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PUBLIC HEALTH COUNCIL
Partnering for a
Healthier York County

Vision

We envision a comprehensive, well-coordinated, accessible, and
equitable public health system for all in York County.

Mission

Our mission is to promote, improve, sustain, and advocate for the
delivery of the essential public health services in York County. We strive
to: collaborate, communicate, and advance partnerships at all levels of
the public health system; engage York District partners in public health
planning, assessment, evaluation, and quality improvement.
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York Public Health District

York Public Health District includes York County, the most south western county in Maine. The
district covers 1,271 square miles, with a population of 201,169 (United States Census Bureau,
estimated 2015). The district encompasses 29 cities and towns, with its largest municipalities
being Biddeford, Saco, and Sanford. 52.8% of residents in the district live in areas classified as rural.
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York District Coordinating Council

Our mission is to promote, improve, sustain, and advocate for the
delivery of the essential public health services in York County. We strive
to: collaborate, communicate, and advance partnerships at all levels of
the public health system; engage York District partners in public health
planning, assessment, evaluation, and quality improvement.

Leadership: Executive Committee for 2016 - 2017
Name Leadership Organization
Clay Graybeal Chair University of New England
Sarah Breul Vice Char University of New

England/Coastal Healthy
Communities Coalition

Betsy Kelly State Coordinating Council Southern Maine Health Care
Representative

Jackie Tselikis Member N/A

Ted Trainer Member Kennebunkport Rotary

Meaghan Arzberger Member York County Community Action

Council

Sue Patterson Member York Hospital

Diane Gerry Member York County Shelter Program

Adam Hartwig District Liaison Maine State CDC

Council Members as of 2016 who contributed to this plan

Greg Zinser

Laurie Trenholm

Tessa Mazza

Amber Harrison Gretchen Litchfield Dawn Gray

Donna DeBlois Renee Longarini Barbara Wentworth
Deb Erickson-Irons Kate Meredith Kristen Garvin

Paul Weiss Nik Charov John Leighton
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Maine’s District Public Health Infrastructure

Public Health Districts and District Coordinating Councils

The Public Health Districts were formed in 2008 as part of Maine’s Statewide Public Health
System Development Initiative called for in the 2007 Public Health Work Group
Recommendations (22 MRSA §412). The Tribal Public Health District was established as
Maine’s ninth Public Health District in 2011, with the Act to Amend the Laws Regarding
Public Health Infrastructure (22 MRSA §411). The establishment of the nine Districts was
designed to ensure the effectiveness and efficiency of public health services and resources.

According to Maine law, the Maine Center for Disease Control and Prevention “shall
maintain a district coordinating council for public health (DCC) in each of the nine districts
as resources permit (22 MRSA §412). This is a representative district wide body of local
public health stakeholders working toward collaborative public health planning and
coordination to ensure effectiveness and efficiencies in the public health system.” (22
MRSA §411)

The statutory language further states:
“A district coordinating council for public health shall:

(1) participate as appropriate in district-level activities to help ensure the state public
health system in each district is ready and maintained for accreditation; and

(2) ensure that the essential public health services and resources are provided for in each
district in the most efficient, effective and evidence-based manner possible.” (22 MRSA
§412)

District Public Health Planning Process

The District Public Health Improvement Plan (DPHIP) identifies the individual district’s
public health priorities in order to create a multi-year plan of objectives, strategies, and
outcomes for district action. The DPHIP also informs partners of the district work and is
used to inform the State Health Improvement Plan (SHIP).

The purpose and importance of creating and implementing a DPHIP is based on the ten
essential public health services through assessment, policy development, and assurance.
Through the DPHIP, the DCC is working locally and regionally to meet public health
accreditation and national public health standards through a community-based, multi-
sector partnership to improve the public’s health.
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The Maine CDC is required to create and implement a State Health Improvement Plan
(SHIP), designed to improve the health of all Maine people. The previous versions of the
DPHIPs and SHIP were developed simultaneously, and partially aligned. In 2017, a new
SHIP will be developed. In order to better coordinate health improvement efforts and
resources between the state, districts, and Maine’s people, priorities selected for the
DPHIPs will inform this new SHIP. This is the third York District Public Health
Improvement Plan with previous versions created in 2008 and 2012.

