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MEETING GOALS

• Peer-to-peer learning that allows IDN Administrative Lead staff and 
stakeholders  to engage as peers in facilitated discussions related 
to targeted interventions, best practices, successes, and 
challenges related to statewide and community projects. 

• Ensure awareness related to action items from prior meetings.

• Provide IDNs the opportunity to share their implementation 
activities and results to spread promising practices and mitigate 
detected challenges. 

• Maintain bi-directional communication related to the learning 
collaborative meeting process and content.

• Ensure awareness related to technical assistance materials 
developed and available to support IDN staff and discuss 
outstanding needs for assistance. 
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AGENDA

• Action Item Follow-up

• All Partner Quarterly LC Meeting Debrief

• Level Setting

• Presentation and Discussion – Public Health

• July Meeting Topic Discussion

• Technical Assistance Update

• Next Steps
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ACTION ITEM FOLLOW-UP



5

ACTION ITEMS

• Training request related to Medicaid county funding be 
conducted by Department of Health and Human Services 
(DHHS).

• Identify July meeting topic and future meeting topics and 
structure.
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ALL PARTNER QUARTERLY LC 
MEETING DEBRIEF
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TOTAL ATTENDANCE

Presenter
Presentation Notes
Decline in attendance for Q2; however, continues to be above Q3 and Q4 of 2017.
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IDN ATTENDANCE
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SURVEY RESULTS

Presenter
Presentation Notes
Weighted average is consistent with prior event, and included slightly more responses. 
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SURVEY RESULTS
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SURVEY RESULTS
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2018 ALL PARTNER LC PLANNING 
STATUS 

Date Topic
August 1, Wednesday morning 
(Back-up date August 2, Thursday)

Metrics, Data Validation, Performance 
Measures, APM Update, QI

November 14, Wednesday afternoon 
(Back-up date November 13, Tuesday)

Sustainability
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LEVEL SETTING



14

B1 MEETING PURPOSE & FORMAT

• MSLC All IDN Lead Learning Collaborative meetings began 
in August 2017 and are held monthly.

• Purpose of these meetings is for peer-to-peer learning that 
allows IDNs to engage as peers in facilitated discussions 
related to targeted interventions, best practices, successes, 
and challenges related to B1 project. 

• Meeting expanded to include a larger group of stakeholders; 
however, purpose continues to be peer-to-peer learning.

• Attendance may change over time, depending on topics 
identified for discussion.
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PRESENTATION AND DISCUSSION –
PUBLIC HEALTH



New Hampshire Department of Health and Human Services
Division of Public Health Services

Bureau of Population Health and Community Services 
Integrated Delivery Network Leadership Meeting

June 1, 2018 



Use data and targeted resources to promote 
optimal growth and development; improve health 
across the age continuum; and to reduce 
inequities in the burden of chronic disease and 
other health conditions among all New Hampshire 
residents. 

Presenter
Presentation Notes
The BPHCHS includes activities that administer grants to community-based agencies for medical and preventive health services, establish policy, provide technical assistance and education, and carry out quality assurance activities in its programmatic areas of expertise.



WHAT WE DO
• Provide leadership and technical 

assistance
• Monitor health conditions and risk factors
• Conduct and translate research and 

evaluation  to enhance prevention
• Engage in health communication
• Develop public health policies
• Implement prevention strategies

WHERE WE DO IT
• Communities
• Homes and Workplaces
• Schools and Childcare
• Healthcare Organizations 

WHO WE WORK WITH
• Federal, Regional and Local Governments
• Health Systems
• Community Organizations and Coalitions

WHY WE DO IT
• Healthier behaviors and environments
• Improved quality of life
• Increased life expectancy and productivity
• Higher value health care
• Greater health equity

WHAT WE ACHIEVE
• Healthier communities and population

Adapted from Framework from CDC-National Chronic Disease Prevention and Health 
Promotion Center and Whitney Hammond NH DPHS  



• Chronic Disease Prevention and Screening 

• Maternal and Child Health

• Nutrition Services 

• Tobacco Prevention and Cessation 



Presenter
Presentation Notes
To help people and communities prevent chronic diseases and promote health and wellness for all. Cancer DiabetesNutrition and Physical ActivityObesityOral HealthHeart Disease and Stroke Karen Craver, epidemiologist 



EPIDEMIOLOGY AND SURVEILLANCE
Provide data and conduct research to guide, prioritize, deliver, 
and monitor programs and population health.

