
Northeast Nebraska Public Health Department (NNPHD)
Northeast Nebraska Partnership for Healthy Communities (NNPHC)

Community Health Improvement Plan (CHIP)
VISION:
Healthy People in Healthy Communities
	Priority Area: Access to Care

	Goal: Improve access to care for people living in the NNPHD Health District.


	PERFORMANCE MEASURE (How we will know we are making a difference)

	Short Term Indicators: (To measure strategies)
	Source
	Frequency

	1.1 By December 2015, the Health District will implement  ONE  Health District Access  to Care  Improvement Plan 
	NNPHC 

Access to Care Impact Team
	December 2015


	1.2 By December 2015, the Access to Care Impact Team meetings will improve participation of partners using a variety of technological resources to overcome mileage (geographic, distances) barriers.
	NNPHC Reports

Access to Care Impact Team


	Quarterly 



	2.1 By December 2015 the Access to Care Impact team will develop and update Centralized Resource Directory of health related providers and services serving the population that live in Northeast Nebraska
	NNPHD with Input from Partners
	Annually 

	2.2 By December 2015 increase the number of Community Health Workers (CHW), Interpreters and Translators working in and employed by agencies in the NNPHD health district.
	NNPHD data base

NNPHC reports


	Quarterly

	Long Term Indicators (To measure Objectives)
	Source
	Time Line

	# 1 By December 2015, at least 2 entities from each county and reservation in the NNPHD Health District will be represented in the Access To Care Impact Team of the Northeast Nebraska Partnership for Healthy Communities.
	NNPHC Final Evaluation
	December 2015

	# 2  By December 2015, more than ONE Local Initiative to coordinate services to facilitate relationship between health related services and clients  will be identified
	NNPHC Final Evaluation
	December 2015


Access to Care Improvement Plan:



       




	OBJECTIVE # 1: 

By December 2015, a minimum of 2 entities from each county and reservation in the NNPHD Health District will be represented in the Access To Care Impact Team of the Northeast Nebraska Partnership for healthy Communities.

	STRATEGY # 1 Develop an Access to Care Impact Team Improvement Plan. 

	ACTION STEPS
	ACTIVITIES
	RESPONSIBLE 
	TIME LINE
	RESOURCES

	1.1.1. Promote participation at the meetings.


1.1.2 Manage the partnership software data entry and regular reports to the partnership.


1.1.3  Evaluate the progress of the partnership objectives

1.1.4  Annually Publish the approved results
	1.1.1. A. Develop of Letter/Brochure 

1.1.1. B. List of the District Organizations

1.1.1. C. Deliver the letter

1.1.2 .A  Information Request Form Develop

1.1.2.B  Delivered of form

1.1.2 .C  Collection of the form

1.1.2.D  Tabulation and Report in software

1.1.3. A Partnership evaluation/ follow-up Meetings

1.1.3. B Elaboration of report

1.1.4 A Publish of approved results in the software
	1.1.1.A-Partnership

1.1.1.B-NNPHD
1.1.1.C-NNPHD
1.1.2.A-Partners

1.1.2.B-NNPHD
1.1.2.C-NNPHD
1.1.2.D-NNPHD
1.1.3.A-NNPHD
1.1.3.B-Partners

1.1.4.A-NPHD

	1.1.1.A June 2013

1.1.1.B June  2013

1.1.1.C June 2013

1.1.2.A August 2013

1.1.2.B August 2013

1.1.2.C September 2013

1.1.2.D October 2013

1.1.3.A Every 4 months

1.1.3.B 1 month after the meetings

1.1.4.A-Every 4 months
	· NNPHD/PPMC #h

· NNPHD/Admin Assistant  #h

· Partners Time #h

· Transportation Mileage

· Office Supplies $ 

· Software $ 



	STRATEGY # 2 Conduct Access to Care Impact Team meetings using a variety of technological resources to overcome mileage barriers.

	ACTION STEPS
	ACTIVITIES
	RESPONSIBLE 
	TIME LINE
	RESOURCES 

	1.2.1 Survey partners to identify and define the technology available to be used at the meetings. 
1.2.2 Secure partner agreement of participation in the team project. 


1.2.3 Provide logistical and co-management leadership activities. 
	1.2.1 A Develop the Survey.

1.2.1. B  List of district in partners
1.2.1. C  Deliver the survey

1.2.1. D  Collect surveys

1.2.1. E  Consolidate Results
1.2.2 A Develop writing agreement of participation

1.2.2. B Deliver writing agreement 
1.2.2. C Sign agreements
1.2.3. A Plan and schedule meetings

1.2.3. B Send meeting invitations 
1.2.3 C Conduct the meeting
1.2.3. D Minutes and reports send to partners
	1.2.1.A-NNPHD
1.2.1.B-NNPHD
1.2.1.C-NNPHD
1.2.1.D-NNPHD
1.2.1.E-NNPHD
1.2.2.A-NNPHD
1.2.2.B-NNPHD
1.2.2.C-Partnership

1.2.3.A-Partnership

1.2.3.B-NNPHD
1.2.3.C-NNPHD
1.2.3.D-NNPHD
	1.2.1.A June 2013

1.2.1.B June 2013
1.2.1.C July 2013

1.2.1.D July 2013

1.2.1.E August 2013

1.2.2.A July 2013

1.2.2.B July 2013

1.2.2.C August 2013

1.2.3.A Sept 2013

1.2.3.B 2 weeks before each meeting

1.2.3.C 1 week before each meeting

1.2.3.D 2 weeks after the meeting

	· NNPHD- PPMC-16h

· NNPHD/Admin Assistant
· NNPHD/PHD

· Office Supplies 

· Partners # h

· Budget for transportation

· Budget for IT Support $ 

· Budget for Meeting Room 




	Objective # 2:  By December 2015, identify and publish local initiatives to facilitate coordination of services between health related services and clients.

