MAPP Evaluation for East Central District Health Department, NE
A snapshot of Nebraska and ECDHD service area’s Economic Development 

Data reported by the Nebraska Department of Economic Development indicate that, while below the national May 2003 not-seasonally-adjusted unemployment rate (5.6%), Nebraska’s rate (3.9%) has increased every year since 1997, when the rate was 2.6%. For two counties served by the ECDHD—Nance and Platte—unemployment rates of 6.5% and 5.6%, respectively, in May 2003 were substantially higher than the state rate of 3.9%, and in the case of Nance County, exceeded the national rate of 6.1% . , In addition to growing unemployment and its impact on access to health insurance and healthcare, there are other employment-related factors in the four-county target area that pose challenges for public health systems: 

· Incomes in all four counties are generally lower than incomes for the state—Statewide average weekly wage (AWW) = $570.61; Boone County AWW = $394.36; Colfax County AWW = $495.04; Nance County AWW = $354.16; and Platte County AWW = $529.90. For many families, the costs of health insurance must be weighed against other living costs (e.g., lodging, food, transportation). Higher Medicaid cost-sharing imposed by many states in order to continue benefit programs in a weakening economy force some families to forego insurance. A recent report from the Kaiser Commission on Medicaid and the Uninsured documented that as premiums rose from 1% to 5%, participation among low-income families in three states declined from 57% to 18%. The economic turndown affecting the country and the target area is likely to further enlarge the pool of the uninsured as more low-income and low- to middle-income families are faced with difficult financial choices. 

· Employees in Nebraska typically contribute more toward health insurance than their counterparts elsewhere in the U.S. Based on data from 2000, the average employee in the U.S. contributed 23.8% for family health insurance, while the average Nebraska employee contributed 28.3% for family health insurance—a difference of nearly $300 per year in out-of-pocket costs. For single coverage, the U.S. average employee contribution is 16.9%, while the Nebraska average is 22.2%--a difference of more than $150 annually. In difficult economic times, it is likely that more individuals and families will risk lack of coverage to free up dollars for other life needs, resulting in more people needing public health services. 

· On average, 47.2% of small employers—those having fewer than 50 employees—in the U.S. offer employee health insurance; the average in Nebraska is 35.1%. The percentage of Nebraska private sector employers that offer employee health insurance—46.3%—is 13% lower than the national average—59.3%. These data suggest that, for the target service area, in which small employers predominate, significant numbers of working individuals lack employer-provided health insurance. 

· In November 2002, the Nebraska Department of Health and Human Services announced changes in the State Medicaid and Children’s Health Insurance Program designed to help the state meet budget shortfalls. The projected result was that 12,600 children and 12,750 adults would lose medical assistance statewide. In the Consortium’s service area, 750 children and adults were expected to lose medical assistance and join the ranks of the uninsured. 

The four Counties served by the East Central District Health Department 

Boone County, 2001 population of 6,166, is 99.2% white. Boone County has a proportionately high rate (12.0%) of its population living below the poverty level; the Statewide rate is 9.6%.18 The proportion of children living below the poverty level is 14.8%, again above the Statewide proportion of 12.6%.18 Also, a comparatively large proportion (14.7%) of Boone County residents has less than a 9th-grade education; the Statewide rate is 8.0%. Overall, 23.9% of Boone County residents aged 25 and older has less than a high school education, compared to 18.2% Statewide. Boon County, then, is an area with a significant population of low-income adults and children, including many with limited formal education. Limited access to health services in this very rural area increases the likelihood that a significant number of people in the County are not receiving adequate primary and preventive health services. 
Nance County, 2001 population of 3,969, also reflects little racial/ethnic diversity, with 97.9% of the population described as white. The proportion of persons living below the poverty level is higher for Nance County (10.9%) than for the State (9.6%); as is the proportion (15%) of children living below the poverty level (State = 12.6%.).22 The proportion (28.3%) of County residents under age 18 is higher than the Nebraska average of 26.6%. This “younger” population will be “aging out” of eligibility for State-funded children’s health services, with the potential for expanding significantly the number County adults requiring public health services. It is also worth noting that 29.0% of Nance County residents aged 25 and older have less than a high school education, compared to 18.2% statewide; resulting in a significant population with limited employment options that include employer-provided health benefits.22 
Platte County is the largest of the four counties, with a population of 31,332, according to 2001 Census data. Much of the population is concentrated in the area’s largest city, Columbus, with a 2000 population of 20,971. However, the county population has been undergoing significant change over the past decade. In 1990, the Platte County population of 29,820 was 98.1 non-Hispanic white; in 2001, of the 8% of 31,332 Platte county residents were identified as something other than non-Hispanic white, with the greatest growth in the Hispanic population, accounting for 6.5% of the total population.23 With changing population demographics, Platte County, like other parts of the country has faced new health care challenges. 
Colfax County has seen the most dramatic shift in population demographics. In 1990, 97.5% of Colfax County 9,139 residents were identified as non-Hispanic white. By 2001, this proportion had dropped to 73%, with 26.2% of the total County population of 10,423 now comprised of persons of Hispanic origin. The demographic trends indicated in Platte and Colfax counties are indicative of a larger shift that is likely to affect the other two more rural counties over time, and the Consortium is responsive to these trends. 

