client contact and program activities across all staff implementing programs. The forms should be designed so that there is a clear sense of service utilization and program intensity. For example, is the program servicing 100 people with 5 services or are they servicing 500 individual people with one service. Accurately operationally define what constitutes a client contact and maintaining records of this will allow for clearer links between the program and their outcomes.
· Each patient from all clinics should be added to the patient tracking database in order to expand the service to all those in need in the entire CHC service area.
· Track compliance rates and report yearly from patient tracking system by succinctly summarizing the compliance rates for all diagnosis on one page. 

· Computer integration of patients’ medication profiles and patient education with the patient tracking database will allow for a complete tracking of services received by individual.  In this way, the intensity or amount of services received can be broken down by distinct groups and analyzed. For example, patients could be examined by type of diagnosis, amount of services received, etc. and could then be examined based on health outcomes or other measures
· Make satisfaction surveys available at every service, but do not make them mandatory for participation in programs. Distribute satisfaction surveys at educational or other events and formally introduce them but note to participants that participation is completely voluntary and that they will not be penalized if they decline to participate. With less sophisticated populations, use smiley faces and only one or two questions. Have presenter simply ask people to circle one of the smiley faces after the question is read to them.
Thank you to all of the CHC staff for their hospitality, assistance, cooperation and forthcoming.  
Appendix A:  Coordination of Immunization Programs

	Date
	Activity
	Continuum of Care
	Impact1
	Total Participants
	Number Screened
	Number Referred

	Oct-00
	Influenza/Pneumonia Educational Advertising Promotion
	Preventive
	152 individuals contacted, 13 received and influenza injection for the first time
	152
	152
	0

	Nov-01
	Influenza/Pneumonia Educational Advertising Promotion
	Preventive
	508 individuals contacted, 28 received an influenza injection for the first time, 28 received pneumococcal vaccine.
	508
	508
	0

	Nov-02
	Influenza/Pneumonia Educational Advertising Promotion
	Preventive
	529 individuals contacted, 30 received an influenza injection for the first time, 69 received pneumococcal vaccine. 52 were first time pneumococcal vaccines. 4 percent increase in numbers receiving vaccine.
	529
	151
	0


Appendix B:  Community Education Programs
	Date
	Activity
	Continuum of Care
	Impact1
	Total Participants
	Number Screened
	Number Referred

	Nov-00
	Osteoarthritis Educational News Article
	Preventive
	Submitted to major newspapers in CHC's service area
	
	
	

	May-01
	Community Education Event-Osteoporosis
	Preventive
	40 individuals attended
	40
	40
	0

	May-01
	Community Education Event-via radio presentation
	Preventive
	Radio listening audience
	radio
	
	

	May-02
	Community Education Event-Osteoporosis and stroke
	Preventive
	56 individuals attended
	56
	56
	0

	May-02
	Community Education Mammograms for Moms campaign
	Preventive
	69 women reached
	69
	69
	0

	May-02
	Collaborative project with outreach social worker monthly health tips newsletter
	Preventive
	 
	
	
	

	Oct-01
	Women's Health Fair
	Preventive/ Early Detection
	101 individuals contacted FLP-21 tested, 19 referred; Random total cholesterol-27 tested -22 referred; Osteoporosis Screening -27 screened -19 referred; depression screening-42 screened; blood glucose screening -46 screened -2 newly diagnosed diabetics; Hypertension screening -49 screened-26 referred
	101
	191
	88

	Oct-01
	Collaboration with ND health CareReview, Incorporated Mammogram Campaign
	Preventive/ Early Detection
	Ongoing-Medicare beneficiaries involved in campaign
	
	
	

	Feb-02
	Community Education Event-Heart Disease and Stroke; Diabetes and Heart Disease
	Preventive/ Early Detection
	133 participants. 19 random total cholesterol screens done, 14 referred.
	133
	19
	14

	Sep-02
	Community Ed 7 signs CA
	Preventive/ Early Detection
	46 individuals contacted
	46
	46
	

	Oct-02
	Collaboration with North Dakota Health Care Review, Incorporated Mammogram Campaign
	Preventive/ Early Detection
	Ongoing-Medicare beneficiaries involved in campaign
	
