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Community Health Action Plan 2015

County: Transylvania                                                                          Period Covered:  2015
Partnership/Health Steering Committee, if applicable:  
Community Health Priority identified in the most recent CHA:  Mental Health
Local Community Objective: Transylvania County is a vibrant, engaged community that supports the physical, emotional, and social well-being of all its residents 
(check one):  __x__ New   _____  Ongoing (addressed in previous Action Plan)
· Baseline Data:  Emergency department visits for affective symptoms, suicide thoughts, and drug or alcohol use / 66 visits per 10,000 population (or 1.4% of all ED visits); NC DETECT, 2015 
· Healthy NC 2020 Objective that most closely aligns with focus area chosen below:  Reduce the rate of mental health-related visits to emergency departments (per 10,000 population)
Population(s) 


I. Describe the local target population that will be impacted by this community objective: In 2015, more than 16% of county residents reported having seven or more days of poor mental health in the past month, (compared to 12% in 2012), and nearly 6% reported being “dissatisfied” or “very dissatisfied” with life. In addition, over 5% of residents reported being unable to get needed mental health care or counseling in the past year. Individuals most at risk for mental illness include those who have a blood relative with a mental illness or have had a previous mental illness, who experience stressful life situations or traumatic experiences (including military combat or assault), have an ongoing medical condition, have had a brain injury, use alcohol or recreational drugs, were abused or neglected as a child, or have few friends or few healthy relationships. Those living in poverty or who have no health insurance may not be able to access care, and those without reliable transportation may deal with social isolation that exacerbates the mental illness and have a barrier to receiving needed care. Even among those who have financial resources, there are few mental health facilities in the county and they are often overworked.
A. Total number of persons in the target population specific to this action plan:  33,000
B. Total number of persons in the target population to be reached by this action plan:  33,000
C. Calculate the impact of this action plan:

(Total # in B divided by total # in A) X 100% =100% of the target population reached by the action plan.)
Healthy North Carolina 2020 Focus Area Addressed:
· Check below the applicable Healthy NC 2020 focus area(s) for this action plan.
For more detailed information and explanation of each focus area, please visit the following websites: http://publichealth.nc.gov/hnc2020/foesummary.htm    AND    http://publichealth.nc.gov/hnc2020/
	 Tobacco Use

 Physical Activity & Nutrition

 FORMCHECKBOX 
 Injury

 Sexually Transmitted Diseases/ Unintended Pregnancy
	 Maternal & Infant Health

 FORMCHECKBOX 
 Substance Abuse

 FORMCHECKBOX 
 Mental Health

 Infectious Disease/Foodborne Illness

 Oral Health
	 Social Determinants  of Health

 Environmental Health

 Chronic Disease
 Cross-cutting


Selection of Strategy/Intervention Table 
· Complete this table for all strategies/interventions that you plan to implement.  

· The local public health department is required to select three of the community health priorities identified in the CHA report and develop action plans for each.  At least two of the three selected community health priorities must be from the 13 Healthy North Carolina 2020 (HNC 2020) focus areas.  Action Plans corresponding to the HNC 2020 focus areas shall include, at a minimum, two new evidence-based strategies (EBS) per Action Plan or expand current EBS to new target populations.  The EBS shall be identified in the Action Plan and shall include a plan for staffing, training, implementation, and monitoring and evaluation for each EBS.  (Insert rows as needed if you choose more than 2 EBS.)  

	Strategy/Intervention(s)
	Strategy/Intervention Goal(s)
	Implementation Venue(s)
	Resources Utilized/Needed for Implementation

	Name of Intervention: 

National Public Health Improvement Initiative – New Mexico Department of Health

Community Strengths/Assets:

· Community interest in addressing mental health and overall well-being
· Collaboration & support in RBA principles from Transylvania Public Health staff and leadership

· Regional source of training and support from WNC Healthy Impact

Result-Based Accountability™ (RBA) is an evidence-based planning, monitoring, evaluation and continuous improvement framework that focuses on results for communities and individuals. RBA is listed as a resource on the Healthy NC Improvement App (IMAPP): http://www.ncimapp.org/resources/6-plan/

	S.M.A.R.T Goals:

· By the end of year 1 (2016), Transylvania Public Health will apply the Results-based Accountability™ (RBA) “Whole Distance Exercise” with the mental health planning team.