Estimated uninsured/underinsured in service area & project implications.
In conjunction with the Consortium’s MAPP process, a thorough review of data on the uninsured or underinsured was done. The results and the data sources used are summarized in Table 1. 

Table 1: Unduplicated Counts of Estimated Numbers of Persons in Specific Categorical Groupings Who Lack Health Insurance in the Four-County ECDHD Service Area 

Categorical Description 

Undupl.# 

Uninsured non-minority older adults (≥65 years) who did not contribute to Social Security or a Railroad Retirement Account, out of an estimated 7,800 area-wide.18,21,23,27, 

575 

Uninsured non-minority working-age adults (aged 19-64), out of an estimated 26,000 area-wide. 22,23,24 

2,400 

Uninsured non-minority children (<18 years), out of an estimated 12,000 area-wide.25,26,27 

1,100 

Uninsured documented minority adults and children (including citizens and legal residents), out of an estimated 5,500 area-wide.29,28 

1,500 

Uninsured undocumented minority adults and children out of an estimated 1,800 area-wide.35,29,30 

1,700 

TOTAL UNDUPLICATED ESTIMATE OF PERSONS LACKING HEALTH INSURANCE 

7,275 

Also, available data suggest that 3,750 people in the area are underserved due to language or cultural barriers and/or due to distance from providers and lack of public transportation, bringing the total target population for CAP efforts just over 11,000—more than 20% of the total four-county population. 

Barriers to Public Health System Planning 

The greatest barrier to developing and implementing an effective public health service network serving a rural area relates to state and national economic factors. The significant national economic turndown that began in 2000 has affected Nebraska, as it has other states. The numbers of persons locally without health insurance has increased, many area businesses, that the ECHDH relies on for support, have seen profits decline. State support for some public health programs has decreased as the funding for the State public health system funded by tax revenues has decreased. These factors have made the use of community wide consortiums even more important to pool limited resources into the public health system. 

Beyond factors related to a discouraging employment climate and lack of insurance due to both private and public sector factors, the ECDHD continues to confront problems related to the lack of availability of qualified health professionals in general, and the problem of a very limited supply of bi-lingual health service providers to address the needs of a growing Hispanic population. Shortages of nurses, pharmacists, dentists and other key healthcare providers have been documented in both the professional and lay literature. , , , , In rural areas of Nebraska, attracting qualified health professionals poses a special challenge. In addition to general shortages, available data on Nebraska nurse employment indicates that a high proportion are employed in hospital settings where the pay is often higher than in ambulatory care settings. HRSA data on Nebraska nursing personnel indicate that only 21.7% of Nebraska nurses are employed in office and clinic settings, compared to 26.6% of nurses nationally working in such settings; ranking Nebraska 45 of 50 states with regard to nurse employment in office and clinic settings. The challenge is greater with regard to establishing a racially and culturally diverse clinical staff. In 1996-97, 96.7% of RN graduates in Nebraska were characterized as non-Hispanic white, as were 87.1% of Nebraska medical school graduates and 95.8% of Nebraska dental school graduates. Attracting personnel who have language skills and cultural awareness appropriate to the needs of the ECDHD’s diverse patient mix continues to be a challenge. 