In 2015-2016, a collaborative process called the Shared Health Needs Assessment and
Planning Process (SHNAPP) was created by Maine’s four largest health-care systems -
Central Maine Healthcare, Eastern Maine Healthcare Systems (EMHS), MaineGeneral
Health, MaineHealth - and Maine CDC to integrate public health and health care needs
assessment and community engagement. The SHNAPP serves as a platform for developing
the current DPHIPs.

The graphic below shows the planning process over the past year portraying a four phase
approach—collection of quantitative (health indicator statistics) and qualitative (survey of
professionals and community organizations of field knowledge) data, creating a “Shared
Community Health Needs Assessment (Shared CHNA)” for each district, partnering with
hospitals to facilitate community input, and then creating implementation strategies
(hospital community plans) and district public health improvement plans (public health
districts).

Phases of the SHNAPP Process

- (‘, September

2015

District PH Improvement
lan: June — October 2016

September — November
Implementation 2015
Strategies
March — June

2016

Forums & Sector Meetings
November 2015 — April 2016
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The data in the Shared CHNA (see Appendix 1 for district data summary) provides a
starting point for discussing the health issues that face Maine people. The indicators
chosen for the Shared CHNA cover a broad range of topics, but are not intended to be an
exhaustive analysis of all available data on any single health issue. District-shared CHNAs
can be used to compare a health indicator in the district, in the counties making up the
district, in the State of Maine, and to the national values.

Qualitative data were collected through a statewide stakeholder survey conducted in May
and June 2015 with 1,639 people representing more than 80 organizations and businesses
in Maine. The survey was developed using a collaborative process that included Maine
SHNAPP partners, Market Decisions Research and Hart Consulting, and a number of other
stakeholders and health experts. In York County, a total of 86 stakeholders responded to
the survey.

During 2015-2016, a community engagement process was used to bring the numbers to
life. Thirty-four community forums and fifty-two smaller events with more narrow
audiences such as business leaders, or healthcare providers were held across the state,
with over 3,000 attendees. A selection of the data from the SHNAPP was presented at each
event, and participants discussed their priorities, assets and resources to address the
issues, community needs and barriers, and next steps and solutions. The discussions were
captured by facilitators and recorders and compiled for each district. Summaries from the
community engagement events provided support for the next planning steps.

On September 12, 2016, the York District Coordinating Council met to vote on the top
health priorities for the district. Prior to voting, the Council was presented with
information on the top five health disparities in the district, data from the SHNAPP, and
data from MYIHS to inform the decision making process. Council members were given four
stickers to vote on the priorities that Executive Committee had categorized based on a list
of approved topics from the Maine State CDC. Council members who were not present were
given an electronic survey, and a week to complete their votes. The voting process led to
three final proprities for this plan: Nutrition and Obesity, Oral Health, and Substance Abuse.

York District used the following criteria from the Collective Impact Framework:

» Maximize impact and optimize limited resources: District partners should first
assess existing work being done in the district and determine how best to enhance and
not duplicate these efforts. This criterion also speaks to collaboration across district
partners, bringing the priority home to the specific organization, and leveraging
existing resources.

> Use evidence-based strategies and population-based interventions: Districts
should invest time in doing research on evidence-based strategies used successfully for
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a specific disease area. For example, the Guide to Community Preventive Services
(http://www.thecommunityguide.org/) provides recommendations for best practices
for prevention services by a national task force of subject matter experts at the federal
CDC.

> Best addressed at the district level: In Maine, many community actions are very local.
However, some issues may be better addressed at a district level. The district should
consider whether it can provide a platform for collaboration of non-typical partners; or
be an avenue for policy and environmental change that ismore difficult to achieve at the
local community level.

» Involve multiple sectors: District coordinating councils require active recruitment of
multiple sectors across the public health continuum. Districts need to actively engage
all partners that have the value of health as their mission. Districts should consider
those health issues that can best be addressed by involving multiple sectors.

» Address district health disparities: The district should consider whether they can
reduce health disparities between their district and the state or within their population
by addressing a specific issue. Populations to consider as having potential health
disparities include racial and ethnic minorities, immigrants, migrant farm workers,
lesbian, gay, bisexual, and transgender people, people at low income levels, people with
veteran'’s status, people with lower levels of educational attainment, people with
physical impairments (including deafness, blindness and other physical disabilities),
people with mental impairments (including those with developmental disabilities and
mental illness), people over sixty years old, and youth.

