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          Community Health Action Plan 2016
County: Haywood                                                                          Period Covered:  2015-2018
Partnership/Health Steering Committee, if applicable:  Healthy Haywood
Community Health Priority identified in the most recent CHA: Physical Activity and Nutrition 
Local Community Objective:  (Working description/name of community objective) Decrease the adult overweight and obesity rate in Haywood County to 62%.   
(check one):   FORMTEXT 

      New   X  Ongoing (addressed in previous Action Plan)
· Baseline Data: (State measure/numerical value.  Include date and source of current information): Overweight and obesity rate: 61.4% (Source: 2012 Haywood County Community Health Assessment; data collected by Professional Research Consultants).   
· For continuing objective provide the updated information: (State measure/numerical value.  Include date and source of current information):  Obesity rate: 64.8% (Source: 2015 Haywood County Community Health Assessment; data collected by Professional Research Consultants).  
· Healthy NC 2020 Objective that most closely aligns with focus area chosen below:  Increase the percentage of high school students who are neither overweight nor obese.  
Population(s) 


I. Describe the local target population that will be impacted by this community objective: Income is one of the greatest disparities affecting overweight and obesity rates.  During the 2015 CHA, nearly 17% of adults stated that they have trouble accessing fresh produce at an affordable price.  The geography of the county is also a factor.  Residents spend significant time sitting, as they often drive great distances for employment or daily tasks.  As stated by Kelly Teague: ‘’The mountainous terrain requires 93.3% of residents to use a motor vehicle for transportation with an average drive to work of 22.4 minutes (NC Access).  Only 1.6% walk and 4.6% never leave their home.  Many residents must drive a minimum of ten minutes to reach a store…Due to the many high mountain ranges, travel in the county can take a great deal of time.  To drive from the NW most part of the county through the curvy roads to the SE most part of the county is only 62 miles, but the travel time is over an hour and fifty minutes (2015 North Carolina Coaltion Initiative Community Assessment). 
A. Total number of persons in the target population specific to this action plan:  31,656 (number of Haywood County adults who are overweight or obese)  
B. Total number of persons in the target population to be reached by this action plan:  140 (adults directly participating in evidence-based programs) 
C. Calculate the impact of this action plan:

(Total # in B divided by total # in A) X 100% =0.004 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

 FORMCHECKBOX 
 Physical Activity & Nutrition

 Injury

 Sexually Transmitted

Diseases/Unintended

Pregnancy
	Maternal & Infant Health

 Substance Abuse

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.  

· At least two of the three selected community health priorities must be from the 13 Healthy North Carolina 2020 (HNC 2020) focus areas.  For these 2 priorities, there must be 2 evidence based strategies (EBS) for each action plan.  (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:

   Faithful Families Eating Smart and 
      Moving More (FFESMM)
 

Source:

http://www.faithfulfamiliesesmm.org
 

Community Strengths/Assets:

         Haywood County Health and Human Services Agency 
         Local Churches, Religious and Non-Religious Organizations


	S.M.A.R.T Goals:

After completing the program 75% of participants will set SMART goals related to healthy eating and physical activity.

 

50% of participants will exercise 3 or more times per week for 30 minutes.

 

50% of participants will increase consumption of non-starchy vegetables.
	Target Population:

Adults involved in faith-based organizations
 

Venue:

Local Churches & Organizations


	Resources Needed:

Time - Fewer than 12 months
Implementation of this intervention takes fewer than 12 months
 
Difficulty - Moderately Challenging
Either involves multiple organizations or disciplines OR requires a substantial change in population behavior and/or organizational or community culture.
 
Cost
No excessive costs. In addition to the cost of implementing the intervention, investment of personnel, training, and/or technology is needed in ONE program area.



	Strategy/Intervention(s)


	Strategy/Intervention Goal(s)


	Implementation Venue(s)


	Resources Utilized/Needed for Implementation



	Name of Intervention: 
National Diabetes Prevention Program
Community Strengths/Assets:
· External funding source (CDC)
· Diabetes Training and Technical Assistance Center (DTTAC) at Emory University
· MountainWise regional technical assistance & marketing/promotion support for PH Region 1
· Local healthcare providers
Source:  
DPP is listed as an EBS on the Healthy NC Improvement App (IMAPP):  https://www.ncimapp.org/tool/#detail/37c6f231-cee5-e311-8258-782bcb63d3c5
	S.M.A.R.T Goals:
· By the end of the program, participants will lose an average of 5% to 7% of their body weight (or 10 to 14 pounds for a 200 pound person) by reducing fat and calories.
· By the end of the program, all participants will be physically active for 150 minutes per week.
· By the end of the program, lifestyle changes developed during the program will reduce the risk of developing type 2 diabetes by 58% in participants with prediabetes.