Finally, the ECDHD continues to face a major challenge with respect to geography and lack of public transportation services. The ECDHD’s expanded service area covers 2,219 square miles in four mostly rural counties. Some MAPP participants drive more 60 miles to attend a MAPP meeting. 

Factors contributing to the ECDHD success of Public Health System Planning 
The continued and growing involvement of Consortium partners has been the most critical factor in the ECDHD’s success. Community support for the ECDHD and its programs continues to be strong, and any success that has been realized to date in creating community access to public health services is due primarily to development and operations of a very effective Consortium involving all community segments. 

The next most critical factor is the funding from Health Resources Services Administration via the Healthy Communities Access Program that funded many MAPP activities. 

Through a systematic planning process based on the National Association of County and City Health Officials (NACCHO) Mobilizing for Action through Planning and Partnerships (MAPP), the Consortium engaged key segments of the local community in developing the data components and planning strategies required for a successful CHC application. With the EC/GNCHC, a safety-net provider is in place to address the needs of both uninsured and underinsured persons, while at the same time generating operating revenue through receipt of Medicaid, Medicare, and private insurance payments for health services. Also, with expanded facilities and capabilities to deliver a broader range of services to area residents (i.e., routine radiological services, expanded mental health services, planned dental services) the EC/GNCHC is filling gaps in the safety net that had been identified previously. Service expansion was also facilitated through equipment donations. A local physician donated a complete x-ray suite, including control panel, table, upright chest unit, and power supply, and the Columbus Community Hospital (CCH) provided oversight for moving and installation of the equipment, as well as incorporation of the EC/GNCHC into its volume purchasing arrangements with an x-ray supplier, allowing deep discounts on purchases of film, chemicals and other supplies. The CCH has arranged for the EC/GNCHC to be included in its radiation safety control program, providing exposure monitoring and other essential safety services to the EC/GNCHC as part of the blanket coverage provided to the CCH. The CCH also donated dental x-ray equipment to the EC/GNCHC to be installed in conjunction with facilities expansion. Area hospital support, including the CCH, Alegent Hospital in Schuyler, the Boone County Health Center, and the Genoa Community Hospital, includes arrangements for after-hours coverage of medical emergencies and acceptance of referrals from the EC/GNCHC. The support is essential to the ECDHD’s and the Consortium’s efforts to build a comprehensive service program that addresses the needs of low-income and uninsured area residents. 

In addition, the Consortium was expanded to include the Boys and Girls Club of America, which began providing residential services for troubled children in 2002. The Boys and Girls Club is providing $47,000 to support services of a bi-lingual licensed marriage and family counselor who will focus child abuse issues and who will be housed in EC/GNCHC facilities. 

Lastly, arrangements have been made with the Nebraska Department of Health and Human Services, for an in-house case manager who will assist visitors to the EC/GNCHC in applying for and securing Medicaid and other benefits for which they may qualify. This is an important to the Consortium’s efforts to ensure that people who qualify for Medicaid and/or other benefits (e.g., State Children’s Health Insurance Program) secure the benefits for which they are eligible. 

Weaknesses identified in consortium partnerships 

The breadth of membership in the MAPP Consortium has been instrumental in the achievements that have been realized. However, there are two areas in which the breadth of participation could be strengthened: 1) involvement of schools, and 2) involvement of faith-based organizations. Although there has been an expressed willingness on the part of public schools to be involved with the ECDHD and its programs, this involvement has not been fostered in a manner that capitalizes on the opportunity presented by schools for accessing both children and adults who may require primary medical and dental services, including mental health services. 

Similarly, although five churches regularly contribute funds to support services, faith-based organizations have not been actively engaged in programmatic efforts of the Consortium. Faith-based organizations (e.g., area churches, charitable bodies, youth groups) provide an opportunity to engage people in work that has potential for improving their health, as well as the health of the larger community. Greater attention needs to focus on engaging public schools and faith-based organizations in the consortium so that optimal community involvement is realized. 

Consortium representatives’ authority to commit organizational resources. 
The Consortium representatives who have signed the MOA commitment to community planning are persons designated by their respective organizations to commit resources to community-based activities. As the Consortium’s record of achievement suggests, there has been genuine commitment by the community, and this commitment will be sustained through the proposed period of support. 