» Strengthen/Assure Accountability: The district should consider whether change can
be meaningfully measured and whether they can hold themselves accountable for
changes in outcomes.

> Focus on Prevention: While some issues may be addressed through treatment in the
health care system, for the Public Health Improvement plans districts should focus on
whether outcomes can be prevented. This may include primary prevention (focus on
the entire population), secondary prevention (focus on those at highest risk), or tertiary
prevention (focus on those with existing conditions). Social determinants of health
(social and physical environmental factors impacting health) should also be considered.

» Data driven: Based on the planned three-year cycle for health improvement plans,
districts should be able to track short-term and long-term changes using data
indicators. Although some data indicators may not change substantially in a short time
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frame, being able to consistently use these data to measure change is important.
However, shorter-term impacts and intermediate outcomes may also provide important
information on determining if specific actions will lead to population health
improvement.

» Community Support: Districts should be aware of the local priorities within the
district, and seek common ground across the community, as well as in different sectors
in the districts. Even when communities within the same county may not necessarily
agree on specific strategies, there may be agreement on what the priorities are.

» Gaps in prevention services: The district should consider if a health issue has not
been adequately addressed across the district or in some parts of the district. An
appropriate discussion on root causes, barriers to services, or gap analysis may be an
appropriate way to address this.
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York District Public Health Improvement Plan
Community Health Improvement Priories

The top public health priority areas chosen by the York District Coordinating Council for
focused district wide community health improvement efforts over the next three years
(2017 - 2019) include:

» Nutrition and Obesity
» Oral Health

» Substance Abuse

The remainder of this plan provides more in-depth information about each of the public
health priority areas listed above and plans for improvement. Through district and
community based workgroups, council partners have identified goals, objectives and
strategies, and will develop detailed work plans to meet their outcomes.
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Implementation Plan Design
Once priority areas were identified, objectives were created and strategies selected.

Objectives are based on the SMART model: Specific, Measureable, Achievable, Realistic or
Relevant, and Time-limited. SMART objectives are used to provide a structured approach to
systematically monitor progress toward a target and to succinctly communicate intended
impact and current progress to stakeholders.

Strategies or action steps were identified and designed to meet the outcomes of the
objective. They may lead to short term impacts or intermediate outcomes that are clearly
linked to the objectives. Not all possible strategies are able to be addressed within the
DPHIP. The DCC considered possible strategies and selected one that met criteria such as
those used in selecting the priority areas:

Does it maximize impact and use of limited resources?

[s it evidence-based?

[s it population-based?

[s it feasible at the district level?

Does it involve multiple sectors and partners?

Does it address district disparities?

Can the DCC hold itself accountable for achieving the impact or outcome?
[s it prevention-focused?

Does the data support the use of the strategy?

[s there adequate community support, or can this be built?
[s there an organization that is willing to take the lead?
Does it fill a gap?

VVVVVVVYVYVYYVYVYVYYVYY
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Priority Area 1: Nutrition and Obesity

Priority: Nutrition and Obesity

Description/Rationale/Criteria: Eating a healthy diet, being physically active and maintaining a healthy
weight are essential for an individual’s overall health. These three factors can help lower the risk of
developing numerous health conditions, including high cholesterol, high blood pressure, heart disease, stroke,
diabetes and cancer. They also can help prevent existing health conditions from worsening over time.
According to the 2015 SHNAPP, high schoolers in York County are eating fewer fruits and vegetables as
compared to the state average, and adult obesity rates in York County are 28.4%

Goal

Objectives

Strategies

District Partners

1. Promote health and
reduce chronic
disease risk through

| the consumption of

healthful diets

1.1 By 2020, increase
fruit and vegetable
consumption for all by
implementing Fruit and
Vegetable Prescription
Program

1.1.A Engage Wholesome
Wave for technical
assistance

1.1.B. Build capacity by
creating partnership
with one large super
market in York County to
accept FVRx vouchers

1.1.C. Build capacity by
engaging health care
providers and
encouraging them to give
FVRx vouchers to
patients

TBD

Increase proportion of
physician office visits
that include education
related to nutrition or
weight by 2020

1.2.A. Providers will
educate patients by
distributing nutrition
education information at
visit, targeting only
dentists and OBGYNs to
broaden Let’s Go
Strategies.

1.2.B Providers will refer
patients to community
based nutrition
resources (SNAP-ED
Classes, WIC workshops,
UMaine: Eat Well
Nutrition Program)

1.3 Increase
participation in WIC by
2020

1.3.A. Collaborate with
WIC to increase
enrollment in program.