	Strategy # 1 Develop a centralized Resource Directory of health related providers and services that serves the population that lives in Northeast Nebraska Public Health District

	ACTION STEPS
	ACTIVITIES
	RESPONSIBLE 
	RESOURCES 
	TIME LINE

	2.1.1 Update current  Resource Directory

2.1.2 Research other RDs to consider formatting options


2.1.3 Publish updated RD online
	2.1.1.A Develop survey for Resource Directory
2.1.1.B Deliver to District  Health Related Organizations
2.1.1.C Collect completed surveys
2.1.1.D Complete RD

2.1.2.A Research other RD

2.1.2.B Analyze and Define a format of RD

2.1.2.C Develop of RD

2.1.2.D Published RD

2.1.3.A Annual Updated RD 
	2.1.1.A-NNPHD
2.1.1.B-NNPHD
2.1.1.C-NNPHD
2.1.1.D-NNPHD
2.1.2.A-Partners
2.1.2.B-Partners

2.1.2.C-NNPHD
2.1.2.D-NNPHD
2.1.3.A-Partners
	2.1.1.A May 2013

2.1.1.B May 2013

2.1.1.C June 2013

2.1.1.D August 2013

2.1.2.A Sept 2013

2.1.2.B Sept 2013

2.1.2.C Dec 2013

2.1.2.D Dec 2013

2.1.3.A 3 first months of 2014 and 2015
	· NNPHD/ PPMC #h

· NNPHD/Admin Assistant  # h

· Office Supplies

· Software/IT System $ h 



	Strategy #2:  Increase the number of Community Health Workers (CHW), Interpreters and Translators (I/T) working in and employed by agencies in the NNPHD health district.

	ACTION STEPS
	ACTIVITIES
	RESPONSIBLE 
	TIME LINE
	RESOURCES

	2.2.1 Inform health related service providers about Cultural and Linguistic Access Services (CLAS) and benefits of Community Health Workers (CHW)
2.2.2 Training for Community Health Workers
2.2.3 Continuing Education (CE) for Interpreters & Translators (I/T)

2.2.4 Produce and publish reports of related activities in the Partnership management software
	2.2.1.A Develop Promotional campaign 
2.2.1. B  Develop of Presentation

2.2.1.C Schedule Partners Meetings(One-to-one or district meetings) 

2.2.1.D Advertise the event

2.2.1.E Hold meetings

2.2.1.F  Evaluation of Meetings
2.2.2.A Schedule CHW Trainings
2.2.2.B Promote CHW Trainings

2.2.2.C  Conduct CHW Trainings
2.2.2.D  Evaluate Trainings
2.2.3.A Design plan for Continuing Education Training for I/T

2.2.3.B Promote I/T events
2.2.3.C Conduct CE Event

2.2.3.D Evaluate the I/T Event
2.2.4.A  Develop Data Collection Form

2.2.4.B Train CHW and I/T to do data collection
2.2.4.C Collect and report data

2.2.4.D Tabulate data
2.2.4. E Publish results via management software. 
	2.2.1.A-NNPHD
2.2.1.B-NNPHD
2.2.1.C-Partners
2.2.1.D-NNPHD
2.2.1.E-NNPHD
2.2.1.F-NNPHD
2.2.2.A—NNPHD

2.2.2.B- Partners
2.2.2.C- NNPHD

2.2.2.D-NNPHD

2.2.3.A-PMC/ NNPHD

2.2.3.B-Partners

2.2.3.C-PMC/ NNPHD
2.2.3.D-NNPHD
2.2.4.A-NNPHD
2.2.4.B NNPHD
2.2.4.C- Partners with CHW
2.2.4.D-NNPHD
2.2.4.E- NNPHD

	2.2.1.A June 2013

2.2.1.B July 2013

2.2.1.C August 2013

2.2.1.D September 2013

2.2.1.E  2 each year by March and November

2.2.1.F 2 weeks after each event
2.2.2.A-October 2013, 2014, 2015

2.2.2.B-November 2013,2014,2015

2.2.2.C- 2 in 2014 and 2 in 2015

2.2.2.D-4 weeks after trainings
2.2.3.A-June 2013

2.2.3.B- August 2013

2.2.3.C-2 times in the year: June and December

2.2.3.D- 4 weeks after each event

2.2.4.A June 2013

2.2.4.B September 2013

2.2.4.C Every 3 months 2013, 2014,2015

2.2.4.D Every Impact Team Meeting

2.2.4.E Every 3 months in a software
	· NNPHD- PPMC  # h

· NNPHD-Admin Assistant  # h

· NNPHD-ND # h

· PMC-I/TC # h

· CHW Curricula

· Funding for Scholarships

· Funding for Logistics

· Funding for transportation


	Priority Area: Focus on Prevention

	Goal: To increase the number of people in the district who are healthy at every stage of life.