	
	


Appendix C:  Implementation of Wellness Activities
	Date
	Activity
	Continuum of Care
	Impact1
	Total Participants
	Number Screened
	Number Referred

	Oct-00
	Cardiac
	Preventive
	6 individuals participated
	6
	6
	0

	Jul-01
	5+5 Challenge Walk
	Preventive
	17 participants
	17
	
	0

	Jul-02
	Collaborative project with MCO -Implemented God for You program -local level
	Preventive
	 
	
	
	

	May-00
	Men's Wellness Clinic
	Preventive/ Early Detection
	43 Individuals participated in the screening clinic
	43
	43
	

	Sep-00
	Wellness Educational Speaking events
	Preventive/ Early Detection
	75 individuals contacted, 140 mammograms done-an increase of 16 with 8 mammograms that were baseline (i.e. first time) 14 referred for further diagnostic testing.
	75
	75
	14

	Jan-01
	Collaboration with ND Health Care Review, Incorporated Mammogram Campaign
	Preventive/ Early Detection
	201 Medicare beneficiaries involved in campaign
	201
	201
	

	May-01
	Men's Wellness Clinic
	Preventive/ Early Detection
	42 Individuals participated in the screening clinic. 2 referred
	42
	42
	2

	Jul-01
	Collaborative project with   Drug and County District Health Unit at Tri-County Fair
	Preventive/ Early Detection
	113 individuals contacted, 93 random cholesterol screens, 48 referred; 100 blood glucose screens-4 referred; 107 hypertension screens-28 referred. 2 newly diagnosed diabetics
	113
	300
	80

	Oct-01
	Women's Wellness Clinic
	Preventive/ Early Detection
	169 mammograms done-an increase of 29 from 2000. 7 baselines. 12 referred for ultrasound, 7 to repeat x-ray in 6 months and 4 referred for biopsy.
	85
	169
	16

	Apr-02
	Tabulation of bone densitometer usage
	Preventive/ Early Detection
	44 x-rays done -36 abnormal
	44
	44
	36

	May-02
	Men's Wellness Clinic
	Preventive/ Early Detection
	41 individuals participated in the screening clinic. 3 referred.
	41
	41
	3

	Jul-02
	Collaborative project with   Drug and County District Health Unit at local Tri-County Fair
	Preventive/ Early Detection
	149 individuals contacted 131 random cholesterol screens -39 referred; 135 blood glucose screens -19 referred; 137 hypertension screens -23 referred. 5 newly diagnosed diabetics. 32% increase in # of contacts.
	149
	403
	81

	Appendix C:  Implementation of Wellness Activities (continued)



	Date
	Activity
	Continuum of Care
	Impact1
	Total Participants
	Number Screened
	Number Referred

	Sep-02
	Collaborated with   Drug and MCO Mini -Health Wellness Fair, __________, North Dakota
	Preventive/ Early Detection
	Random total cholesterol-79 tested -14 referred. Osteoporosis screening -30 screened -24 referred. Heart Attack/stroke screen 75 screened 75% at risk.
	79
	184
	38

	Oct-02
	Women's Wellness Clinic
	Preventive/ Early Detection
	164 mammograms done -6 baseline, 9 referred for biopsy, ultrasound or re-check in 6 months
	164
	164
	9

	Apr-03
	Tabulation of bone densitometer usage
	Preventive/ Early Detection
	65 x-rays done -33 showed osteopenia; 18 showed frank osteoporosis and 14 were normal. 50% increase in number of x-rays done.
	65
	65
	


Appendix D: Screening Programs
	Date
	Activity
	Continuum of Care
	Impact1
	Total Participants
	Number Screened
	Number Referred

	Nov-00
	Diabetes Mellitus Public Screening
	Early Detection
	82 individuals contacted, 8 new diabetics referred
	82
	82
	8

	Feb-01
	Hypertension/Diabetes Mellitus
	Early Detection
	63 individuals screened for hypertension-8 individuals on medication for hypertension referred-12 individuals not currently on medication referred. 5 newly diagnosed diabetics referred. 70 individuals screened for blood glucose
	70
	133
	25