1.4 Increase
participation in Market
Bucks by 2020

1.4.A. Participating
health care providers
will include information
on how to use Market
Bucks with their FVRx
vouchers

Aroostook District Coordinating Council DPHIP 2017 - 2019 Approved December 2016

Page 13




Priority Area 2: Oral Health

Priority: Oral Health

Description/Rationale/Criteria: Access to timely, appropriate, high-quality and regular oral health care and
preventive oral health services is a key component of maintaining health. Good access to oral health care can
be limited by financial, structural, and personal barriers. Access to oral health care is affected by location of
and distance to dental clinics, limited number of providers, availability of transportation and the cost of
obtaining the services - including the availability of insurance, the ability to understand and act upon
information regarding services, the cultural competency of oral health care providers and a host of other
characteristics of the system and its clients. According to the 2015 SHNAPP, 51.5% of MaineCare members in
York County under 18 visited the dentist in the past year, compared to the state rate of 55.1%.

Goal

Objectives

Strategies

District Partners

1. Increase availability of
treatment options
available to residents

1.1 By 2020, increase
percent of low income
children and adolescents
in York County who
received any
preventative oral health
or dental services in the
past year to align with
state averages

1.1.A Expand school
based oral health care
partnership with the
University of New
England from one school
to four schools

1.1.B Increase the
number elementary
schools to offer oral
health education at
schools, including
preventative oral health
services, such as dental
screenings, to children
and adolescents

TBD

1.2 Increase awareness
for parents about the
importance of oral health
by 2020

1.2.A. Develop and
implement a
comprehensive public
education/parent
education campaign on
the benefits of good oral
health

1.3 Increase the number
of schools that have oral
health education
included in health
policies that include oral
health screenings to
ensure that all students
have access to at least
one screening per year
by 2020

1.3.A. Conduct gap
analysis to understand
which schools in York
County need
comprehensive oral
health care policies

1.3.B. Work with
PTO/PTA and school
nurses to help schools
develop policies that do
not already have them in
place
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Priority Area 3: Substance Misuse

Priority: Substance Misuse

Description/Rationale/Criteria: Substance misuse and dependence are preventable health risks that lead to
increased medical costs, injuries, related diseases, cancer and even death. Substance misuse also adversely
affects productivity and increases rates of crime and violence. According to the 2015 SHNAPP, in York
County, past-30-day marijuana use for high school students in York county is at 22.7%, as compared with the
state rate of 21.6%. Past 30-day-day marijuana use for adults is at 8.8%. Drug induced mortality rates are
slightly higher in York County than the State rates, similarly with emergency medical service overdose

response rates.

Goal

Objectives

Strategies

District Partners

1. Reduce substance use
rates to protect the
health, safety, and
quality of life for all

1.1 Increase awareness
of available community
resources for prevention,
treatment, and recovery
by 2020

1.1.A. Complete
inventory of existing
community resources
and gap analysis of
community resources
(211, asset map, SAMHS,
etc.)

1.1.B. Increase public
awareness and use of
community resources by
compiling information
and developing an
electronic resource guide

TBD
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Appendices

1. York District 2015-2016 Health Profile: this is a health profile of the
district using a set of quantitative indicators established by the Maine
CDC Data Work Group and gualitative input. The quantitative indicators
come from sources that Maine CDC uses to report disease incidence and
prevalence data, including the Behavioral Risk Factor Surveillance
System, Maine Health Data Organization (hospitalization data), US
Census, and other health surveillance systems. The qualitative
stakeholder input on the first page is a summary of the top five health
issues and top five health factors in the district determined from a
survey instrument that was distributed electronically to partners in
each district.

For more information on Maine’s Public Health Districts, please
visit the Maine CDC website at http://www.maine.gov/dhhs/mecdc/
and choose District Public Health from the menu.

For more information on the Aroostook District Coordinating
Council, please contact Adam Hartwig, District Liaison, at
Adam.Hartwig@maine.gov or Clay Graybeal, Chair, at
cgraybeal@une.edu
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Appendix 1: York District Health Profile 2015-2016

Maine Shared Community Health Needs Assessment
County Summary: 2015

York County

Updat: ictober 2013
Qualitative Stakeholder Input
A survey of 86 health professionals and community stakeholders in York County provided insight into the most
critical health issues and determinants impacting the [wes of those living in the area. According to these

stakeholders, the following five health issues and health factors have the most impact on York County resufting
in poor health outcomes for residents.