	PERFORMANCE MEASURE (How we will know we are making a difference.)

	Short Term Indicators (To measure strategies)
	Source
	Frequency

	1.1 By December 2015, at least 15 partner facilities of the Northeast Nebraska Public Health District will complete POD and/or Closed POD plans
	NNPHD BT Report
	Quarterly

	1.2 By December 2015, at least 1 facility serving Access and Functional Needs Population (AFNP) will develop a written initiative for a mass dispensing plan 
	NNPHD BT report
	Quarterly

	1.3 By December 2015, there is 1 functioning district wide Infection Control Committee  
	Infection Control Committee
	Annually

	2.1 By December 2015, 200 individuals will receive information regarding chronic disease prevention,  and/or mental health condition prevention and/or  substance abuse prevention and/or relapse prevention in Spanish or English
	NNPHD data base 
	Quarterly 

	2.2 By December 2015, 200 individuals will be screened for chronic disease prevention and/or mental health condition prevention and/or  substance abuse prevention and/or relapse prevention
	NNPHD data base

NNPHC Reports
	Quarterly 

	2.3 By December 2015, 100 individuals will receive education regarding chronic disease prevention and/or mental health condition prevention and/or substance abuse prevention and/or relapse prevention topics in Spanish and English 
	NNPHD data base

NNPHC Reports
	Quarterly 

	Long Term Indicators (To measure Objectives)
	
	

	# 1 15 partner facilities will create 1 written initiative for a mass dispensing plan.
	NNPHC Final Report
	December 2015

	# 2 500 individuals will be served through prevention programs supported by the Focus on Prevention partners.
	NNPHD Final report
	December 2015


Focus on Prevention Improvement Plan: 
	Objective # 1 By December 2015, 15 partner facilities of Northeast Nebraska Public Health District will be educated and put in place at least one written initiative to respond within a 48 hour period to a Class A Bioterrorism event and infectious disease outbreak. 

	Strategy # 1  Complete POD (Point of Dispensing) and Closed POD Mass Dispensing Plans  

	ACTION STEPS
	ACTIVITIES
	RESPONSIBLE ENTITIES
	TIME FRAME
	RESOURCES

	1.1.1  Identify POD and Closed POD partners 


1.1.2 Provide plan orientation materials and education through meetings


1.1.3. Memorandum Of Agreement (MOA) approved and signed


1.1.4 Provide technical assistance and support to PODs and Closed PODs planning process


1.1.5.PODs and Closed PODs send final, approved dispensing plans to NNPHD


	1.1.1  A. Develop list of POD and Closed POD partners 

1.1.2.A Create and email invitations for meetings

1.1.2.B. Write meeting plan

1.1.2.C. Create meeting documents 

1.1.2.D. Hold the meetings

1.1.2.E. Meeting minutes

1.1.2.F. Meeting evaluation
1.1.3.A. Develop MOA

1.1.3.B. Request review and signature of MOA

1.1.3.C Collect and file signed MOAs
1.1.4  A Provide technical assistance as defined on pg. 3 of Closed POD plan template

1.1.4.B  Use standardized technical assistance template
1.1.4.C  Document technical assistance request
1.1.4.D  Draft final technical assistance report
1.1.5  A. Request, review and approval of the POD and Closed POD Dispensing plans

1.1.5.B  File POD and Closed POD Dispensing plans/copies for reference

	1.1.1.A  NNPHD

1.1.2  NNPHD

1.1.3  NNPHD, hospitals, clinics, nursing homes, assisted livings and businesses 
1.1.4  NNPHD

1.1.5  Hospitals, clinics, nursing homes, assisted livings and businesses
	1.1.1  December 2013

1.1.2  December 2013
1.1.3  December 2015
1.1.4  As necessary

1.1.5  December 2015

	· Communication equipment  $

· Orientation materials/office supplies $

· Facility $

· Facilitators $/hr

· Assistants $/hr

· Meals $

· Transportation



	Strategy: #2  Facilities serving Access and Functional Needs Population (AFNP) will develop a written Mass Dispensing Plan 

	ACTION STEPS
	ACTIVITIES
	RESPONSIBLE ENTITIES 
	TIME FRAME
	RESOURCES

	1.2.1  Identify partners serving access and functional needs populations

1.2.2  Provide plan orientation materials and education through meetings


1.2.3  Memorandum Of Agreement (MOA) approved and signed


1.2.4  Provide technical assistance and support during planning process

1.2.5 Facilities submit final, approved Closed POD plan to NNPHD


	1.2.1 .A  Develop a list of partners serving access and functional needs 
1.2.2 A.  Create and email invitations for meetings

1.2.2.B  Write meeting plan

1.2.2.C  Create meeting documents

1.2.2.D  Hold the meetings 

1.2.2.E  Draft meeting minutes

1.2.2.F. Meeting evaluation

1.2.3.A  Develop MOA

1.2.3.B  Request review and signature of MOA

1.2.3.C  Collect and file signed MOAs

1.2.4  A.  Provide technical assistance as defined on pg. 3 of Closed POD plan template

1.2.4.B Develop and use standardized technical assistance template

1.2.4.C Document technical assistance request

1.2.4.D. Develop and draft final technical assistance report
1.2.5.A Request, review and approval of the   Closed POD dispensing plans

1.2.5.B File Closed POD Dispensing Plans copies for reference


	1.2.1  All Focus on Prevention partners

1.2.2  NNPHD

1.2.3  NNPHD/ partners
1.2.4 Facilities serving access and functional needs populations (i.e. developmentally disabled, geographically isolated, etc.)