Recruiting new Consortium members & types and capabilities sought. 
New members are regularly recruited into the Consortium through the operations of various MAPP subcommittees, as well as through regional advisory committee meetings held on a regular basis (see below). As indicated in the discussion of consortium breadth, efforts in the coming year will focus on increasing representation from area primary and secondary schools and from faith-based organizations. The capabilities sought from individuals representing these entities will focus on: 1) better identifying health-related needs of school students and participants in faith-based organizations throughout the service area; 2) facilitating access to school children and their families, as well as to persons involved with faith-based organizations for the purpose of creating awareness of the ECDHD and related programs and services; and 3) exploring opportunities to extend the ECDHD’s service capabilities through creation of school-based or church-based clinics and/or counseling programs designed to better manage health problems and risks. Preliminary discussions with representatives of both school systems and faith-based organizations have been initiated, and the successful expansion of Consortium efforts to involve these important community organizations programmatically in the Consortium will be a priority. 

Consortium meetings held & outcomes of meetings. 
Over the last 12 months, more than two dozen MAPP Consortium meetings have been convened. The ECDHD has a large four inch binder filled with MAPP consortium and MAPP sub-committee meeting minutes. To foster productive outcomes from meetings, a MAPP-type process was employed. Participation in these meetings varied based on meeting location, time, and topic to be addressed; however, every meeting produced results that were and used in identifying goals aligned with nine Consortium strategic initiatives: 1) access to care/services; 2) mental health; 3) dental health; 4) prescription drug costs; 5) substance abuse; 6) transportation safety; 7) communications; and 8) the ECDHD Web Site and the 9) Boone County Advisory Board. In 2003, the Consortium was restructured into a MAPP Committee of the Whole, and nine subcommittees aligned with the strategic initiatives. Copies of minutes from Consortium meetings are attached to this application. The Community Health Improvement Strategic Plan—the primary descriptive product of these efforts—is available from the ECDHD in either print or electronic formats. The meetings and the resulting descriptive product are indicative of extensive involvement of the community in the planning and growth of comprehensive health services. 

Scheduled FY 03 Consortium meetings. 
At least two dozen meetings of Consortium subcommittees have been convened over the last 12 months, and four major meetings have been convened within the past year to synthesize subcommittee efforts and to prepare the strategic planning report that serves as a guide for the continuing public health program development. Over the proposed 12-month project period, we anticipate an additional 18 to 24 consortium subcommittee meetings to address issues using MAPP principles. We also anticipate at least four major meetings involving all Consortium members to review progress, synthesize results of subcommittee efforts, and set the agenda for the future. The Galvin Group, L.L.C., which has provided guidance in these organizational efforts over the last two years, will continue to provide guidance and support for Consortium efforts. 

Circumstances leading to departure of Consortium members. 
One community organization—Central Nebraska Community Services—has left the Consortium due to inadequate staff time for participation. 

MAPP evaluation & monitoring, including success indicators & data collection. 
The MAPP subcommittee structure was used in community assessments. Various subcommittees used available health data and community consensus to examine strengths and weaknesses across ten essential public health service components under three broad areas of assessment, policy development, and assurance. The components include: 1) monitoring health services; 2) diagnosing and investigating health problems and hazards; 3) informing, educating and empowering people about health issues; 4) mobilizing community partnerships to identify and solve health problems; 5) developing policies and plans that support individual and community health efforts; 6) enforcing laws and regulations that protect health and ensure safety; 7) linking people to needed personal health services and assuring provision of health care when otherwise unavailable; 8) assuring a competent public and personal healthcare workforce; 9) evaluating the effectiveness, accessibility and quality of personal and population-based services; and10) researching new insights and innovative solutions into health problems. 