ENVIRONMENTAL APPROACHES
Make healthy behaviors easier and more convenient for more 
people.

HEALTH CARE SYSTEM INTERVENTIONS
Improve delivery and use of high value clinical services to 
prevent disease, detect diseases early. And manage risk factors.

COMMUNITY-CLINICAL LINKS
Ensure that people with or at risk of chronic diseases have 
access to quality community resources to best manage their 
conditions



• Provide data and conduct evaluation to guide, 
prioritize, deliver and monitor programs and 
population health
• Track chronic diseases and related risk factors
• Collect new data and utilize existing data for 

surveillance
• Share data through briefs, burden reports-NH 

Health WISDOM
• Complete evaluation of grant activities

Presenter
Presentation Notes
Operate the NH State Cancer RegistryWorking with UNH to use All-Payer Claims data to identify small area variation in preventive care and chronic diseasesPre-diabetes data brief, HPV-related cancers in NH, ECE survey, School Nutrition and Physical Activity Survey, Third Grade SurveyCost-modeling on obesity prevention strategies including impact on costs and burdenProvide IDNs with specific data related to your service area and target populationConduct surveys of your population, provide TA on use of EHR to identify and manage chronic conditions, use claims data for cost infoCreate customized reports for you IDNProvide training and TA related to evaluation



• Make healthy behaviors easier and more 
convenient for more people
• Early Childcare Education Physical Activity and 

Nutrition Guidelines
• Food service guidelines and physical activity 

strategies in schools and municipalities
• Community design and planning to encourage active 

transportation
• Supporting breastfeeding

Presenter
Presentation Notes
Go NAPSACC in Early Childcare SettingsSmarterSnacks, waterjets, and classroom bikesWork with NH HEAL to connect ECEs, schools and worksites with active transportation and parksWorked with Harvard TH Chan School of Public Health to develop a cost-model related to childhood obesity including a sugary beverage taxFunding Keene State College to work with employers to meet compliance with federal regulation for breastfeedingSupport ECEs in your IDN to implement nutrition and physical activity changes to improve the health of children and familiesWork with schools and municipalities in your IDN to implement food service guidelines and to promote physical activityWork with communities in your IDN to help develop community plans that prioritize active transportationProvide information related to these strategies and potential revenue that could be developedProvide resources and technical assistance to key employers who may employ members of the IDN



• Improve delivery and use of quality clinical services to 
prevent disease, detect diseases early, and manage risk 
factors
• Coverage for preventive services through insurance or free 

program
• Increase use of health information technology and tools
• Involve broader range of health professional in care 

including CHWs and Pharmacists
• Workforce development related to cross-training on chronic 

diseases and related risk factor and target populations
• Increase measurement of quality and reporting of successes

Presenter
Presentation Notes
Let No Woman Be Overlooked Program provides free patient navigation services from initial mammogram through enrollment in treatment if neededPay for bi-directional/ closed loop referral functionality, assist with develop of disease registries, provider feedback and remindersSupport the Statewide CHW Coalition around development of certification and sustainable financingWorking with pharmacists on providing Diabetes Self ManagementWorking with IDN #4 to provide cross-training on diabetes management for people with behavioral health issuesProvide training and technical assistance to FQHCs through CHAN to improve HTN detection and control and diabetes screening and controlProvide navigation for women who may face barriers to accessing their routine pap test or mammogram.Provide funding and technical assistance for use of the EHR to identify undiagnosed HTN, prediabetes, overdue for cancer screening etc.Work to facilitate partnerships with pharmacists in provision of chronic disease support for people with behavioral health diagnosi.Coordinate training related to common needs among the IDNs related to chronic diseases and risk factorsProvide assistance for quality measurement and improvement related to chronic diseases and risk factors.