1.2.5 Facilities serving access and functional needs populations (i.e. develop-mentally disabled, geographically isolated, etc.)
	1.2.1.A   December 2013

1.2.2  As necessary

1.2.3  December 2015
1.2.4  December 2015

1.2.5  December 2015


	· Communication equipment $

· Orientation materials/Office Supplies $

· Facility $

· Facilitators $/hr

· Assistants $/hr

· Meals $

· Transportation $



	Strategy #3  Develop district wide Infection Control Committee (ICC)

	ACTION STEPS
	ACTIVITIES
	RESPONSIBLE ENTITIES 
	TIME FRAME
	RESOURCES

	1.3.1  Identify potential partners for the Infection Control Committee (ICC)

1.3.2  Establish a planning subcommittee


1.3.3 Develop a formal plan for the Infection Control Committee.


1.3.4  Execution of the Infection Control Committee plan


1.3.5 Create Infection Control Committee final report.
	1.3.1.A  Develop list of potential partners
1.3.1.B  Create and email invitations

1.3.2.A  Develop list of subcommittee partners
1.3.2.B  Identify correct contact information
1.3.2.C  Meeting to establish an ICC subcommittee 
1.3.3.A  Write a meeting plan to include meeting times, topic areas, data collection needs, other
1.3.3.B  Hold Meeting
1.3.3.C  Write and distribute meeting minutes/plan
1.3.4.A  Distribution and approval of the Infection Control Committee plan
1.3.4.B  Report of initiatives implemented

1.3.5.A  Collect and analyze information reported 

1.3.5.B  Write a final report
	1.3.1  All Focus on Prevention partners

1.3.2  Focus on Prevention partners

1.3.3  Planning subcommittee

1.3.4  Infection Control Committee members

1.3.5  Infection Control Committee members
	1.3.1  December 2013

1.3.2  May 2014

1.3.3  December 2014

1.3.4  December 2015

1.3.5  December 2015
	· Communication equipment $

· Office Supplies $

· Training Location $

· Facilitators $/hr

· Assistants $/hr

· Meals $

· Transportation $




	OBJECTIVE # 2

By December 2015, 500 individuals in Northeast Nebraska Health District will be served through local Focus on Prevention partners related programs (See Trends and Factors List).  

	Strategy# 1  Provide individuals with information regarding chronic disease prevention and/or mental health condition prevention and/or substance abuse prevention and/or relapse prevention in Spanish and English 

	ACTION STEPS
	ACTIVITIES
	RESPONSIBLE ENTITIES
	TIME FRAME
	RESOURCES

	2.1.1  Identify, create and review health literate information regarding chronic disease prevention and/or mental health condition prevention and/or  substance abuse prevention and/or relapse prevention


2.1.2  Promote materials


2.1.3  Publish and distribute health literate materials

2.1.4  Collect, report and publish data


	2.1.1. A Identify health related documents.  

2.1.1.B  Review, correct and approve selected health literacy documents to be distributed

2.1.2.A  Identify ways to promote materials

2.1.3.A  Develop a plan/SOP for distribution of HL materials

2.1.3.B  Develop form to document number and locations of material distribution
2.1.3.C  Distribute materials
2.1.4.A  Collect, analyses and Publish data; enter into management software
	2.1.1  All Focus on Prevention partners 
2.1.2  All Focus on Prevention partners
2.1.3  All Focus on Prevention partners 
2.1.4  All Focus on Prevention partners 
	2.1.1  Annually

2.1.2  Annually
2.1.3  Annually

2.1.4  Bi-monthly


	· Communication equipment $

· Office Supplies $

· Staff $/hr

· Forms to report data $

· Standard Operation Procedures

· Management Software $

· Facility $



	Strategy #2 Screen individuals for chronic disease and/or mental health condition and/or substance abuse and/or relapse.

	ACTION STEPS
	ACTIVITIES
	RESPONSIBLE ENTITIES
	TIME FRAME
	RESOURCE

	2.2.1 Identify what will be screened.  


2.2.2  Promote materials


2.2.3   Provide screening to district population


2.2.4  Collect and report screening data


2.2.5  Publish results via management software
	2.2.1.A  Meeting to decide list and forms of diseases to be tracked for screening

2.2.1.B  Development and approval of official screening form.

2.2.1.C  Develop and approve the SOP to report the screening 
2.2.2.A  Identify ways to promote materials

2.2.3.A  Develop organizational plans for screening by disease.

2.2.3.B  Perform screenings

2.2.3.C  Develop form and track screenings on screening tracking form

2.2.4  Submit results; follow the SOP

2.2.5  Collect, analyze and publish results via management software
	2.2.1  All Focus on Prevention partners 

2.2.2  All Focus on Prevention partners

2.2.3  All Focus on Prevention partners 

2.2.4  All Focus on Prevention partners 
2.2.5  NNPHD
	2.2.1  Jan 2014
2.2.2  Annually

2.2.3  As necessary

2.2.4  Bi-monthly

2.2.5  December 2015
	· Office Supplies $

· Promotional Materials $

· Facilities $

· Staff $/hr

· Forms to report data $

· Management Software $



	Strategy #3 Educate individuals in chronic disease prevention and/or mental health condition prevention and/or substance abuse prevention and/or relapse prevention in Spanish or English.  