For each service component, more focused targets were identified, and indicators of status were defined in terms of a) not at all or minimally met; b) partially met; c) substantially met; or d) fully or almost fully met. The distribution of results is summarized in three pages included in the report from the Consortium’s efforts. The results, covering 32 component items, indicate that—with only five service components being fully or almost fully addressed and only six service components being substantially addressed—the Consortium still has much work to do in creating a health service environment that meets community needs. In light of the relative youthfulness of the Consortium, these results were not surprising. It is worth noting that two components focusing on technology-based health data and population health registries were both identified as not at all or minimally meeting the standard for a model health system. An important goal of the Consortium will involve moving toward a data-driven assessment system that provides quantitative measures of progress toward an effective public health system. The assessment process employed thus far is appropriate to the Consortium’s state of development, and there is full awareness of the need to move toward data-driven assessment. Infrastructure support provided through the CAP has been instrumental in helping the Consortium to identify needs in this area and to acquire and install technologies to support data-driven assessments. 

Accountability of the MAPP governance/management structure. 
The governance structure for the Consortium has, since its inception, been informal in nature. All of the Consortium members serve voluntarily on the Consortium, giving generously of their time and effort. The record of work accomplished through this approach, as evidenced by service growth and development, is indicative of the effectiveness of the Consortium in carrying out a process that works. As indicated in the Memorandum of Agreement Consortium members will be given the option to alter the existing structure that has been built around the MAPP process developed through the National Association of County and City Health Officials (NACCHO). The current structure operates through eight strategic subcommittees dealing with: 1) Access to Health Care; 2) Mental Health; 3) Dental Health; 4) Prescription Drug Cost; 5) Substance Abuse; 6) Transportation; 7) Communications; and 8) the Public Health Website. Each Subcommittee has been charged with responsibility for producing strategic plans to guide the Consortium in its efforts around the three core functions of a) assessment; b) policy development; and c) assurances. Not unexpectedly, levels of performance of the various subcommittees have varied over the last two years, with some more productive than others. However, all the subcommittees have contributed to the production of the planning document that currently provides the “blueprint” for ongoing development of the four-county area’s public health infrastructure, and the current structure and process are likely to be retained. 

The Consortium has worked effectively for more than three years—pre-dating the initial receipt of CAP funding in 2001. It works primarily because the Consortium members are committed to the notions of good community health and to a healthy citizenry that can contribute to communities in which they live. The Consortium operates on a voluntary basis, with a current structure based on MAPP guidelines. The Consortium is not formally incorporated, nor does the ECDHD have any plans to suggest incorporation at that time. The Memorandum of Agreement that has been signed by authorized Consortium representatives brings a measure of clarity to the operating principles and functional responsibilities of the Consortium members, but participation in the Consortium will continue to be voluntary. Nebraska, like a number of other heartland states that are steeped in conservative traditions and the notion of “taking care of one’s own,” has only recently begun to embrace concepts of public health. Any effort to impose a more formal Consortium structure that does not emanate from the Consortium members is likely to have negative consequences for the Consortium and perhaps for the significant community support for public health—and the ECDHD—cultivated over several years. 

Change in ECDHD status & capabilities 
In November 2002, the ECDHD became a co-applicant with Good Neighbor Community Health Center for HRSA funding to operate a federally designated CHC. The funding was obtained and the EC/GNCHC began operations in April 2003. The initiation of the CHC has: 1) strengthened the ECDHD’s position with regard to addressing the health needs of medically underserved people in the area; 2) provided support for acquisition of technologies and assistance needed to gather, analyze, and interpret data on health issues and needs in the service area; and 3) resulted in expanded linkages to other public health and health planning organizations locally, statewide, and nationally. As a result, the capabilities of the ECDHD to fulfill its responsibilities in designing and implementing effective public health strategies have been enhanced significantly. 

Evidence of community involvement in planned Consortium efforts. 
Evidence of community involvement in planned Consortium efforts can be provided in a number of forms. Interested parties are first referred to the Community Health Improvement Strategic Plan that was produced by the Consortium and published in January 2003. , These documents, and the minutes from many Consortium meetings, embody a planning process driven by the array of community organizations comprising the Consortium. Additional evidence of community involvement can be seen in the ECDHD and EC/GNCHC governing board compositions. 