	Dec-01
	Diabetes Mellitus Public Screening-Diabetic Foot Screens
	Early Detection
	44 individuals contacted-5 new diabetics referred
	44
	44
	5

	Sep-00
	Collaborative project with Eli Lilly Pharmaceutical company-Diabetic Education
	Chronic Disease Management
	9 patients served. 50% demonstrated improvement in control of their diabetes
	9
	9
	

	Feb-01
	Hypertension/Cholesterol Public Screening
	Chronic Disease Management
	73 individuals screened for Cholesterol-14 referred; 63 screened for hypertension, 7 individuals on medication for hypertension referred-1 individual not currently on medication referred.
	73
	136
	22

	May-01
	Collaborative project with Eli Lilly Pharmaceutical company-Diabetic Education
	Chronic Disease Management
	4 patients served. 25% demonstrated improvement in control of their Diabetes
	4
	4
	

	Oct-02
	Collaboration with   Drug, MCO Health Systems and County District Health Unit
	Chronic Disease Management
	Osteoporosis screening -27 screened 23 referred; heart attack/stroke screen 45 screened -80% at risk; Hypertension screening -45 screened -24 referred; random total cholesterol -59 screened -24 referred; random blood glucose- 57 screened -6 referred 4 newly diagnosed diabetics.
	59
	233
	77

	Feb-03
	Collaboration with County District Health Unit in a public screening for diabetes mellitus and heart disease in recognition of American heart month
	Chronic Disease Management
	Random blood glucose-54 screened-1 new diabetic discovered. Ramón total cholesterol -54 screened -8 referred. Hypertension screening -24 screened, 9 referred.
	
	
	

	
	
	
	
	
	
	

	Appendix D: Screening Programs (continued)



	Mar-03
	Collaborated with MCO health systems and Central Valley Health Unit in a mini health wellness fair in __________
	Early Detection
	Osteoporosis screening screened 32-refered 23; hypertension screening 48 screened-16 referred; random total cholesterol -82 screened -27 referred; Random blood glucose -82 screened -4 referred -3 newly diagnosed diabetics; depression screens.
	32
	32
	23


	County Dist Health Unit

	Health Maintenance and 

Home Visits

	 
	# Seen
	Referrals

	Jun-00
	35
	2

	Jul-00
	22
	4

	Aug-00
	30
	2

	Sep-00
	24
	0

	Oct-00
	25
	0

	Nov-00
	35
	2

	Dec-00
	24
	0

	Jan-01
	28
	0

	Feb-01
	42
	0

	Mar-01
	42
	1

	Apr-01
	36
	0

	May-01
	23
	1

	Jun-01
	27
	0

	Jul-01
	26
	2

	Aug-01
	35
	3

	Sep-01
	42
	0

	Oct-01
	28
	2

	Nov-01
	22
	0

	Dec-01
	26
	3

	Jan-02
	21
	2

	Feb-02
	30
	2

	Mar-02
	22
	1

	Apr-02
	27
	0

	May-02
	unavailable
	unavailable

	Jun-02
	unavailable
	unavailable

	Jul-02
	unavailable
	unavailable

	Aug-02
	unavailable
	unavailable

	Sep-02
	unavailable
	unavailable

	Oct-02
	unavailable
	unavailable

	Nov-02
	19
	2

	Dec-02
	20
	0

	Jan-03
	22
	0

	Feb-03
	unavailable
	unavailable

	Mar-03
	unavailable
	unavailable

	Apr-03
	unavailable
	unavailable

	May-03
	unavailable
	unavailable

	Jun-03
	unavailable
	unavailable

	Jul-03
	unavailable
	unavailable

	Aug-03
	unavailable
	unavailable

	Sep-03
	unavailable
	unavailable

	Total
	733
	29


Appendix E: County District Health Unit: Health Maintenance and Home Visits

Appendix F: Marketing Activities for CHC 
	Marketing/Advertising Campaign for CHC

	
	
	

	
	
	

	Date
	Name
	Desc

	YEAR 1
	
	

	August-00
	Social Worker Services Available at Hospital
	Ad in   Star

	September-00
	Women's Wellness Presentations
	Ads placed in  , __________ and __________ newspapers