	Target Population(s):
· Population at risk for developing type 2 diabetes.
Venue:
Community, Healthcare, Workplace, Health Department or Faith-based 


	Resources Needed:
· Training for lifestyle coaches:
· DTTAC (2-day in-person training at various locations across the country or on-site trainings at the center). 
· Online training through State of Wellness. 
· Other training opportunities listed here: https://www.cdc.gov/diabetes/prevention/lifestyle-program/staffing-training.html
· Training cost is approx. $670-$750 per person.
· Special Equipment needed: 
· Ensure physical activity equipment safety & maintenance if physical activity is offered by the organization
· Ensure data privacy
· Supplies (scale, journals, training manuals & handouts related to  sessions)
Participant incentives


	Evidence Based Strategies Used with Like Population(s)
(Include source)
	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:
· External funding source (CDC)
· Collaboration & support from the University of New Mexico School of Medicine Public Health Program
· Collaboration & support from the New Mexico Public Health Training Center
Source:  http://www.cdc.gov/stltpublichealth/nphii/newmexico/
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 4 (2013) the New Mexico Department of Health will apply Results-based Accountability™ to improve health and agency business process and to improve performance and quality of internal and external services.
· By the end of year 3 (2012) the New Mexico Department of Health will build quality and performance improvement competencies by providing two Results-based Accountability™ (RBA ) trainings for trainers and coaches and workshops for agency leaders and managers and key community partners. 
· By the end of the year 3 (2012) the New Mexico Department of 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. 
· By the end of year 3 (2012) the New Mexico Department of Health will develop, publish, update and promote public access to the New Mexico Results Scorecard™, a web-based software program for internal and external data entry and viewing of population health improvement and program performance accountability reports.

	Target Population(s):
· Agency – New Mexico Department of Health
· Population of New Mexico (2.087 Million)
Venue:
New Mexico Department of Health
	Resources Needed:
· Results-based accountability training for trainers, coaches, workshops for agency leaders and 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.



	INTERVENTIONS:

SETTING, & TIMEFRAME

	LEVEL OF INTERVENTION CHANGE
	COMMUNITY PARTNERS’

Roles and Responsibilities

	PLAN HOW YOU WILL EVALUATE EFFECTIVENESS

	Intervention:  Faithful Families Eating Smart and Moving More 
 FORMCHECKBOX 
 New   Completed 
 Ongoing   
Setting: Local church or other faith-based organization
Target population: Congregration members or clients 
New Target Population:  FORMCHECKBOX 
Y  N
Start Date – End Date (mm/yy):  02/16-5/18
Targets health disparities:  FORMCHECKBOX 
Y  N

	 FORMCHECKBOX 
Individual/Interpersonal                   Behavior

 FORMCHECKBOX 
Organizational/Policy 

 FORMCHECKBOX 
Environmental Change 


	Lead Agency: Haywood County Health and Human Services Agency
Role: Course facilitation, church recruitment 
New partner  

 FORMCHECKBOX 
Established partner

Target population representative: Church lay leader 

Role:  Communication with church staff and members; possible facilitation of some lessons.  
 FORMCHECKBOX 
New partner 

Established partner

Partners: MountainWise
Role:  Supplies, marketing assistance 
New partner

 FORMCHECKBOX 
Established partner

How you market the intervention: Newspaper, flyers, social media, e-mail, verbal communication  


	Expected outcomes:  After completing the program, 75% of participants will set SMART goals related to healthy eating and physical activity.  
50% of participants will exercise 3 or more times per week for 30 minutes.  

50% of participants will increase consumption of non-starchy vegetables.  
Anticipated barriers: Any potential barriers?   FORMCHECKBOX 
Y N

If yes, explain how intervention will be adapted: We will develop a mutual plan with the lay leader for their involvement.  This will allow them to determine their level of involvement and limit becoming overwhelmed.  An interest meeting will be held for potential course members at the church.  The meeting will help members to be fully informed when they register for the class.  
List anticipated intervention team members:  Megan Hauser, Anita Wilkins, Nan Kramer 
Do intervention team members need additional training?  
 FORMCHECKBOX 
Y N 

If yes, list training plan: Anita Wilkins will complete Faithful Families training online, allowing her to serve as a substitute instructor.  
Quantify what you will do: A minimum of 2 Faithful Families courses will be taught by spring 2018.  At least 20 individuals will complete this course.  
List how agency will monitor intervention activities and feedback from participants/stakeholders:  Participants will complete a program evaluation after lessons are completed.  
Evaluation:  
Please provide plan for evaluating intervention:  Prior to implementation, an entry form and faith community assessment will be completed.  An exit form will be completed at the conclusion of the program.  