Top five health issues

Top five health factors
= Mental health = Poverty
= Drug and alcohol abuse = Transportation
= Obesity = Access to behavioral care/mental health care
= Physical activity and nutrition = Health literacy
= Tobacco use = Housing stability
Maine Shared CHMA Health Indictors York Trend | Maine
Total P_DEHHiDn 2013 199,431 1,328,302 | 319 Ml
PO ion — % ages 0-17 2013 20.1% 19.7% 23.3%
PO ion — % ages 18-64 013 62.6% 52.6% 52.6%
PO ion — % ages 65+ 013 17.3% 17.7% 14.1%
Population — % White 2013 06.3% 95.2% T7.7%
Poy ion — % Black or African American 2013 0.7% 1.4% 13.2%
Py ion — % American Indian and Alaska Native 2013 0.3% 0.7% 12%
PO ion — % Asian 013 1.7% 1.1% 5.3%
Population — % Hispanic 2013 15% 1.4% 17.1%
Py ion — % with a disability 2013 13.8% 15.9% 12.1%
Population densi 013 199.0 43.1 874
Adults living in poverty 2005-2013 95% A 13.56% 15.4%
children |iwing in poverty 2005-2013 11.5% Ma 18.5% 21.6%
High school graduation rate 2013-2014 £0.0% NA B6.5% BL.0%
Median household income H00-2013 | 557,345 | NA | 348453 | 553,046
Percentage of people living in rural areas 2013 52.8% A 56.4% M
Si nt families 2005-2013 30.1% A 34.0% 33.2%
unemployment rate 2012 5.3% NA 5.7% 6.2%
65+ living alone H09-2013 41.1% MA 41.2% 37.7%
Adults who rate their health fair to poor 2011-2013 13.4% 15.5% 16.7%
Adults with 14+ days lost due to poor mental health H011-2013 11.7% 12 4% MNA
Adults with 14+ days lost due to poor physical health 17013 12.2% 13.1% M
Adults with three or more chronic conditions 2011, 2043 27.2% 27.6% M
Life expectancy |Female) 2012 823 NA BLS 812
Life expectancy [Male) 2012 77.8 NA 76.7 76.4
Overall mortality rate par 100,000 papulaticn F005-2013 5839 M J45.8 7319
ACCESE
Adults with a usual primary care provider H011-2013 23.9% B7.7% 76.6%
Individuals who are unable to obtain or defay obtaining
nec I care due to cost H11-2013 11.3% 11.0% 15.3%
|Main|!(:|'eer|m|himt 2015 21.2% NA 27.0% 23.0%
Percent of children ages 0-19 enrolled in MaineCare 2015 33.8% MA 41.8% AE. 0%
Percent uninsured 052013 o.1% MA 10.4% 11.7%
Health Care Quality
mh:;‘mwmmwnﬁhm hospital admission rate per 2011 + 14583 14575
100,000 population
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York Trend | Maing

Asthima crergency deparimant wisits ser 1C,000 pepulation 2005-2011 NA
CCPD diagrosed ) N T YT & 5%
CCPD hospitalizations per 100,000 population 2011 B 1 g 216.3 A
Current asthma (Aduls) i011-2013 11.73% 11.7% 99%
Current 2¢lhma (Yeuth 0-17) 2011-2212 10.2%1 MA 0.1% A
Preumatia emergency desartment rate per 109,000 popalstion 00 7234 - 7188 M
Zagumatia hosoitalizatiors per 100,0C0 populatica 2011
ASortality — all cancers per 102,000 populalian 2007-2011 178.9 NA | 1855 1637
Incidence — all eancers per 100,000 popuiation 2007-2021 5104 | NA 5001 4534
Bladder concaringidence per 100,000 population 2007-2021 311 N 22.3 20.2
Fema ¢ breast cancer mertality per 103,060 populatian 2057-2011 19.0 M 20.0 215
Brrisl o > inci E y ar 100,0