	October-00
	Women's Wellness Presentations
	Ads placed in  , __________ and __________ newspapers

	October-00
	Cardiac Wellness Program
	Ad in   Star

	October-00
	Influenza Vaccination Promotion
	Ads placed in  , __________ and __________ newspapers

	November-00
	Diabetes Mellitus Public Screening
	Ad in   Star

	January-01
	Senior Health Insurance Counseling (SHIC)
	Ad in   Star

	January-01
	Community Weight Loss Program
	Ad in   Star

	February-01
	Community Advanced Directives Presentation 
	Ad in   Star

	February-01
	Hypertension/Cholesterol Public Screening
	Ad in   Star

	February-01
	Hypertension/Diabetes Mellitus Public Screening
	Ad in __________ Homestead

	April-01
	Women's Wellness Clinic
	3 cols x 9" Ads in __________,   and __________ newspapers

	YEAR 2
	
	

	May-01
	Men's Wellness Clinic
	3 cols x 9" Ads in __________,   and __________ newspapers

	May-01
	Diabetes Support Group ad
	2 cols x 4" ad in  

	May-01
	Osteoporosis Screening Ad
	2 cols x 7" Ads in __________,   and __________ newspapers

	May-01
	Bone Densitometry Unit Announcement Ad
	Ads placed in  , __________ and __________ newspapers

	May-01
	National Hospital Week Ad
	  Star

	July-01
	Fair Tab Ad
	July 4 special tabloid published by they fair board

	July-01
	__________ Sports Calendar ad
	Sports Calendar ad

	September-01
	US TOO Men's Prostate Ads
	Ads placed in  , __________ and __________ newspapers

	September-01
	Women's Health Fair Ads
	Ads placed in  , __________ and __________ newspapers

	September-01
	Women's Wellness Clinic Ads
	Ads placed in  , __________ and __________ newspapers

	September-01
	Diabetes Support Group ad
	2 x 4 for __________

	September-01
	Prostate Group Meeting Ad
	2 x 4 ad in  

	September-01
	Health Fair Ad
	2 x 6 ads placed in  , __________ and __________ newspapers

	September-01
	Diabetes Group Meeting Ad
	2 x 6 ad in  

	September-01
	Women's Wellness Ad
	Ads placed in  , __________ and __________ newspapers

	October-01
	Women's Health Fair Ads
	Ads placed in  , __________ and __________ newspapers

	October-01
	Diabetes Support Group ad
	3 x 4 for __________

	October-01
	Health Fair Ad
	Ads placed in  , __________ and __________ newspapers

	October-01
	Prostate Ad
	2 x 4 ad in   newspaper

	October-01
	Diabetes Support Group ad
	2 x 4 ad in   newspaper

	November-01
	Prostate Group Meeting Ad
	3 x 4 ad in   newspaper

	November-01
	Take the Test…Know the Score
	Ads placed in  , __________ and __________ newspapers

	December-01
	US TOO Men's Prostate Ads
	2 x 2 in  , __________ and __________

	January-02
	Diabetes Support Group ad
	2 x 2.5 ad in __________ newspaper

	January-02
	US TOO Men's Prostate Ads
	3 x 2.5 ad in __________ newspaper

	February-02
	Stroke and Heart Disease Presentation Ad
	2 x 7.5" In  

	February-02
	Grant Promotion Ads
	3 x 8" in  , __________ and __________

	February-02
	Diabetes Support Group ad
	2 x 3" in __________ newspaper

	February-02
	Multiple Support Groups ad
	2 x 7 ad in  , __________ and __________

	February-02
	Stroke and Heart Disease Presentation Ad
	3 x 7.5" In  

	March-02
	Diabetes Support Group ad
	2 col x 2" ad in   Star

	April-02
	Diabetes Support Group ad
	2 col x 2" ad in __________ newspaper

	April-02
	Diabetes Support Group ad
	2 col x 2" in  , and __________ newspapers

	April-02
	Multiple Support Groups ad
	2 x 5.5 ad in  , __________ and __________

	YEAR 3
	
	

	June-02
	Tri County Fair Tab ad
	50$

	June-02
	Health Care Graphics CD ad
	Room for print ads. Promotional materials, etc. ($207)

