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A combination of these strategies primarily accounted for
the dramatic health successes of the 20" Century. In fact,
tuberculosis deaths were mostly eliminated in Maine by the
time effective medications became available. Furthermore,
most of the decline in infant mortality took place before
neonatal intensive care units became common.

The same prevention-oriented approaches used to address
our ancestors’ health issues are even more applicable today
as they were a century ago. We now know how to prevent
most of what we are disabled by and die from. Three
quarters of Maine people die from only four diseases:
cardiovascular disease, cancer, chronic lung disease, and
diabetes. These four diseases also cause over one third of
all disabilities. Yet, most cases of these four diseases are
preventable. The major risk factors for these diseases
include tobacco addiction, physical inactivity, poor nutrition,
elevated blood pressure, and elevated cholesterol. When
we look at the determinants of ill health among young
people, we also see issues that are primarily preventable:
motor vehicle accidents, intentional injuries, and house fires
with underlying preventabie risk factors such as alcohol
abuse, excessive driving speed, access to hand guns, and

lack of working smoke detectors.

The following chapters give an overview on our progress in
using public health strategies in several health priority areas.
In addition to celebrating successes and noting those areas
where goals were not achieved, the hope is that the data in
this report will provide direction and design for the new
heaith status goals and objectives for the future, launching
Healthy Maine 2010.

Looking toward 2010, we know our mission has evolved to
include not only improving the health of Maine people, but
also eliminating health disparities. For instance, though
some of Maine’s health status indicators may be exemplary,
there are some populations who are not doing as well as
others since they face great barriers to good health. For
instance, disparities exist among racial and ethnic minorities

such as Native Americans, Maine people living with lower

socioeconomic status, members of the gay and lesbian

communities, and people living in some geographical areas
such as our rural counties. As we move forward in creating
Healthy Maine 2010 goals and objectives, we want to ensure
the health of a/f Maine people is improving by eliminating these
health disparities.

For those who would like to participate in creating Healthy
Maine 2010 priority areas with resulting goals and objectives,
there are several opportunities. First, there will be a public
forum hosted by the Maine Public Health Association in the fall
of 2000 for people to provide input on the priority areas.
Second, the Bureau of Health will organize work groups of
Maine experts and stakeholders for each of the determined
priority areas to develop goals and objectives for each area.
Interested parties may contact the Bureau of Health at 287-
8016 and ask for Elaine Lovejoy (elaine.lovejoy@state.me.us).

After the work groups have completed their task, we plan on
publishing the resulting 2010 health goals and objectives for
Maine during the year 2001. Although a mental health chapter
noting our progress on this priority area was not submitted for
this current report, it is hoped that this critical health area is
addressed in the upcoming Heaithy Maine 2010 priority areas
and report.

Lastly, | would like to sincerely thank the many staff from the
Bureau of Health and the Office of Substance Abuse who
spent a great deal of time on top of their normal workload to
help gather data and write this review. In addition, | am
especially thankful to Sharon Leahy-Lind at the Muskie School
of Public Service who did a wonderful job coordinating these
efforts and pulling together this review. Ali of these people are
dedicated to serving the people of Maine, and for that | am truly
grateful.

Dora Anne Mills, M.D., M.P.H.

Maine State Health Officer

Director, Bureau of Heaith

Maine Department of Human Services
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~ Chronic Disease Prevention and Control

Summary

;In Mame havmg Iess educatlon

o g ’ Assuring that people, especially those at higher risk, have
has been assoclated W'th hlgh : reduced barriers and easy access to healthy choices
throughout their daily lives - in their schools, worksites,

r;”yrates of clgarette 5mokmg, physl-

homes, and communities - is important if we are to have an

/cal mactlwty, and ’POOI‘ HUtf‘lthl’l Z impact on the chronic disease epidemic. It is also critical
‘7 . i that these primary prevention strategies are implemented
’,{’35 W6” 25 mcrea 56d obeslty, dla"' /'?  in concert with programs that identify people at high risk in

order to reduce their risk (secondary prevention) as well as
,/betes and poor dlabetes/

make efforts to reduce disease burden (tertiary prevention).

ment 3 4 S This comprehensive way of addressing the health of our
: Sy community environment is critical to improving the health

status of Maine people.

belie the importance of designing interventions that acknow!-
edge the relationships between the social environment and
the behavior of individuals,® as well as the effects of the
social environment on the development of disease indepen-
dent from the behavior of individuals.”

As our understanding of disparities in populations have
become more sophisticated, the understanding that those at
greatest risk for tobacco addiction are also those at greatest
risk for physical inactivity, and poor nutrition. Moreover, the
complex interplay between these risk factors and other social,
policy, and environmental influences, makes it difficult to
attribute any one person’s disease to any one risk factor. This
growing recognition has resulted in the passage of legislation
allocating tobacco-settiement dollars for prevention of tobacco
use and tobacco related chronic diseases. This legislation
acknowledges the critical importance of an approach that
addresses multiple primary risk factors for chronic disease in
a comprehensive manner at the community and environmental
levels.
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Healthy Maine 2000 Objectives

Objectives established to reduce morbidity and mortality among Maine Citizens from heart dis-
ease, stroke, diabetes, asthma, and other chronic conditions.