• Ensure that people with or at high risk of chronic 
diseases have access to quality community resources 
to best manage their conditions
• Promote and connect clinics with community programs
• Provide equipment to implement community-based health 

monitoring
• Provide CHWs to target education and outreach to priority 

population to help increase use of community-based 
programs

• Involve broader range of health professional in care 
including CHWs and Pharmacists

Presenter
Presentation Notes
National Diabetes Prevention ProgramSelf-Monitoring Blood Pressure ProgramEnrollment in the Let No Woman Be Overlooked Program for free cancer screeningSupport the Statewide CHW Coalition around development of certification and sustainable financingWorking with pharmacists on providing Diabetes Self ManagementProvide training for lifestyle coaches to provide NDPP, provide incentives to participate, help increase referrals to NDPPProvide member or clinics with SMBP cuffs, provide training and TA on implementing a SMBP program, provide evaluation on impactProvide education and outreach to covered members and navigation to address barriers to cancer screening and diagnosticsWork to facilitate partnerships with pharmacists in provision of chronic disease support for people with behavioral health issues.



Presenter
Presentation Notes
Improves the availability and access to high quality preventive and primary health care for all children, and for the reproductive health care of all women and their partners.Early Hearing Detection & Intervention  Family Planning Home VisitingInjury Prevention Newborn ScreeningPregnancy Risk Assessment Monitoring System  Prenatal Services Primary Health Care Providers Sudden Infant Death Syndrome 



• Surveillance Systems-PRAMS, Zika, Opioid, 
National Violent Death, SUID and SDY

• Primary Care
• Prenatal
• Newborn Screening
• Child Health
• Home Visiting
• Injury Prevention
• Family Planning
• Teen Pregnancy Prevention

Presenter
Presentation Notes
PRAMS –Pregnancy Risk Assessment Monitoring System What is SUID and SDY?



• Funded by a variety of sources including: 
• HRSA
• CDC
• OPA
• SAMHSA

• Priorities decided by 5 year needs assessment
with input from programs across NH

Presenter
Presentation Notes
All data (focus groups, epidemiological statistics, surveys, voting, CAST-V) were compiled and presented in a meeting of MCH and SMS key staff including representation from NH Family Voices.  Following discussion, the following final list of priorities was reached by consensus: 1. Improve access to needed healthcare services for all populations2. Decrease the use and abuse of alcohol, tobacco and other substances among youth, pregnant women and families3. Increase access to comprehensive Medical Homes4. Improve access to mental health services5. Decrease pediatric overweight and obesity6. Increase family support and access to trained respite and childcare providers7. Decrease unintentional injury8. Improve access to standardized developmental/social-emotional screening, assessment and follow up for children and adolescentsGlue is the HRSA Title V/MCH Block Grant



• Statewide surveillance and quality improvement
• Funding to community health centers for:

• Enabling services and quality improvement not 
compensated by another resource

• Uncompensated clinical care
• Performance measures-many similar to IDN 

performance measures such as adolescent wellness 
visit

Presenter
Presentation Notes
We fund 11 primary care sites and 3 healthcare for the homeless sites. We fund most of the FQHCs in the state, but it’s not really relevant who they are. All of our community health centers belong to their IDN. 



Funding to Community Health Centers for:
• Integration of behavioral health and primary care-

since 2008 
• Subcontract with time from local community mental 

health agency-direct service or consultation
• Case management time from existing personnel-social 

services, nurse coordinator, etc. 
• Direct service for uncompensated time from existing 

integrated behavioral health practitioners

Presenter
Presentation Notes
(not compensated somewhere else)We fund 11 primary care sites and 3 healthcare for the homeless sites. We fund most of the FQHCs in the state, but it’s not really relevant who they are. All of our community health centers belong to their IDN. 



Funding to New Hampshire Vermont Recruitment Center, 
Bi-State Primary Care Association for:

• Recruitment of Behavioral Health Providers in 
partnership with Bureau of Drug and Alcohol 
Services



Presenter
Presentation Notes
Protects  the health of low-income seniors, women, infants, and children up to age 5 who are at nutrition risk by providing nutritious foods to supplement diets, information on healthy eating, breastfeeding and referrals to health care services. Women, Infant, and Children Nutrition Senior Farmers Market Nutrition Commodity Supplemental Food Breastfeeding Peer Counselor 



Purpose: 
• WIC is a preventative public health nutrition and breastfeeding 

program under the U.S. Department of Agriculture (USDA), Food and 
Nutrition Service (FNS). 

• WIC works on four key services: healthy foods, nutrition education, 
breastfeeding support and social service and healthcare referrals. 