sl r'jmcu late stage incidencs [femalas anly) per 100,000 2037-2011 4e WA 16 2.7
peaulazion
Female breast cancer inidenze per 100,60 pop alalion 2007-2011 132.0 K 126.3 126.:
IMammegrams famal=s age 304 in past lwe years 02 H2.0% N& BZ. 1% o 77.0%
Ce orectal cancer morlality ger 100,000 population 2007-2012 15.8 Ry 16.1 151
Co areclal fale-stope incidence per 100,000 popuiatiar 2007-2011 23.3 Na 224 224
Cu wrectal career incidencs per 100,000 gopulation 20070-2017 A3.6 M 3.5 a2.0
Colorectal screening P 71.9% MA T73.72% MA
Lung zancer martality per 16C,000 gopulation 2007-2311 19.4 MN& 542 6.0
Lung cancer incidence per 10,000 populatiar. 2007-7011 £5.4 M 755 53.6
Nlelanoma incidence per 200,000 population 200320 2728 | MA 22.2 21.3
Pap smears famales ages 21-A5 in past Lhree years 2012 R6.4% MNA 33.0% 75,0%
Prastate cancer merialily per 100,000 population 2007-2011 15.8 MA 221 208
Prastale tancer inticence p2r 100,000 population 2007 2011 1427 MNA 1338 1408
Tobazco-related neop asms, mortality per 10C,000 population 2007-2021 370 M T4 34,3
Tovacco-related reopiasms, incidence per 100,000 popul ation 007 200 959 MNA 319 1.7

Acute myocarelalinfarclion hospilalizat ons pzr 10,000

2000 00z 235 M
population s
Acute myotardialinfarciion mortality per 100,000 poaulation 20062013 NA 322 324
Cholesterol checkad avery flve years 2011, 2312 62.4% 51.0% 706.4%
Carana~y heart disease morlality per 100,000 population 2008-2013 NA 89.8 1026
Hear L [zilure fospity izations per 10,300 peoulation 2010-2012 215 21.9 M
Hypertensicn prevalence 2017, 2023 33.b% 42,84 31.4%
Hlgh cha sstercl 2011, 2023 £1.704 40.3% 38 4%
Hypertersion hosgitalizations per 123,000 sopulation 2011 28.0 M
Stroke hospitalizations per 10,000 papulatisn PRSP 0.4 MNA
Strake martality per 100,000 pagilation FO0R-20013 32.3 M2 35.0 36.2
Dinbeles prevalence (aver Deer told) 20212043 A% .6% u.7%
Pre-diabetes prevalence 20712003 355 £.9% MA
Adults with diabates whe hive eye exam annualy 2021-2013 £7.5% NA 71.2% NA
Adulls wilh diabetes whe have foot exam annual'y 20£1-2013 82.5% MA 83.3% [
Adults with diabates whe hawve had an A1C test twice par yzar 011-2013 H1.9% NA 73.2% A&
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Maine Shared CHNA Health Indicators ' York Trand