There is clear and compelling evidence of positive growth with regard to public and community health programs in the four-county area. This evidence is available in the form of programmatic progress and service capacity increases that have occurred in just a few years. In a sparsely populated, rural area like the one served by the ECDHD, this progress and growth would have been impossible without the substantive and ongoing support of the communities that the ECDHD was intended to serve. Additional evidence of community involvement in Consortium efforts can be seen in the acquisition and planning for facilities to address area health needs. New facilities would not have been acquired, equipped, and readied for operation without a great deal of support from the community. The community again responded when resources were needed to cover the costs of facilities expansion to accommodate the growing need for community health services. The ECDHD exists and has made well documented progress because of the communities that it serves and the support provided in addressing public and community health issues in positive and effective ways. There is ample evidence of this. 

Cultural and linguistic competency. 
One of the problems identified early in the formation of the Platte-Colfax County District Health Department, now the ECDHD, related to the dearth of services available for Hispanic communities that were growing rapidly in both Colfax and Platte Counties. From the beginning of the P-CDHD, a priority has been placed on developing a workforce that can address the needs of the growing Hispanic community, many of whom had never interacted with an area heath professional who was fluent in Spanish and/or who understood cultural issues that influence beliefs about health and disease and that affect the way in which people respond to medical treatment. Deliberate efforts have been made to recruit and hire qualified bilingual and bi-cultural staff and contract personnel. Also, arrangements were made to obtain assessment of cultural competency and staff training from a faculty member with the Department of Family and Community Medicine at Baylor College of Medicine in Houston, Texas. Using an assessment tool developed by the National Center for Cultural Competence at Georgetown University, Dr. Maria Jibaja-Weiss completed an initial assessment in the summer of 2002, and concluded that, from an organizational perspective, the ECDHD was on the cusp between cultural pre-competence and cultural competence. Dr. Jibaja-Weiss provided specific recommendations for enhancing communication with Spanish-speaking patients and for continuing in efforts to attain cultural competency. She will be returning Columbus for a follow-up assessment and additional staff training in September 2003. 

At present, the ECDHD and the EC/GNCHC have the largest proportion of bi-lingual staff of all health service agencies in the area. Of 37 full-time and part-time staff, 17 are bi-lingual. Efforts are continually underway to recruit and hire other bi-lingual/bi-cultural staff who can address the needs of the areas growing Hispanic population. The ECDHD will continue to work with the Consortium to devise and implement strategies for addressing language and cultural needs of a population that is becoming increasingly diverse with respect to race, ethnicity, and cultural backgrounds. A health system that is not based on respect for the cultural mores of its constituents is not likely to deliver services that are effective in ensuring a healthy community. As such, cultural competency will continue to be a priority for the ECDHD and the Consortium. 

Connectivity (e.g., wide area networks, web-based access). 
The ECDHD, as well as most other members of the Consortium have intra-nets for internal communication. However, to date there has not been much use of wide-area networks among Consortium partners. This is due, at least in part to the rural character of the area served by the ECDHD. With relatively few large businesses or service organizations in the area, the telecommunication infrastructure is somewhat less developed than one might encounter in larger cities or in areas with more major businesses. Few area businesses have T-1 internet connections, with most area service agencies connected to the internet via DSL. As the telecommunications infrastructure in the area matures, consideration will be given to development of other types of connectivity that may support wide-area networks or other avenues to support data sharing. In the interim, the ECDHD and Consortium members will make optimal use of the internet to share aggregate data and other information that supports coordinated systems planning without compromising the safety or integrity of existing systems. 

Information exchange with broader community. 
Information sharing with the community has been and will continue to be a high priority for the ECDHD, as well as for the Consortium. Methods for communicating with the larger community have, for the most part involved use of print media. Print media has been the preferred information exchange format because many people in the area—particularly many of the low-income people who are a primary target of the public health system—lack access to the Internet. The use of print media has been very effective, however. At least once each quarter, major full-color inserts are prepared for local newspapers. These inserts are used to provide information about the ECDHD, the EC/GNCHC, the services that they provide, ways to access services, information about emerging or serious health problems or issues, and timely topics related to common health problems. Contact information is provided for all of the ECDHD and EC/GNCHC clinical service programs, and numbers to call for more information about programs and services are featured prominently in the inserts. 