	ACTION STEPS
	ACTIVITIES
	RESPONSIBLE ENTITIES
	TIME FRAME
	RESOURCES

	2.3.1 Identify and/or develop health literate curricula related to chronic disease prevention and/or mental health condition prevention and/or substance abuse prevention and/or relapse prevention.

2.3.2.  Promote materials

2.3.3  Train trainers on identified curricula 


2.3.4  Provide education to health district population using identified curricula


2.3.5  Collect and report class related data


2.3.6  Publish results via management software
	2.3.1.A  Collect curricula produced and used by partners

2.3.1.B  Review and modify as needed 

2.3.1.C  Approve prior to distribution

2.3.2.A  Identify ways to promote materials

2.3.3.A  Write a training plan

2.3.3.B Develop training documents

2.3.3.C Hold training

2.3.3.D Evaluate training 

2.3.4.A  Develop a Plan for educational opportunities
2.3.4.B  Hold the classes

2.3.4.C  Collect evaluation related documents. 

2.3.5.A  Develop and approval of  SOP for reporting activities

2.3.6.A  Collect, analyzed and publish via management software
	2.3.1  All Focus on Prevention partners 

2.3.2  All Focus on Prevention partners 

2.3.3  All Focus on Prevention partners 

2.3.4  All Focus on Prevention partners 

2.3.5  NNPHD


	2.3.1  Annually

2.3.2  Annually

2.3.3  As necessary 

2.3.4  December 2015

2. 3.5  Bi-monthly

2.3.6  December 2015 


	· Office Supplies $

· Promotional Materials $

· Facilities $

· Staff $/hr

· Forms to report data $

· Management Software $

· Transportation $

· Curriculum $




	PRIORITY AREA: Maternal Child Health

	GOAL: Increase the number of healthy families in the NNPHD health district through partnerships and collaboration.


	PERFORMANCE MEASURE (How we will know we are making a difference.)

	Short Term Indicators
	Source
	Frequency

	1.1 By December 2015, provide health literate pre- and interconception health information materials to 1175 people.

Topics of: Multi-vitamins & Folic Acid; Smoking Cessation; Alcohol & Drug Use; Healthy Weight; Contraception; Pre-conception care health services
	NNPHD database
	Quarterly

	1.2 By December 2015, 360 people  will receive health literate pre- and interconception one-on-one or group direct education sessions   
	NNPHD database
	Quarterly

	2.1 By December 2015 has been developed a collaborative partnership resource and referral process to announce initiatives and encourage participation of caregivers.
	NNPHD MCH Impact Team Report
	Quarterly

	2.2 By December 2015 at least 1 parenting initiatives will service caregivers through a variety of delivery methods (i.e. web-based, one-on-one, group, etc.)
	
	Quarterly

	3.1 By December 2015, NNPHC’s MCH Impact team will provide health information materials to women of childbearing age and their multi-generational (potential) support systems on the importance of early and regular prenatal care.
	NNPHD’s MCH Impact team Reports
	Quarterly

	3.2 By December 2015, at least one initiative will work with Community Health Workers (CHW) and Interpreters and Translators (I&T) to assist in a culturally and linguistically appropriate manner with education of women on the importance of early and regular prenatal care.
	NNPHD Data base
	Quarterly

	3.3 By December 2015 the NNPHC will collect data to identify local barriers to early and regular prenatal care.
	NNPHD Data Base
	Quarterly

	Long Term Indicators
	Source
	Frequency

	#1 By December 31, 2015, 1,175 of women and men ages 12 – 45 years living in the Northeast Nebraska Public Health District will receive Preconception and Interconception health information and 360 will receive direct education.
	NNPHC Final Report
	March 2016

	#2 By December 31, 2015, 500 caregivers (parents, grandparents, foster parents, day care providers, etc.) will participate in supportive parenting initiatives. 
	NNPHC Final Report
	March 2016

	#3 By December 31, 2015, increase the number of women living in the NNPHD health district who receive adequate prenatal health care.     

*As measured by the Kotelchuck index which measures adequacy of prenatal care (adequate, inadequate, intermediate) by using a combination of the following factors:  number of prenatal visits, gestation; and trimester prenatal care began
	NNPHC Final Report
	March 2016


Maternal Child Health Improvement Plan:
	Objective # 1 By December 31 2015, 1,175 of women and men ages 12 – 45 years living in the Northeast Nebraska Public Health District will receive preconception and interconception health information and 360 will receive direct education.

	Strategy # 1 Provide health literate pre- and interconception health information materials to include topics of: Multi-vitamins & Folic Acid, Smoking Cessation, Alcohol & Drug Use, Healthy Weight, Contraception, Pre-conception Care Health Services and other pertinent topics that address the Life Course Theory such as Early Elective Deliveries.