vith dlabetes who bav ived far iabeazes
Acults with es who bave raceived farmal diabezes prIeaE
education
; Diabeles L‘mmngncy capartment visiis {zrincipzl disgnoss| per 2011 335.0 M
| 100,000 pooulation
iabet: spitaliz rincipal isl p2 i
Diabe: e.s hospitalizations iprincipal diagnasis) pzr 10,000 aaes 117 MA
population i ]
Cizbetes long-term complicatien hospitalizstiors poi b 59.1 11
Ciatetes mortality (underlying zase] per 166,000 papulation 2009-2013 NA 208 1.2
j Envirérmental Health
Ch ldren with confirmed elevated blood lead levels (% amang 20M9013 228 HA 25% NA
Lhose screened)
20 wi sonfi K 35 1% 7 e
ChilZren with g'nwnhrmed elavazed blood kead levels (% anona 2006-2013 4.5% WA 4.2% M
those screenog)
Homes with prvale wells tested far asensic 2008, 2072 44.5% NA 43.3% XA
Lead scoeening among children age 12-23 months A%-2013 NA 49. 2% NA
Lezd sereening amang chiléren age 24-35 months 2008-2313 &, 27.6% M&
Adults immunized annJal y for influenza 2011 213 AL7% 41.54 N
immurized ! | pae ia | San
::’: I:; imm or pneumacoccal pneumaenia (ages 85 and 20112013 72.8% o 635%
Imfnuuul |za?|cn exemptions amonj kindergarteners for 2015 20% N 37% NA
phi'osophiczl reasans =
i vear-olds with “Serir an | ions"
Ivio-ye; .l olids up to date with “Series of Seven Immunizalions” 4 2015 HA NA 75.0% NA
3-1-3-3-14
Hepalilis A {acute] incidenre per 100,00C populaticn 2011 0,5t hA 0.5 o4
Hepatitis & (acute] incidenc: per 10C,000 pepulation 2124 0.51 NS ns .o
Hepatitls C }acule) insidence par 100,000 pepulation 204 .01 N 23 0.7
Incidence of pasi or gresent hapattis € vitus (HCV) per 166,000 Soik 263 NA 10%1 A
population
Incigence of newly repurled ¢t ronic hagatits B virus |HBY) per
2ma a.ot N, F N
100,800 populatian A 24 &
Lyme disedse incidznee per 120,000 population 2014 134.0 N 105.3 10.5
Pertussis incidence per 100,006 pppulation 014 115 N 41.9 10.3
Tubercu osis Incidence per 160,500 pepulation 1024 1.5% NA 11 3.0
AIDS intidence per 200,000 population 2014 3.01 MA 2.1 8.4
Chiamydia incicaree per 190,000 population 2014 198.8 NAa | 2655 453.2
Ganorrhea ine dence par 100,060 populstion 2014 17.4 NA ira 1058
LIV ircidense per 100,000 pooulation 014 3.0t WA L4 112
HIV/AIDS hospltalizalion rat2 per 10C,000 peoulation 2011 ir.? 214 N
vphilis Inc dence ger 100,000 popu’aticr 2014 1.0t N 16 13,9
Domestic assaults repornts to pelica per 100,000 pepulatian 013 551.0 NA 4130 M
Flrpar death: per 100,000 pepulation 2009 2012 $7 NA Y. 104
Intzatioral self-In ury Youth) 2613 NA N 17.5% M
Litetime rapafnon consanzual sex [among, [ema 5| 2023 N Ny 11.3% MA
Monfalal child ma treatment prer 1,000 population 2013 ) NA 146 9.1
Reported rape par 106,000 popslation 2U13 377 M 27.0 25.2
Suizida cleaths per 100,6C0 popu atlon 2009-2013 17.2 i 15,2 12b
'v'lo'ence.by curenl o former intimate pa‘tners in oest 12 2013 NA A 0.8% A
months {among fernales)
\Violent crime rate per 100,000 gopulatinn 3023 159.0 N 125.0 348
Ahvays wear seathelt (adalls) 23 AR 7% BS.2'%. NA
Always wear seatoell {4 2h School 87 dencs) 2013 62.6% 54. 7%
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Plaine Shared CHNA Health Indicators
Traurnetic brain injury ralated emergenry department vislts {al
intents) per 10.C0C population

Unirtentisnal ane undetzrmined intent solsoning dezths per
100,000 population

2005 22

York

Trend

Maine

111

Unintentlena fall relsled deaths oer 100,660 population

20052313

| Unintenticna fall relaled injury emerger oy departmant wisits per
| 10,000 populatier

2011

Urnintentional motor vehizle traffic crash related deaths per
populaticn
Occupatianal Healts
Deaths from work-relaled injuries inumber})