	August-02
	Diabetes Support Group ad
	2 col x 2" ad in   and __________ Newspapers

	September-02
	US TOO/ Alzheimer’s ads
	2 col x 4 ads in  , __________ and __________ newspapers

	October-02
	Alzheimer's ads
	2 col x 2.5" ads in  , __________ and __________ newspapers

	October-02
	US TOO
	2 col x 2.5" ads in  , __________ and __________ newspapers

	October-02
	Diabetes Support Group ad
	2 col x 3" ad in   and __________ newspapers

	November-02
	Diabetes Support Group ad
	2 col x 3" ad in __________ newspaper

	November-02
	Alzheimer’s Support Group ad
	2 col x 3" ads in  , __________ and __________ newspapers

	November-02
	Diabetes Support Group ad
	2 col x 2" ad in   and __________ newspapers

	December-02
	Diabetes Support Group ad
	2 col x 2" ad in __________ newspaper

	December-02
	Alzheimer's Support Group
	2 col x 3" ads in  , __________ and __________ newspapers

	January-03
	Alzheimer's Support Group
	2 col x 3" ads in  , __________ and __________ newspapers

	January-03
	US TOO
	2 col x 2" ads in  , __________ and __________ newspapers

	February-03
	US TOO
	2 col x 3" ads in   newspaper

	February-03
	Display Board Photos/Signs
	Matheson’s in Bismarck, $50.00

	March-03
	Group Meeting Ad
	2 col x 4 ad in  , __________ and __________ newspapers

	March-03
	Diabetes Support Group ad
	2 col x 2" ad in  , __________ and __________ newspapers

	April-03
	__________ Sports Calendar ad
	Sports Calendar ad

	April-03
	US TOO
	2 col x 2.5" ad in  , __________ and __________ newspapers

	May-03
	Men's Wellness Clinic ad
	3 col x 7" in   and __________ 

	May-03
	Men's Wellness Clinic ad
	3 col x 7" in   and __________ 

	May-03
	Upcoming Support Group Meetings Ad
	2 col x 5.5 in  , __________ and __________ newspapers

	May-03
	__________ Diabetes Support Group
	2 col x 2" ad

	May-03
	Men's Wellness Clinic ad
	3 col x 7" in __________ and Gackle

	1 year Contract
	KSJB Advertising Contract
	Annual Contract (5/1/2002 - 4/30/2003) 3 ads per week prior to Rev. McCoy program -$2,355.00


Appendix G: Activities, Responsible Staff and Network Members and Resources Used

	ACTIVITIES
	RESPONSIBLE STAFF
	NETWORK MEMBERS
	RESOURCES

	 
	 
	 
	 

	Community Education Programs: Diabetes, Cancer Osteoporosis, Heart Disease
	Nurse Educator
	CHC, Public Health, Moser Drug, MedCenter One
	Staff Salaries, Promotion Activities, Handouts, audiovisuals, etc.

	Immunization Programs: Flu, Pneumonia, Tetanus
	Clinic Nurse, Public Health Nurse, Pharmacist
	CHC, Public Health, Moser Drug
	Staff Salaries, Computer hardware and software, Pharmaceuticals

	Wellness Programs:  "Good For You"
	Nurse Educator
	CHC, MedCenter One
	Staff Salaries, Patient Education Materials, Promotional Activities

	Screening Programs:  Diabetes, Cancer, Osteoporosis, Heart Disease
	Clinic Nurse, Pharmacist
	CHC, Public Health, Moser Drug
	Staff Salaries, Screening, Equipment/Supplies, Contracted Services

	Chronic Disease Management:  Diabetes, Heart Disease
	Clinic Nurse, Pharmacist
	CHC, MedCenter One, Moser Drug
	Staff Salaries, Contracted Services, Computer hardware and software

	Support Services:  Support Groups, Financial Counseling, Transportation, Indigent Medication Program
	Social Worker, Secretary, Pharmacist
	CHC, MedCenter One, Moser Drug
	Staff Salaries, Handicap Accessible Van, Contracted Services

	Promotional Activities
	Advertising/ Promo Staff
	CHC, Public Health, Moser Drug, MedCenter One
	Staff Salaries, Newspaper, Radio, Direct Mailings, Fliers, etc.