• Population served ~13,000 persons (9000 Families) 
• Innovative strategies to increase access to families through eWIC. 

Partners:
• Community Action Program, Belknap-Merrimack Counties, Inc.
• Goodwin Community Health
• Southern New Hampshire Services
• Southwestern Community Services

Presenter
Presentation Notes
WIC’s mission is to safeguard the health of low-income women, infants, and children up to age 5 who are at nutrition risk by providing nutritious foods to supplement diets, information on healthy eating, and referrals to social service and health care. Supported by 100% federal funds. Through these four key services families achieve improved health behaviors with their diets and breastfeeding. WIC is associated with improved birth outcomes, healthcare savings, and children starting school ready to learn with the opportunity to reach their potential. The children enrolled and participating in WIC continue to decrease despite efforts to encourage families to receive the additional services offered at WIC and share the value of the food package. This may be associated with the decreased birth rate that is occurring nationally. The downward trend is seen nationally as well. 



Purpose:
• Program provides peer to peer support for WIC prenatal and 

breastfeeding mothers. 
• Peer counselors provide a valuable service to the WIC 

community through addressing common breastfeeding barriers, 
lack of support and role modeling for WIC mothers. 

• Medicaid is the primary payer for electric breast pumps. WIC has 
loaners and personal use pumps available. 

Partners:
• Community Action Program, Belknap-Merrimack Counties, Inc.
• Goodwin Community Health
• Southern New Hampshire Services
• Southwestern Community Services 

Presenter
Presentation Notes
Peer counselors are familiar with the resources available in the community and have familiarity with the questions and difficulties that other WIC moms may experience. Mothers are more likely to be successful at breastfeeding when they have support. Funding is 100% federal, but is limited and does not provide enough to support every mother on WIC. 



Purpose:
• CSFP works to improve the health of low-income elderly persons 

at least 60 years of age by supplementing their diets with 
nutritious USDA Foods. 

• Food packages include a variety of foods, such as nonfat dry and 
ultra-high-temperature fluid milk, juice, farina, oats, ready-to-eat 
cereal, rice, pasta, peanut butter, dry beans, canned meat, 
poultry, fish, and canned fruits and vegetables. 

• Program serves around  ~3,500 seniors (95%of caseload)
• NH has established a relationship with Bureau of Elderly and 

Adult Services (BEAS), Meals on Wheels to increase enrollment.

Partners:
• Community Action Program, Belknap-Merrimack Counties, Inc.

Presenter
Presentation Notes
CSFP was created by Congress to address hunger in the elderly, in a way that mutually promotes agriculture policy and alleviates hunger through the use of food commodities acquired under government farm supportsThe monthly food package has a value of $50These USDA commodity foods provide protein, calcium, iron, and vitamins A and CSenior Farmers Market Nutrition Program is distributed through the CSFP food delivery model .



Purpose:
SFMNP provides fresh, nutritious, unprepared, locally grown fruits, 
vegetables and herbs from local farmers to low-income seniors to 
increase their consumption of fresh fruits and vegetables during the 
months of July-Sept. 
Seniors eligible under CSFP receive a one-time bundle of fresh fruits 
and/or vegetables (July-September). 
Four local agencies participate in CSFP, therefore the SFMNP is 
available statewide for participants receiving CSFP in the months of 
July-Sept. 

Partners:
Community Action Program, Belknap-Merrimack Counties, Inc.

Presenter
Presentation Notes
USDA awards grants to States to provide low-income seniors with locally-grown fresh fruits and vegetables. The valued bundle is $18Program administered with CSFP and NH has a unique service delivery model, due to low market coupon redemption in the past. Maintain great relationship with Farmers. 



Presenter
Presentation Notes
Improves the health of all residents by reducing the economic and health burden of tobacco use through outreach, policy, regulatory activities, and implementing evidence-based interventions.Tobacco TreatmentTobacco PreventionSurveillance/EvaluationSmoke free EnvironmentsMass Media



• Free evidence-based tobacco 
treatment including nicotine 
replacement therapies when 
enrolled in coaching.