· By the end of year 1 (2016), Transylvania Public Health and the C.A.R.E. Coalition will develop, publish, update and promote public access to the Transylvania County e-CHIP via Clear Impact Scorecard™, a web-based software program for internal and external data entry and viewing of population health improvement and program performance accountability reports.

· By the end of year 2 (2017), Transylvania Public Health will build quality and performance improvement competencies by providing two RBA workshops for agency leaders and managers and key community partners. 

· By the end of the year 3 (2018) Transylvania Public Health will identify a minimum of two program and system performance improvement opportunities, apply the RBA Performance Accountability process, and implement and track performance using appropriate data to evaluate and sustain improvement. 


	Target Population(s):

· Mental health planning team members

Venue:

· Transylvania County
	Resources Needed:

· Results-based accountability training for trainers and coaches; workshops for agency leaders, managers, and key community partners.

· Access to Results Scorecard, a web-based software program for internal and external data entry and viewing of population health improvement and program performance accountability reports.




	Name of Intervention: 
Improving Mental Health and Addressing Mental Illness: Collaborative Care for the Management of Depressive Disorders http://www.thecommunityguide.org/mentalhealth/collab-care.html 
Community Strengths/Assets: 

· Community interest in addressing mental health and overall well-being
· Provider buy-in to importance of screening and referrals to mental health providers

· Support from regional LME/MCO

	S.M.A.R.T Goals: 

· By the end of year 1 (2016), educate providers on available community resources for mental health services; update resources on a bi-annual basis

· By the end of year 2 (2017), provide training and support for local primary care providers and ob/gyns (and their staff) to improve routine screening for mental health disorders and referral to treatment
· By the end of year 3 (2018), improve clinical and community support for active patient engagement in treatment goal setting and self-management


	Target Population(s): 

· Primary care and ob/gyn providers in Transylvania County

Venue: 

· Transylvania County medical provider offices

	Resources Needed: 

· Staff time for collaboration with providers

· Provider and support staff time for training

· Training materials

· Financing for printed materials
· Provider payment for additional time spent with patients

	Name of Intervention: 

NC Institute of Medicine’s Patient and Family Engagement: A Partnership for Culture Change http://www.nciom.org/publications/?patient-and-family-engagement 

Community Strengths/Assets: 

· Community interest in addressing mental health and overall well-being

· Support from regional LME/MCO

	S.M.A.R.T Goals: 

· By the end of year 1 (2016), engage local mental health providers to participate in a community forum to educate patients and families on navigating and overcoming challenges in the mental health care system

· By the end of year 1 (2016), produce easy-to-understand printed and electronic resources for patients and families describing available services, how to access them, and when to access them
· By the end of year 3 (2018), update and disseminate resource list on at least a bi-annual basis


	Target Population(s): 

· Community members in Transylvania County

Venue: 

· Transylvania County
	Resources Needed: 

· Staff time to coordinate community forum and create resource guide

· Financing for printed materials and forum costs (minimal) 


Interventions Specifically Addressing Chosen Health Priority (Insert rows as needed.)

	INTERVENTIONS:

SETTING, & TIMEFRAME

	LEVEL OF INTERVENTION CHANGE
	COMMUNITY PARTNERS’

Roles and Responsibilities

	PLAN HOW YOU WILL EVALUATE EFFECTIVENESS

	Intervention:  Results-based Accountability (RBA) approach to collaborative action planning process.

 Completed 
 Ongoing    New   
Setting: Transylvania County
Target population: C.A.R.E. Coalition members

Start Date – End Date (mm/yy): 

4/16 – 12/16

Targets health disparities: 


 Y   N


	 Individual/ Interpersonal Behavior

 Organizational/Policy 

 Environmental 


	Lead Agency: Transylvania Public Health
Role: Convener/Facilitator

 New partner   Established partner

Target population representative: Karen Gorman, C.A.R.E. Coalition Program Director
Role: Expertise


 New partner   Established partner

Partners: WNC Healthy Impact

Role: Support

 Established partner
 New partner  
Include how you’re marketing the intervention: Individual conversations with C.A.R.E. Coalition leadership, members, and other interested community members; RBA 101 trainings for leadership and/or members; integrating RBA basic ideas into regular meetings.