	ACTION STEPS
	ACTIVITIES
	RESPONSIBLE
	TIME FRAME
	RESOURCES

	1.1.1 Review possible health information materials 


1.1.2  Identify stakeholders and potential partners to assist with distributing materials 
1.1.3  Distribute materials according to plans

1.1.4  Publish results in management software


	1.1.1.A Collect health  materials  used by partners

1.1.1.B HL review and changes of materials
1.1.1.C Description of final  information materials to be used

1.1.2.A. Research of stakeholders/partners for distribution

1.1.2.B Send a letter to invite partners to participate

1.1.2.C Agreement of participation
1.1.3.A Develop distribution plans

1.1.3.B Develop Standard Operating Procedures (SOP) for reporting results
1.1.3.C Distribution of SOP
1.1.4.A Collect reports

1.1.4.B Consolidate and analyze data 

1.1.4.C Publish results
	1.1.1 Caring Connections Coalition (CCC) Partner Organizations who agree with

1.1.2 CCC Partner Organizations & NNPHD

1.1.3 (CCC) Partner Organizations who agree
1.1.4 NNPHD


	1.1.1 December 2013 and Ongoing

1.1.2 December 2013

1.1.3 March 2014 And Ongoing

1.1.4 Quarterly


	· Health information materials

· NNPHD Health Resource Library

· CCC participants

· CCC Meeting time to brainstorm

· Time to participate in the meetings

· Data collection forms

· Standard operating procedure for how to collect data

· Clearpoint software



	Strategy # 2 Provide health literate pre- and interconception one-to-one or group direct education sessions.  

	ACTION STEPS
	ACTIVITIES
	RESPONSIBLE
	TIME FRAME
	RESOURCES

	1.2.1 Identify curriculum


1.2.2 Identify target groups and partners to deliver the education

1.2.3 Train the trainers


1.2.4 Provide community education sessions 


1.2.5  Publish results via management software

	1.2.1.A CCC  meeting to identify and share curriculum

1.2.1.B.Identificationof  curriculum to be used

1.2.1.C Consensus for curriculum to be used

1.2.2.A  Identify target audience

1.2.2.B  Identify a variety of delivery methods available for the curriculum

1.2.2.C  Identify stakeholders and potential partners

1.2.2.D Survey potential partners for  interest and commitment
1.2.2.E Apply, collect and tabulate surveys
1.2.2.F Agreements to deliver the education

1.2.3.A  Identify trainers

1.2.3.B Provide the training

1.2.3.C Evaluation of the training
1.2.4.A  Identify target audience

1.2.4.B Plan education sessions

1.2.4.C Provide education sessions

1.2.4.D Evaluation of education sessions 

1.2.5.A Collect  

           evaluations 

1.2.5.B Consolidate and analyze data 

1.2.5.C Publish results 
	1.2.1 CCC Partner Organizations who provide the service

1.2.2 CCC Partner Organizations 

1.2.3 CCC Partner Organizations 

1.2.4 CCC Partner Organizations 

1.2.5 NNPHD
	1.2.1 December 2013

1.2.2 March 2014

1.2.3 June 2014

1.2.4  Ongoing

1.2.5 Quarterly within 1 month of receipt of data
	· Available curriculums 

· CCC Meetings

· Place or method for delivery of curriculum

· Survey

· Staff or consultants

· Trainer, curriculum, supportive educational materials (i.e. computers, classrooms, etc.)

· Forms, Pre and Post tests, Satisfaction evaluation

· Clearpoint software


	OBJECTIVE # 2:  By December, 31, 2015, 500 caregivers (parents, grandparents, foster parents, day care providers, etc.) will participate in supportive parenting initiatives. 

	Strategy 1: Develop a collaborative partnership resource and referral process to announce initiatives and encourage participation of caregivers. 

	ACTION STEPS
	ACTIVITIES
	RESPONSIBLE
	TIME FRAME
	RESOURCES

	2.1.1 Identify initiatives, promotional process, and delivery process to be used by partners with initiatives that benefit caregivers 

2.1.2 Develop the caregiver training opportunities directory and referral process


2.1.3 Publish the results of  the resource and referral process 


	2.1.1.A Identify current partner initiatives and resources for caregivers 

2.1.1.B Identify the current process of promotion and referral that partners are using for their initiatives 

2.1.1.C Identify a variety of delivery methods and alternative promotional opportunities available for the partners initiatives

2.1.2.A Develop SOP for referral process between partners

2.1.2.B Develop a generic standardized summary report  to be used to share initiatives

2.1.2.C Report of initiatives  as needed during the CCC meetings

2.1.3.A Collect reports

2.1.3.B Consolidate and analyze data 

2.1.3.C Publish results 
	2.1.1 CCC

2.1.2 CCC Partner Organizations

2.1.3 NNPHD
	2.1.1 December 2013

2.1.2 December 2014

2.1.3 December 2014 and Ongoing
	· CCC participants at the meetings

· Time to participate in the meetings

· Place for meetings

· Facilitator for process development meetings



	Strategy # 2:  Conduct parenting initiatives through a variety of delivery methods (i.e. web-based, one-on-one, group, etc.)

	ACTION STEPS
	ACTIVITIES
	RESPONSIBLE
	TIME FRAME
	RESOURCES

	2.2.1 Identify parenting initiatives and  delivery process used by partners 


2.2.2Develop a referral process for parenting initiatives

2.2.3 Provide the parenting initiative sessions 


2.2.4 Publish the results of the resource and referral process 


	2.2.1.A Identify current partner initiatives and parenting resources (i.e. individual, one-on-one, group, webinar, telehealth, etc.) 

2.2.1.B Identify a variety of delivery methods and alternative promotional opportunities available for the partner’s initiatives(i.e. one-on-one, group, webinar, telehealth, etc.)