• National Jewish Health is the 
tobacco treatment vendor
• Trained in Cognitive Behavioral 

Therapy, and Motivational 
Interviewing

• Nicotine Replacement products
• Consumer focused
• Provider practice close loop 

referral capacity

1-800-784-8669
QuitNowNH.org

Presenter
Presentation Notes
Rigorous evaluation by Westat



Presenter
Presentation Notes
Ask your local healthcare providers to refer their patients that use tobacco products to QuitWorks-NH



Tobacco and  Electronic Cigarettes (e-cigarettes)

• 2017 NH Youth Risk Behavior Survey Data

• 9.3% smoked a cigarette in the last 30 days

• 25% used an electronic nicotine delivery device (e-cigarette) in 
the last 30 days

• Partnering with multiple agencies to provide educational resources 
for parents, teachers, school administration, and students on e-
cigarettes

• Formative research on e-cigarette use by adolescent peer crowds 

Presenter
Presentation Notes
Partnering with BreatheNH, Bureau of Drug and Alcohol Services, Partnership for Drug Free NH, and the Northern New England Poison Control Center on educational resources for parents, teachers, school administration, and students on e-cigarettes.



• Tobacco Use in patients with behavioral health 
diagnosis
• Mental Illness
• Substance Use Disorders

• Medicaid and Medicare populations 
• Others including:

• LGBTQ population
• Veterans

Presenter
Presentation Notes
TPCP partnered with the UNH Institute on Disability to analyze data from the QuitNow-NH.  TPCP added a few questions to the intake questionnaire.  UNH analyzed the data and then wrote an issue brief on the results which showed that individuals with disabilities are motivated to quit smoking.



Provide technical assistance to NH Housing Authorities and 
other Property Management Companies on adopting smoke 
free policies.

16 of 18 public housing authorities in NH have adopted 
no tobacco use or non smoking polices
40,140 individuals in 14,469 units living in smoke free 
housing.

Presenter
Presentation Notes
During the past 8 years, 60 + 



Lindt & Sprüngli
• Partners with Ascentria Care Alliance by providing access to 

employment opportunities to migrants and/or refugees
• July 1, Lindt will be a tobacco free campus
UNH Institute on Disability
• UNH Office on Disabilities was awarded a 3-year grant to  

understand smoking trends and attempts to quit among people 
with disabilities in NH. 

North Country Health Consortium, Friendship House, Bethlehem , 
NH
• Residential and out-patient
• June 1st moving into newly built facility
• New policy: Tobacco free campus

Presenter
Presentation Notes
Friendship House has planned to adopt tobacco free living when it move on June 1.Migrants and refugees often have a high smoking prevalence



• Whitney Hammond, MSW 
MPH

Chronic Disease Director
Whitney.Hammond@dhhs.nh.gov
603-271-4959

• Rhonda Siegel 
Maternal and Child Health 
Administrator
Rhonda.Siegel@dhhs.nh.gov
603-271-4516

• Lissa Sirois, RD, IBCLC
Nutrition Services Section 
Administrator
603-271-0571
Lissa.Sirois@dhhs.nh.gov

• Donna M. Asbury, MPH
Tobacco Prevention and Cessation 
Program Administrator 
Donna.Asbury@dhhs.nh.gov
603-271-5898

mailto:Whitney.hammond@dhhs.nh.gov
mailto:Rhonda.Siegel@dhhs.nh.gov
mailto:Lissa.Sirois@dhhs.nh.gov
mailto:Donna.asbury@dhhs.nh.gov


45

JULY MEETING TOPIC DISCUSSION
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PREVIOUSLY IDENTIFIED TOPICS

• Comprehensive Core 
Standardized Assessment

• Shared Care Plan

• Data

• Multi-disciplinary Core 
Team

• Funding and Sustainability

• Site Self-Assessment

• Closed Loop Referrals

• CCS NH Plus

• Privacy

• Social Determinants of 
Health

• Care Coordination
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TECHNICAL ASSISTANCE UPDATE
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TECHNICAL ASSISTANCE UPDATE

• Pending TA 

• IDN3 PDSA Training

• IDN2 Evidence Based Treatment of Mild-to 
Moderate Depression within the Integrated 
Care Setting

• Open Discussion RE TA
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NEXT STEPS
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NEXT STEPS

• B1 Monthly LC Meetings

• July 6, 2018 – Brown Auditorium

• August 3, 2018 – Cancelled 

• Quarterly LC Meeting 

• August 1, 2018 – Data/Metrics
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