Appendix H: Sample Satisfaction Survey
Executive Summary

History
· Located in  , ND,   Community Hospital and Clinics (CHC), is comprised of a 24 bed, rural Critical Access Hospital, three Rural Health Clinics, five part-time Outreach Clinics, and a Home Health Agency.  
· In 1999, CHC, in partnership with MedCenter One health systems, County District Health Unit,   Drug and __________ Drug, received a Rural Health Outreach Grant from the Federal Office of Rural Health Policy (ORHP) to implement a Rural Health Outreach Grant. The total amount awarded was $546,000 (May 2000 to September 2003). 

· CHC service area is approximately 6,500 persons and covers 4 counties in rural North Dakota. 

Programs
· The network partnership implemented preventive and wellness activities that fell along a four-point continuum of care, these activities are, preventive care, early detection, chronic disease management, support services.
Goals and Objectives
· CHC’s four generally expected outcomes as stated in the original grant application are the following:

1) Illness prevention 

2) Increased community awareness of their role in their health status

3) Early detection of health problems
4) Improved control of chronic disease states 

Outcomes
· Direct services (e.g. screenings, immunizations, etc) were provided to over 5,000 individuals (duplicated count) by the nurse educator, outreach social worker, home health liaison and others representing a gross savings in healthcare costs estimated at over 5 million dollars. 
     Illness Prevention/Early Detection of Chronic Illness
· Data from the four counties in the CHC service area reveal that three of the four counties experienced growth rates in diabetes less than that of the statewide average.  
· A patient tracking database was used to signal contact to individuals via letter two weeks prior to annual vaccinations, mammograms, PSAs, or colonoscopies. Appearance rates for scheduled appointments when evidenced a dramatic improvement in all activities over the three year time period.

· There was a significant increase in the number of individuals who made visits to CHC for treatment of their diabetes. 

· A total of 1,491 screens and vaccinations were logged into the patient tracking database during the grant that included 106 colonoscopies, 508 influenza vaccinations, 546 mammograms, 282 PSA’s and 49 pneumonia vaccinations. 
· Archival records indicate that there were 3131 individuals served by nurse educator that included 3659 screenings.
     Chronic Disease Management
· Records indicate that the outreach social worker provided services to approximately 1,750 individuals via support groups, senior health insurance counseling, wellness activities, and an indigent medication program through which approximately $900,000 of free medications were obtained. 

· The goal of direct observations of medication administration proved to be unobtainable due to the large geographical area covered by this grant and the large number of elderly patients in the counties covered by the grant. 

     Increased Community Awareness
· The survey, “Community Perspectives, Community Knowledge”, conducted in the fall of 1999 provided CHC with an overview of the communities’ general knowledge base as it related to the focus of grant activities.  This survey is planned to be administered in the fall of 2003. 
· Pre-post test surveys and satisfaction were administered at the onset of educational activities during year one, however many of those served have difficulty comprehending. For this reason, pre-post test evaluations were discontinued and instead verbal methods of feedback were provided by participants to staff to improve programming
· Despite promotional ads, the Senior Health Insurance Counseling program received a low number of referrals.  It was decided that in year 3 to let the ND Insurance Department provide their own educational and informational training opportunities. 
· A large scale promotional campaign was instituted by CHC throughout the duration of the Outreach Grant. Activities included a total of 72 different radio campaigns, newspaper ads, fliers, promotional booths at fairs and festivals and presentations at professional conferences.  
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Supportive


Services





Implementation of a computerized patient tracking system with integration of patients medication profiles and patient education via the use of a  Medical Staff Liaison





   Screening programs for heart disease, diabetes, cancer,  or osteoporosis





Coordination of immunization programs





Community education programs focusing on  approaches to healthy lifestyles, health maintenance and home visits.





Implementation of a wellness program





Chronic Disease


Management





Early Detection





Preventive Care





Increase the abilities of communities to successfully participate in the activities listed in the first 3 goals by: 





Financial and insurance counseling





Assistance with legal issues 





Support groups / Individual Counseling





Provision for handicap transportation





Providing an Indigent Medication Assistance Program 
