	Expected outcomes: (Is anyone better off?)  
· C.A.R.E. members understand and can articulate the difference between population accountability and performance accountability.

· C.A.R.E. members can talk about their program performance and how it contributes to population indicators.

· C.A.R.E. members use RBA in their own work (programs, agencies, etc.)

· C.A.R.E. members use a results-based monitoring system, such as Results Scorecard™, to track their program performance.

Anticipated barriers: Any potential barriers?   FORMCHECKBOX 
Y N

If yes, explain how intervention will be adapted: 

· This coalition is funded by a federal grant, which has its own evaluation and reporting requirements. RBA is unfamiliar to participants and will take time to become fully integrated.

List anticipated project staff:  Tara Rybka, Health Educator

Does project staff need additional training?   FORMCHECKBOX 
Y  FORMCHECKBOX 
N 

If yes, list training plan: 

· Utilize RBA training and technical assistance available through WNC Healthy Impact.

Quantify what you will do: 
· Attend 1 or more training and/or coaching session(s) with WNC Healthy Impact RBA consultants.
· Introduce RBA basic ideas to C.A.R.E. Coalition members

· Host RBA 101 Training for C.A.R.E. executive board.
· Utilize Clear Impact Scorecard to develop a public e-CHIP and regularly update information.
List how agency will monitor intervention activities and feedback from participants/stakeholders:

· RBA will be monitored in the web-based software platform, Clear Impact Scorecard™. 

· Feedback will be gathered from participants/stakeholders and displayed under Story Behind the Curve for the program/intervention using the RBA approach. 

Evaluation:  
Are you using an existing evaluation? N
Y 
If no, please provide plan for evaluating intervention:  

· Result-Based Accountability™ (RBA) is a planning, monitoring, evaluation and continuous improvement framework that focuses on results for communities and individuals.

· Performance measures for interventions will be identified and regularly monitored to document the quantity, quality and participant impact of the intervention. 
· We will track: 
1. How much did we do?
2. How well did we do it? 
3. Is anyone better off?
Source: http://www.ncimapp.org/resources/6-plan/

	Intervention:  Collaborative Care
 Completed 
 Ongoing    New   
Setting: Transylvania County

Target population: Primary Care Providers, Ob/Gyns, and their support staff
Start Date – End Date (mm/yy): 

10/16 – 12/18
Targets health disparities: 

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N

Individuals with chronic pain or who have suffered trauma are more likely to have mental health and/or substance abuse concerns. Those with mental health concerns are more likely to have substance use disorders.
	 Individual/ Interpersonal Behavior

 Organizational/Policy
 Environmental 


	Lead Agency: Transylvania Public Health

Role: Convener/Facilitator


 New partner   Established partner

Target population representative: 
Blue Ridge Community Health
Role: Health care provider

 New partner   Established partner

Partners: Smoky Mountain LME/MCO
Role: Support and training expertise
 Established partner
 New partner  
Include how you’re marketing the intervention:  
Personal outreach to providers and their support staff. Marketing materials encouraging their participation in training and reminding them of the importance of screening.

	Expected outcomes: 
· Primary care providers, ob/gyns, and/or their support staff will be more knowledgeable about available community resources for mental health services.

· Primary care providers, ob/gyns, and/or their support staff will improve routine screening for mental health disorders and referral to treatment.
· Primary care and ob/gyn practices, as well as other community agencies will begin steps toward adopting a collaborative care model.
Anticipated barriers: Any potential barriers?   FORMCHECKBOX 
Y N

If yes, explain how intervention will be adapted: 

· Primary care physicians may feel that they don’t have time to implement screening tools. They will need training on proper coding to receive payment. Patients may feel stigma about receiving mental health services, so training will include methods to encourage follow-up.
List anticipated project staff:  Tara Rybka, Health Educator

Does project staff need additional training?   FORMCHECKBOX 
Y  FORMCHECKBOX 
N 

If yes, list training plan: 

Quantify what you will do: 

· Provide ongoing training and education to primary care providers, ob/gyns, and support staff on available community resources for mental health services, updated at least twice yearly.