In addition to these inserts, prepared in both English- and Spanish-language versions, special publications are produced and distributed throughout the service area on a regular basis. A good example was the Executive Summary of the Community Health Improvement Strategic Plan that summarizes the outcomes of recently completed MAPP activities and provides the blueprint for ongoing development of an area-wide public health system. For the foreseeable future, the ECDHD will continue to rely heavily on print media for information exchange with the broader community. However, in anticipation of a time when electronic access is more readily available to people in the broader community, including public health service users, the ECDHD has launched a website (http://www.eastcentraldistricthealth.com/index.htm) that contains basic information about programs and services, and that will, at some point in the future be used as a resources for sharing information with Consortium members. Development of the website as a tool in system-wide planning is one of the strategic issues identified through the MAPP process, and the Executive Director of the ECDHD is working with a Web Designer to identify options for effective use of the ECDHD website. These options will be presented to the Consortium members for consideration during the coming year. 

MAPP Program Performance Plan 
As a final step in quality assessment, members of the consortium will be asked to rate the progress being made by the ECDHD and the EC/GNCHC at least twice during the coming year. The Galvin Group will work with ECDHD administrators to design a brief questionnaire for administration to Consortium member representatives requesting information on: 1) the quality of collaborative efforts mounted through the Consortium; 2) the effectiveness of the leadership role played by the ECDHD In keeping the Consortium focused and productive; and 3) the relative impact of the consortium in fostering positive change in the area’s public health system. The questionnaire will also provide a place for suggestions and recommendations on ways in which Consortium operations might be improved. These data will be analyzed and the results provided to the ECDHD and to all members of the Consortium. 

Translating system improvements & efficiencies into better quality care. 
From its inception, the ECDHD has been striving to transform efficiencies in service delivery into expanded and/or improved services. Evidence that some success has been realized in this regard can be cited in changes that were made in the mental health system. Using data generated on the costs associated with operation of a centralized mental health service system located in the city of Norfolk some 50 miles north of Columbus, ECDHD staff and collaborators from the Behavioral Health Consortium, representing all mental health service providers in Columbus, applied pressure through the Nebraska Legislature to have local service funding restored after cuts had been made to support expanded service facilities in Norfolk. Using data on the costs associated with police transport of persons experiencing mental health crises from Columbus to Norfolk, the costs associated with overnight observation of persons transported, the costs for return transportation, and the costs associated with lost work time, and usually recurrence of the problem due to lack of local follow-up, the ECDHD and its partners made a compelling case for restoring funding that had previously been available for Columbus-based mental health services. With the re-capture of some local funding, the ECDHD and EC/GNCHC have restored a fairly large piece of the mental health services that been lost when funds were re-allocated. The number of transports of persons to the regional service center has dramatically decreased, and real savings in service expenses and police time and transport costs have been realized. 

The previous description provides just one example of effective Consortium efforts in developing a viable solution to a health problem that was the result of misguided planning and failure to engage the provider community effectively prior to making changes in the service system. The analyses completed on that one issue suggested that, based on conservative cost estimates, $305,000 per year will be saved by state agency personnel, police agencies, and patients and families. While perhaps not a significant savings in large metropolitan areas, a savings of more than $300,000 per year in a rural area can translate into significant increases in service capacity, as well as in life quality improvements for patients and families. 

Other examples of how improvements in services are being translated into better quality medical care for area residents include: 

· Initiation of an ECDHD diabetes screening program supported with $250,000 in State grant funding that identified 110 diabetics from among 545 screened individuals. A cost-benefit analysis conducted using national estimates of cost savings associated with initiating treatment for undiagnosed diabetics projected $87,480 in savings from avoidance of emergency room visits alone. Savings from other health costs that were avoided due to initiation of treatment were estimated at over $1.3 million per year, and lifetime earnings realized due to avoidance of lost productivity associated with morbidity and/or premature mortality were estimated at over $6.8 million. 

· Screening for cervical dysplasia in at-risk women has also become a routine service of the ECDHD and the ED/GNCHC. For one group of 357 women screened in 2002, 73, or 20% were observed to have cervical dysplasia. The ED/GNCHC can now provide on-site cryo-therapy for women for whom such treatment is indicated. For many of the women who receive cryo-therapy at an ECDHD-affiliated clinic, the treatment significantly reduces their risks for progression to more serious health problems, including cervical cancer. For most of these women, referral to a hospital for therapy would not have produced desired results, since follow-through on such referrals is often not done due to economic factors. The availability of both the diagnostic service and the treatment option through the ECDHD-affiliated facilities ensured that for some proportion of the women served, more serious health problems were avoided that likely would have resulted in premature death, and certainly in substantially higher healthcare costs. 