2.2.2.A.Develop SOP for referral process between CCC partners

2.2.2.B. Develop a generic standardized summary report  to be used to share initiatives

2.2.2.C. Report of initiatives  as needed during the CCC meetings

2.2.3.A  Identify target audience

2.2.3.B Plan for providing parenting initiatives
2.3.C Provide parenting initiative sessions

2.2.3.D Evaluation of sessions 

2.2.4.A Collect reports

2.2.4.B Consolidate and analyze data 

2.2.4.C Publish results of the process
	2.2.1CCC Partner Organizations who will deliver the service

2.2.2 CCC Partner Organizations 

2.2.3 CCC Partner Organizations 

2.2.4 NNPHD


	2.2.1 December 2013

2.2.2 December 2013

2.2.3 Ongoing

2.2.4Quarterly within 1 month of receipt of data
	· CCC Meeting and brainstorming time

· NNPHD Health Resource Library

· Resource and Referral Process

· Trainer, curriculum, supportive educational materials (i.e. computers, classrooms, etc.)

· Evaluation Tools

· Clearpoint software


	Objective 3: By December 31, 2015, increase the number of women living in the NNPHD health district who receive adequate prenatal health care.*

*As measured by the Kotelchuck index which measures adequacy of prenatal care (adequate, inadequate, intermediate) by using a combination of the following factors:  number of prenatal visits, gestation; and trimester prenatal care began.

	Strategy # 1 Provide health information materials to women of childbearing age and their multi-generational (potential) support systems on the importance of early and regular prenatal care.

	ACTION STEPS
	ACTIVITIES
	RESPONSIBLE 
	TIME FRAME
	RESOURCES

	3.1.1 Review possible health information materials 


3.1.2  Identify stakeholders and potential partners to assist with the process of distribution of materials 


3.1.3  Distribute materials 

3.1.4  Publish results in management software


	3.1.1.A Collect health information materials 

3.1.1.B Health Literacy (HL) and Culturally and Linguistically Appropriate Services(CLAS) review and changes of materials

3.1.1.C Description of final materials to be used

3.1.2 A. Research potential stakeholders/partners to assist with distribution

3.1.2B Request partner participation
3.1.2.C Agreement of partners for distribution of materials
3.1.3.A Identify target audience including the use of multi-generational focus

3.1.3.B Develop distribution plan

3.1.3.C Develop  and distribute SOP for process
3.1.3.D Report of results 

3.1.4.A Collect reports

3.1.4.B Consolidate and analyze data 

3.1.4.C Publish results


	3.1.1 (CCC) Partner Organizations who agree with

3.1.2 CCC Partner Organizations & NNPHD

3.1.3 CCC Partner Organizations who agree with CCC 

3.1.4 NNPHD


	3.1.1 December 2013

3.1.2 December 2013

3.1.3 Ongoing

3.1.4 Quarterly within 1 month of receipt of data
	· Health information materials

· NNPHD Health Resource Library

· CCC participants

· CCC Meeting time to brainstorm

· Time to participate in the meetings

· Data collection forms

· e. Standard operating procedure for how to collect data

· Clear Point software



	Strategy # 2: Work with Community Health Workers (CHW) and Interpreters and Translators (I&T) to assist in a culturally and linguistically appropriate manner with education of women on the importance of early and regular prenatal care.

	ACTION STEPS
	ACTIVITIES
	RESPONSIBLE
	TIME FRAME
	RESOURCES

	3.2.1 Establish a list of  Community Health Workers (CHW) and Interpreters and Translators (I&T) available to the partners in the health district 


3.2.2  Provide HL and CLAS appropriate prenatal care education to women of the health district
	3.2.1.A Collaborate with the NNPHC Access to Care Impact Team to identify available and trained CHW and I&T

3.2.1.B Inform, disseminate or provide list of available and trained CHW and I&T to stakeholders and potential partners 

3.2.2.A Identify educational materials to be used

3.2.2.B Develop education plans

3.2.2.C Education activities according to plans
3.2.2.D Report activities for tabulation

3.2.2.E Publish results in management software
	3.2.1 CCC and NNPHC Access To Care Impact Team

3.2.2 CCC Partners 

3.2.2.E NNPHD
	3.2.1 December 2013

3.2.2 Ongoing

3.2.2.E Quarterly within 1 month of receipt of data
	· CCC Meeting and Brainstorming Time

· CCC Partners

· NNPHC Access To Care Team

· NNPHC Access To Care, Objective #1 Work-products 

· Trained CHW and I&T

· Educational materials

· Compensation for CHW and I&T

· Reporting forms

· Clearpoint software

· Transportation

	Strategy # 3 Collect data to identify local barriers to early and regular prenatal care.