Proportion of Maine Adults Who are v
Overweight According to BMI

lealth Status Objective
Healthy Maine 2000

) 1987-1998
Reduce to 20% the proportion of adults age 18 and
Oldei’ WhO are OV@rW@ighf ac@@r@'ing tO BOdy Mass —m—Percentage of Maine Adults Who Are Overweight Based on Heathy Maine
Index (SMI) 2000 Standard
35
Maine 1990 Healthy Maine 2000 Baseline: 23.7%
Most Recent Data: 1998, 31.2% 30 | T2

30.2

Overweight, which can be prevented by increased physical activity
and nutrition, is an important risk factor for increased high blood .
\ . B e 237 535 238

pressure, cholesterol, heart disease, diabetes, some cancers, and ” 29 221 g l
arthritis. In 1990, the percent of Maine adults who were over- *
weight was 23.7. By 1998, this number had climbed to 31.2%, a
statistically significant difference of approximately 40% compared
to baseline.

- 28.1
25 ﬁ 74 269
Year 2000 Goal

percentage

T
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Using newer CDC criteria for overweight indicates that 57% of

Maine people are overweight. In addition, almost one in five Maine Source of Data: Maine Department of Human Services, Bureau of Health,
i . Office of Data, Research and Vital Statistics, Behavior Risk Factor
people now are considered obese, which means they are at least Surveillance System

thirty pounds overweight. Obesity rates have also increased by
40% in only 10 years in Maine. Moreover, the increase in Maine
residents who are overweight reflects an increase in the average
weight in Maine. It's not just that more residents are now over-
weight, but rather that the weight of the average Maine resident is
higher now than at the start of the 1990s. The steady increase in
overweight in Maine is consistent with national trends, and has the
potential to create alarming increases in chronic disease in the
coming decades.

The relationships between proper nutrition and physical activity
and the acheivement and maintenance of healthy weight are well
established. Therefore, national, state, and local efforts towards
changing eating habits and promoting physical activity as part of
routine aspects of daily living need to be priorities. Campaigns to
address obesity and inactivity similar to the campaign to stop
smoking must be lead by the public health community, and involve
many different sectors of the community. Assuring that people
have access to safe places to walk and bike, and assuring that
schools and worksites offer low-fat menu options including fruits and
vegetables are critical to improving health at the community level.
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The health of Maine citizens is constantly

being challenged by contaminations to our environ-
ment. Over the last decade new pollutants have
found their way into the air we breathe and the water
we drink. In addition, many instances of personal
discomfort are due to contaminants in our home
environment. High among these are secondhand
smoke, radon, (the second highest cause of lung
cancer after tobacco smoke), lead (from lead paint
and drinking water), and poor indoor air quality
(generally from molds and spores).

Contact: Phil Haines or Andy Smith

Bureau of Health

Maine Department of Human Services
Telephone: (207) 287-3290 and (207) 287-5189
philip.w.haines@state.me.us
andy.e.smith@state.me.us







Environmental 'Herralrth" ;

Healthy Maine 2000 Goals

Enhance the safety of the environment and reduce adverse impacts on the

health of Maine’s citizens.

Overview

During the 1990s, environmental health issues occupied an
increasing amount of attention in Maine. New mercury-driven
fish consumption advisories, the conflicting views on the use
of the gasoline additive MTBE to help clean Maine’s air,
recognition of previously unnoticed natural contamination of
groundwater with arsenic and radon, and a general awareness
of both indoor and outdoor air quality, have kept environmental
experts and stakeholders on the alert. Now, more than ever
before, Maine people are focusing on the relationship between
environmental conditions and adverse health outcomes.
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Significant progress was made during the decade in improving
the safety of public drinking water supplies. We are fortunate
in Maine to have generally safe and plentiful supplies of
drinking water. Qur water resources have improved consider-
ably since the passage of the Clean Water Act and the Safe
Drinking Water in the early 1970’s. Maine rivers that only 20
years ago were heavily polluted are now swimmable, and fish
are returning. Despite our excellent progress, many threats to
our drinking water still exist. Although people in the United
States no longer die from once common waterborne diseases
such as typhoid and cholera, people do get sick and even can
die from drinking water contaminated with fecal bacteria.
Recent scientific studies link some chronic ilinesses to the
long term ingestion of contaminated water. Regulations for

more contaminants have emerged and existing regulations
have gotten more complicated over the last ten years.
Public water systems in Maine are working hard to upgrade
their treatment systems to meet these new regulatory
demands. Public water systems are also devoting
significant resources to protecting their water sources by
acquiring land in their watersheds and providing public
outreach and education.