· Two elderly patients who were seen in ECDHD clinics and who were determined to have nutritionally-related health problems due to untreated dental problems are currently being treated by a dentist who is doing full-mouth extractions at no cost to the patients. A dental lab will be making dentures at no cost for these patients so that they can again resume eating foods that provide for more balanced diets. With the establishment of dental facilities in the expanded ECDHD space, many patients who simply forego dental care because of economic factors will have a dental service option that was previously unavailable. For many of these patients, provision of basic preventive dental care and/or earlier management of acute dental problems will help them avoid potentially serious infections and other problems that are costly to them and to the health service system. 

These examples suggest changes in the health service delivery system that result in better quality healthcare. The Consortium will continue to explore ways in which service changes can bring about quality improvements that produce cost savings for the system, as well as for patients. The examples described above would not have been possible had the Consortium not provided support and resources needed to address problems in an effective manner. In the case of mental health services, Consortium involvement resulted in legislative action that restored local funding. In the case of diabetes screening services, Consortium support was critical in obtaining the grant that allowed for program initiation. Regarding cervical dysplasia, local providers worked with the ECDHD to establish the facilities for providing pap tests, culposcopy services, and on-site cryo-therapy services, thereby reducing the likelihood that women would forego needed therapy for economic reasons. Dental providers’ involvement in the Consortium was the enabling factor in obtaining the services needed by the two older persons who had largely avoided getting needed dental services due to inability to pay. Numerous examples could be cited of how Consortium involvement has resulted in improved service scope and quality for area patients, and in every case, there have been not only economic outcomes—i.e., cost savings resulting from avoidance of problem progression requiring more costly treatments—but more importantly, there have significant impacts with regard to the quality of lives of individuals who were able to get services that were not available to them previously. These are real outcomes that the ECDHD and the Consortium are trying to achieve. 

Leveraging long-term local, state, & national support for MAPP efforts. 
The abilities of the ECDHD and the Consortium to leverage local, state, and national support for its efforts are clearly obvious. If one examines the history of the ECDHD and its service capabilities over just the five-years since the idea of a two-county health district was first proposed, the progress that has been made is quite remarkable. In five years, the ECDHD has gone from a two-person operation primarily involved in community organization efforts to a nearly full-service health facility with 47 full- and part-time staff and 15 contract employees that is serving 2,581 patients per month through a number of clinical programs. The current operating budget for the ECDHD and affiliated clinical programs, including local, State, Federal, and private foundation funding is $4 million. 

The ECDHD—and now the EC/GNCHC—have had demonstrated success in growing programs and services that address community needs. The evidence of this success is available in a number of forms—longitudinal budget data, staff growth, numbers of patients served, range of services provided. However, the success that is often attributed to the ECDHD and the personnel involved in directly the ECDHD, staff and volunteers who have done a remarkable job of providing the services and carrying out the many tasks and projects that have been a part of the documented organizational growth—does not tell the whole story. Without any question, the success of the ECDHD and its affiliated activities is due to a phenomenal amount of community support that has been provided over the last five-plus years. The catalyst for creating and sustaining the community support that has been so critical to the ECDHD’s success has been the Consortium that is described in this application. The MAPP Consortium has been instrumental in identifying areas of community need, in delineating strategies for addressing identified need, and in assembling the resources, including local provider participation, required to move from a conceptual solution to practical implementation in the form of a hands-on program or service. 

With continued guidance from and hands-on participation of members of the MAPP Consortium described in this application, we anticipate that growth will be sustained well into the future. Although progress has been made in creating a health service system that is responsive to an increasing number of area residents, there continues to be much work to be done to establish a service system that offers high quality and effective health services to every adult and child in the area, regardless of their abilities to pay. This is the challenge that the MAPP Consortium was established to meet, and with the Consortium’s support, the likelihood of continuing incremental progress in meeting this challenge is very high. 