=3
1=
=
=
a3

2003-2013

203

68

©0 | 4585

Nonfatal ozcupational injurics (number 13 271.0 13,2050 &
1 Adults who have evar had znilety 2011-2013 19,2% 19.a% M
Adults who Aave ever had depression 2001-30013 22.1% 23.5% 1. 7%
Adults with curenl svieplomns of deprassion 202073 Y 1% 10.N% M&
Acul s qurently recanving cutpatieat mental health treatment 011-2013 EN% 17 7% N
Co-rrortidisy “or pessons witt mental illiness 2011, 213 36.15% 35.2% N
tal 1zalth emergency ILINC 00
Mental 123 rgency depgriment ratas gar 100,01 2941 1,972.1 i
opulat on
Sad/hopeless for two weeks ina row {High Scaool Students) 2003 25.1% 24.3% 29.9%
Serivusly considerad suiclda (Kigh Schoo! Students) 2013 15.7% 14.6% 17.0%
Fuwer lh.r.n two hours cambined screen lime (High Schoa 013 N NA 23.9% NA
Stadents)
Frait and vegetable carsamption (High School Students) 2013 |25 NN 16.8% N
Z:.\I{ |Il consum ption anong Adults 184 (less lhan one serving per 2013 3125 NA 3.0 20,29
M2t phyzical acvity sesomme tdaticns [AdLlts) 2003 53.2% - 53.4% 50,85
Physizal activity for at least 20 winuley por cay on five of the 2 -
| PR pILES 42 NA el ) 7.
| pist seven days (High Schac! Students) ol bl
{ dentary Fleslyle = no leisure-t s
! Seden ..y frs.l/lx. ne leisure-tme phys cal acthity in gast 2911-2063 20.7% 22.4% 25 3%
manth {adults)
Sodafsoorts drink consumnption [High Scheol Stucants) M3 28.5% NS 26.2% 27.0%
regetab e o ion : t - (i35 L
vegetab & cansumstion among Adults 18- (2ss than ane serving 2013 16 7% A 17.9% 3708
per day)
DEssity |Adulls) 2013 28.4% 28.9% 204%
Okesily 1Hipk Schocl Students) 2073 11.6% 12.7% 13.7%
Que-weipht (Adults) 2013 35, 7% b.0% 35.4%
Querweight (1 zh School Students, 2013 16.3% 15.0% 16.6%
Children with special hea'th care necds 200412010 NA NA 23.6% 19.8%
Infant dzaths per 1,000 L births 2003-2012 53 N 6.0 .0
ive births for s sty receved ¢
Live births far wealch the motsor receved carly and adequata 20102012 a7 A S6.4% .
pranatal care
Livz births t2 15-19 year alds per 1,000 pcpulation 2010-2012 41 M 20.5 26,5
Low birth weight [<2500 arams) 2010-2012 b.2% A G b 8.0%
Alczhol-induced mortalily per 100,000 populazion Z009-2023 6.9 & KU R.?
B nge drinking i ulooboliz baverages (High Schoal Studsents) 2z 15.1% 14.8% 20.8%
Binaa dritking of zlcaralic beveragus [Adults| 2011-2013 18.3% 17 43 16.8%
Chronle heavy drinking (Adults) 2011-2013 8.5% T.3% 6, 2%
:'I;;l:;aff!-ﬂed Daoy relerals received &2 a percentage of all e 503 Sl A 7.8% win
2eug-indured marlality ser 100,000 pepulaticn 2005-2213 13.2 MA 12.4 i46
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Maine Shared CHRA Haalth Indicators

York Trend | Maine

Cmergency nedice| service overdose rasponse per 100,000 J01¢
opulaliun !
Oplate poisaning (ED wisits! per 103,000 population 2005-71.1 26,5 25.1 MNA
Opidle voisoning thospitslizations) per 100,000 population U201 15.2 A
[*ast-30-day alcehol use (High Scheo! Students) 2013 25.03 3495
Past-30-day Inhalant use [High Sthoo! Students) 2011 3.2% Ma
Past-30-day marijuana vse (Adults, 2091 2013 6.2% MNA
Pa<t 30-day marijuana use (High School Studeals) 203 21.6% 23.4%
| Pazt-20-Cay ronmedical us2 of prescription crugs (Adult) 2011-2013 N 1.1% N
1 > : ~ s .
| E’as‘-io-c.a',' nonmedical usa of prescription drygs (High Schoc! ot £6% NA
Studlents)
2easeriolion Monior 18 icid ; 3
Y Moniioring Profram opicid arescr ptlons [days 20142008 NA 68 NA
supply/zop)
Subslance abuse hosoital admissicns per 100,000 populalisn 2011 2161 3281 MN&
Current smoking (Adulls) 2001-2013 | #DA% % 0% |
| Current smoking |High Szhool Students) - 2013 2.4% 12.9% 15.7%
Current tobacco use (High Schael Students) 20E 5% MA, 18.2% 22.4%
Secanghznd smeke expasu‘r (Youlh] 2013 JE3H 38.3% M,

W tndicates county is significontly better than stals average fusing v 55% Lonjidence fovel,
[ indicates county is significontly virse ihun slale overage fusing o 95% confidence levell
= Indicates ¢ positive frend over Lirme vl (he coun ly 'evel fusing o 85% confidence level)

- ndicates & negolive Lead over ime 20 1he county level fusing @ 95% canfldence leval)

* Resvils oy be stalisticolly vareligbie due te small RUMErItor, Lse caution when inteireling.

WA = No vals praiable

Aroostook District Coordinating Council DPHIP 2017 - 2019 Approved December 2016 Page 21