	ACTION STEPS
	ACTIVITIES
	RESPONSIBLE
	TIME FRAME
	RESOURCES

	3.3.1 Research and review available data


3.3.2 Use a unified data collection tool to document barriers to care and actions taken to address the problems
	3.3.1.AContact DHHS to identify available data sets

3.3.1.B Review available data sets 

3.3.1.C Research PRAMS for better understanding

3.3.2.A Review partner organization data sets to identify data already available

3.3.2.B Develop a unified district data collection tool to identify local barriers to adequate care and actions taken to address the problems
3.3.2.C Utilize local data collection tool 
3.3.2.D  Report 
results for tabulation
3.3.2.E Publish results in management software
	3.3.1 NNPHD,  CCC Partner Organizations

3.3.2.A CCC

3.3.2.B CCC Partner Organizations

3.3.2.C CCC Partner Organizations

3.3.2.D NNPHD
	3.3.1 October 2013

3.3.2.ADecember 2013

3.3.2.B December 2013

3.3.2.C  January 2015, Quarterly

 3.3.2.D Quarterly within 1 month after receipt of data
	· Telephone, email

· Compilation of DHHS datasets

· PRAMS background information

· Organizational data collection tools

· CCC Meetings to review data already being collected

· f. CCC Data Collection Tool


	Priority Area: Aging

	Goal: To provide the healthiest environment for the aging population


	PERFORMANCE MEASURE (How we will know we are making a difference)

	Short Term Indicators: (To measure strategies)
	Source
	Frequency

	1.1 Establish a permanent Surveillance Partnership meeting group
	NNPHC 

Aging Impact Team
	December 2015


	1.2 By December 2015, Inform healthcare services specific to the aging population in the Northeast Nebraska Public Health District about Aging Impact groups’ activities/ Process to access Medicare.
	NNPHC Reports

Aging Impact Team


	Quarterly 



	2.1 Facilitate opportunities for eligible adults to utilize the 6 steps of new Medicare enrollees when adults reach Medicare age.
	NNPHD with Input from Partners
	Annually 

	Long Term Indicators (To measure Objectives)
	Source
	Time Line

	# 1 By December 2015, Establish an Aging Surveillance Partnership to analyze the needs of the aging population in Northeast Nebraska Public Health District.  (analyze data, recommendations, suggestions on change)
	NNPHC Final Evaluation
	December 2015

	# 2 By December 2015, increase the proportion of older adults who use the Welcome to Medicare benefit.
	NNPHC Final Evaluation
	December 2015


Access to Care Improvement Plan:

	OBJECTIVE # 1: By December 2015, Establish an Aging Surveillance Partnership to analyze the needs of the aging population in Northeast Nebraska Public Health District.  (analyze data, recommendations, suggestions on change)

	Strategy # 1 Establish a permanent Surveillance Partnership meeting group

	ACTION STEPS
	ACTIVITIES
	RESPONSIBLE 
	TIME FRAME
	RESOURCES

	1.1.1 Plan of Aging Surveillance Partnership meetings.


	1.1.1.A  Develop a time, schedule, agenda,  for meetings; by e-mailing, doodle survey, calling, etc.(monthly, quarterly, annually) 

1.1.1.B Promote participation in the meetings.

1.1.1.C Collect data for services provided/used specific to older adults.  

1.1.1.D Meetings to analyze data and discuss suggestions for change.  

1.1.1.E Publish results in the Clear Point Software


	1.1.1.A Partnership

1.1.1.B Partnership

1.1.1.C Partnership

1.1.1.D  NNPHD/Partnership

1.1.1.E NNPHD
	1.1.A December 2013

1.1.B Previous to every meeting

1.1.C 1.3 Every 6 months until 2015

1.1.D  December 2013

1.1.1.E December 2013
	· Partners Leadership

· Facilities to hold meetings

· Funding for meeting supplies

· Clear Point Software

· Office Supplies

 

	Strategy # 2   Inform healthcare services specific to the aging population in the Northeast Nebraska Public Health District about Aging Impact group’s activities/ Process to access Medicare. 

	1.2.1 Develop and distribute an Aging Directory to district organizations and district population

	1.1.2. A Develop/Distribute a survey for providers in the NNPHD to complete, on services provided.  

1.1.2. B Consolidate surveys returned to determine services that are most important to the aging population.  

1.1.2. C Develop a directory/database specifically for these services.

1.1.2. D Distribute directory to healthcare providers, senior centers, nursing homes, general population. 
	1.1.2.A NNPHD (because we already have a jumpstart on the directory)

1.1.2.B Aging Surveillance Partnership

1.1.2.C NNPHD (because we already have a jumpstart on the directory)

1.1.2.D Partnership
	1.1.2.A December 2013

1.1.2.B December 2014

1.1.2.C June 2014

1.1.2.D December 2015

 
	· Partners Leadership               

· Funding for                          developing surveys and directories




	Objective 2.  By December 2015 increase the proportion of older adults who use the Welcome to Medicare benefit.

	Strategy #1 Facilitate opportunities for eligible adults to utilize the 6 steps of new Medicare enrollees when adults reach Medicare age.

	ACTION STEPS
	ACTIVITIES
	RESPONSIBLE 
	TIME FRAME
	RESOURCES

	2.1.1 Educate adults >65 yrs about the Medicare benefits available to them.
	2.1.1.A Fill out an Initial Enrollment Questionnaire. 
2.1.1.B Fill out an Authorization Form.

2.1.1.C Make a Welcome to Medicare Preventive Visit Appointment for a one-time comprehensive medical exam.

2.1.1.D Sign up for MyMedicare.gov

2.1.1.E. Choose and Join a Medicare Drug Plan (Part D)

2.1.1.F. Download a Copy of “Your Medicare Benefits” for seniors
	2.1.1 Partners: Medical Homes/Providers and agencies provide assistance to older adults.


	2.1.1 As often as needed to individuals reaching age 65.


	·  Medicare enrollment process.

· Assistance for new Medicare enrollees. 

· Staff time
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