	INTERVENTIONS:

SETTING, & TIMEFRAME

	LEVEL OF INTERVENTION CHANGE
	COMMUNITY PARTNERS’

Roles and Responsibilities

	PLAN HOW YOU WILL EVALUATE EFFECTIVENESS

	Intervention:  National Diabetes Prevention Program 

 New    Ongoing   Completed 

Setting: Local health department and senior resource center
Target population: Individuals in Haywood County at risk for developing type 2 diabetes with a priority placed on vulnerable populations.   
New Target Population: 
Y  N
Start Date – End Date (mm/yy):  10/16-5/18 
Targets health disparities:  FORMCHECKBOX 
Y  N

	 FORMCHECKBOX 
Individual/Interpersonal                   Behavior

Organizational/Policy 

Environmental Change 


	Lead Agency: Haywood County Health and Human Services Agency 
Role: Course facilitaiton
 FORMCHECKBOX 
New partner  

Established partner

Target population representative: MountainWise

Role:  Supplies and materials 
New partner 

 FORMCHECKBOX 
Established partner

Partners: Haywood Senior Resource Center
Role:  Course facilitation 
New partner

 FORMCHECKBOX 
Established partner

How you market the intervention: Newspaper, flyers, social media, verbal announcements, e-mail 

	Expected outcomes:  75% of participants will lose an average of 7% of their body weight.  
Anticipated barriers: Any potential barriers?   FORMCHECKBOX 
Y N

If yes, explain how intervention will be adapted: 

Staff will meet with potential class members to fully explain the class.  This approach is anticipated to help with retention.  
List anticipated intervention team members:  Megan Hauser, Anita Wilkins, Michelle Claytor 
Do intervention team members need additional training?  

Y N 

If yes, list training plan:      
Quantify what you will do: 50 individuals will complete the program.  
List how agency will monitor intervention activities and feedback from participants/stakeholders:  Haywood County Health and Human Services and the Haywood Senior Resource Center will align collection methodology with MountainWise once their method is developed.  
Evaluation:  
Please provide plan for evaluating intervention:  Staff will assess if participants have reached 7% weight loss and are regularly exercising for 150 minutes per week.  These are the two goals that the curriculum outlines for the Diabetes Prevention Program.  


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 
 FORMCHECKBOX 
 New   Completed 
 Ongoing   
Setting: Haywood County Health and Human Services Agency
Target population: Healthy Haywood Members 
New Target Population: 
Y  N
Start Date – End Date (mm/yy):  03/17-10/17
Targets health disparities: 
Y  N

	Individual/Interpersonal                   Behavior

 FORMCHECKBOX 
Organizational/Policy 

Environmental Change 


	Lead Agency: Haywood County Health and Human Services Agency 
Role: Convener/facilitator
New partner  

 FORMCHECKBOX 
Established partner

Target population representative: Megan Hauser 

Role:  Facilitator 
New partner 

 FORMCHECKBOX 
Established partner

Partners: WNC Healthy Impact 
Role:  Support 
New partner

 FORMCHECKBOX 
Established partner

How you market the intervention: Individual conversations with Healthy Haywood leadership and/or members; integrating  RBA basic ideas into regular meetings.  

	Expected outcomes:  Healthy Haywood members understand and can articulate the difference between population accountability and performance accountability.  Healthy Haywood members can calk about their program performance and how it contributes to population indicators.  Healthy Haywood members use RBA in their own work (programs, agencies, etc).  Healthy Haywood 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: 

Assistance will be sought from WNC Healthy Impact to help communicate the use of this strategy to members.  
List anticipated intervention team members:  Megan Hauser, Anita Wilkins, Nancy Bauman 
Do intervention team members need additional training?  
 FORMCHECKBOX 
Y N 

If yes, list training plan: Training will be provided by WNC Healthy Impact at Healthy Haywood meetings.  
Quantify what you will do: Attend 1 or more training and/or coaching sessions with WNC Healthy Impact RBA consultants.  Introduce RBA basic ideas to our Healthy Haywood team.  Utilize Results Scorecard to develop a publicly available e-CHIP.  50% of regular coalition members will be exposed to RBA basic ideas.  5 key stakeholders will participate in a Whole Distance Exercise.  
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 via an annual ‘’Collaborative Group Member Survey’’ and will be displayed under Story Behind the Curve for the program/intervention using the RA approach.  
Evaluation:  
Please provide plan for evaluating intervention:  Haywood County Health and Human Services Agency plans on using Results-Based Accountability ™, a planning, monitoring, evaluation and continuous improvement framework that focuses on results for communities and individuals.  
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