· Provide training and support for local primary care providers, ob/gyns, and their staff to improve routine screening for mental health disorders and referral to treatment.

· Provide tools to primary care and ob/gyn practices to help them implement strategies that will improve clinical and community support for active patient engagement in treatment goal setting and self-management.
List how agency will monitor intervention activities and feedback from participants/stakeholders:

· Screening participation and referrals by providers will be monitored in the web-based software platform, Clear Impact Scorecard™. 

· Feedback will be gathered from participants/ stakeholders and displayed under Story Behind the Curve for the program/intervention using the RBA approach. 

Evaluation:  
Are you using an existing evaluation? N
Y 
If no, please provide plan for evaluating intervention:  

· Result-Based Accountability™ (RBA) is a planning, monitoring, evaluation and continuous improvement framework that focuses on results for communities and individuals.

· Performance measures for interventions will be identified and regularly monitored to document the quantity, quality and participant impact of the intervention. 

· We will track: 

1. How much did we do?

2. How well did we do it? 

3. Is anyone better off?

Source: http://www.ncimapp.org/resources/6-plan/



	Intervention:  
Family and Patient Empowerment to Access Mental Health Services

 Completed 
 Ongoing    New   
Setting: Transylvania County

Target population: Transylvania County Residents

Start Date – End Date (mm/yy): 

10/16 – 12/18

Targets health disparities: 

 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N

Individuals with chronic pain or who have suffered trauma are more likely to have mental health and/or substance abuse concerns. Those with mental health concerns are more likely to have substance use disorders.
	 FORMCHECKBOX 
 Individual/ Interpersonal Behavior

 FORMCHECKBOX 
 Organizational/Policy

 Environmental 


	Lead Agency: Transylvania Public Health

Role: Convener/Facilitator


 New partner   Established partner

Target population representative: 

Blue Ridge Community Health
Role: Health care provider


 New partner   Established partner

Partners: Smoky Mountain LME/MCO

Role: Support and training expertise

 Established partner
 New partner  
Include how you’re marketing the intervention:  

News releases, social media, website, and flyers tailored to the target audience in community locations.

	Expected outcomes: 

· Patients and families will gain more knowledge about the availability of mental health services in Transylvania County. 

· They will feel more comfortable navigating the mental health care system and how to overcome barriers to receiving care.
Anticipated barriers: Any potential barriers?   FORMCHECKBOX 
Y N

If yes, explain how intervention will be adapted: 

· Patients may feel stigma about receiving mental health services, so materials and activities will be sensitive in regard to language and tone and will be promoted by trusted community advocates. Some interested individuals may not have transportation to attend the forum or may need assistance receiving the printed and/or electronic materials; we will work with community agencies and advocates to reduce these barriers.
List anticipated project staff:  Tara Rybka, Health Educator

Does project staff need additional training?   FORMCHECKBOX 
Y  FORMCHECKBOX 
N 

If yes, list training plan: 

Quantify what you will do: 

· Engage local mental health providers to participate in a community forum to educate patients and families on navigating and overcoming challenges in the mental health care system

· Produce easy-to-understand printed and electronic resources for patients and families describing available services, how to access them, and when to access them

· Update and disseminate resource list on at least a bi-annual basis.

List how agency will monitor intervention activities and feedback from participants/stakeholders:

· Resource dissemination will be monitored in the web-based software platform, Clear Impact Scorecard™. 

· Feedback will be gathered from participants/ stakeholders and displayed under Story Behind the Curve for the program/intervention using the RBA approach. 

Evaluation:  
Are you using an existing evaluation? N
Y 
If no, please provide plan for evaluating intervention:  

· Result-Based Accountability™ (RBA) is a planning, monitoring, evaluation and continuous improvement framework that focuses on results for communities and individuals.

· Performance measures for interventions will be identified and regularly monitored to document the quantity, quality and participant impact of the intervention. 

· We will track: 

1. How much did we do?

2. How well did we do it? 

3. Is anyone better off?

Source: http://www.ncimapp.org/resources/6-plan/
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