Radon screening is now required in many real estate transac-
tions. Reported food-borne diseases due to poor conditions at
restaurants have declined over the decade, as better food
handling practices and food handler training have become the
norm. In addition, the public has begun to realize the
seriousness of the risk to health from such environmental
pollutants as secondhand smoke.

New and Emerging Issues

During the 1990s, new information on levels of mercury in
freshwater fish led to the imposition of stricter and statewide
fish consumption advisories than had been in place at the
beginning of the decade. The need to limit consumption of fish
from all fresh waters is likely to continue for some time, as
mercury is a very persistent toxicant in the environment. As
more detailed data become available, it may be possible to
tailor advisories to specific bodies of water.
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At the same time, legislation regulating the discharge of
dioxins from Maine s mills, along with a general environ-
mental awareness by the mills, has led to reduced dioxin
levels in Maine s fish and Maine s rivers. This trend should
continue as the new law is fully implemented. However,
fish consumption advisories will continue to be required for
mercury and for PCBs, as well as for DDT in a few water-
sheds. In view of the benefits to cardiovascular health from
eating fish, the necessity of issuing fish advisories is
troublesome. Work to balance the risks and benefits of fish

consumption continues.

Several pieces of legislation, passed throughout the 1990 s,
led to the elimination of secondhand smoke from the vast
majority of indoor public places, including restaurants. Since
this toxin is a class A carcinogen and kills on average one
Maine person every day, these new smoke-free environments
should significantly improve the health of Maine s citizens.
However, exposure to secondhand smoke is still very common

in outdoor public places.

The federal Safe Drinking Water Act Amendments of 1996
provide greater protection and information to the 250 million
Americans served by public water systems. These changes
laid the groundwork to prepare for and address future drinking
water safety challenges. Four themes characterize the
areas of greatest change, including the public s right to
know, focusing on the contaminants of greatest risk,
funding and tools to states and water systems, and
pollution prevention.

Groundwater sources of drinking water, particularly those used
by private well owners, have come under increased scrutiny
during the decade. Arsenic has been documented in many
private wells, with levels in as many as 10-20% of wells
exceeding health limits. High levels of radon are also
commonly found in Maine s groundwaters. Educational
efforts to increase awareness of these threats continue. In
addition, MTBE, an additive present in large quantities in
reformulated gasoline, has been detected in an alarming
number of wells. This finding led the state to opt out of
the federal reformulated gasoline program. Reduction in
the use of MTBE should curtail further increases in this
threat to our groundwater.

The unexpected closure of the state s only nuclear power

plant has led to major work in overseeing the decommis-
sioning of the site, and ensuring the safe disposal of

radioactive waste and debris.

Along with secondhand smoke, the biggest environmental
threat to the health of our children is lead poisoning. Lead, like
mercury, is a heavy metal that causes nervous system
damage. Fetuses and young children, because their nervous
systems are still developing, are particularly at risk for brain
damage from lead exposure. This damage can lead to
neurological problems such as learning disabilities.

Half of Maine s buildings were built before 1960, the year when
lead concentrations in paint decreased substantially. There-
fore, half of our homes are at high risk for the presence of
lead paint. Since lead was not banned from residential paint
until 1979, any home built or furniture painted before that is
considered to be at some risk.

Exposure to lead paint is often from unseen sources such
as lead paintdust. Maine has faced substantial challenges in
addressing lead poisoning, including our high-risk housing
population, low screening rates among our children, and
high lead poisoning rates among those who are screened. For
instance, early in the decade, only 1 in 6 children under 6
years of age were screened; 1in 7 screened children were
found to be poisoned. By the end of the decade, screening
rates increased in children with Medicaid insurance, but
otherwise decreased. Lead poisoning rates decreased to 1in
20 children screened, but still remain very high. We continue
to face challenges in our task of assuring that parents have the
tools to prevent lead poisoning in their children, preferably
before pregnancy, and also in eradicating identified lead
hazards.

Healthy Maine 2000 : A Decade in Review



Healthy Maine 2000 Objectives

Objectives established to enhance the safety of the environment and reduce adverse impacts on
the health of Maine’s citizens

Increase to 5% statewide asthma education curricu-
fum entitled “Open Airways” in elementary schools.

Maine 1996-1997 School Year Baseline: 1.5%
Most Recent Data, 1996-1997: 1.5%

The American Lung Association of Maine’s (ALAM) "Open
Airways" curriculum has proven to be challenging for schoois to
implement. Although more participation is expected in the next
year, a new ALAM initiative is working to develop a "Lung
Healthy" curriculum. This program covers not only asthma
management and education, but also indoor air quality, and
tobacco prevention and control. It will be more flexible for
schools to adapt to their needs. Ultimately, the new curriculum
will be integrated into Coordinated School Health programs.

Reduce to no more than 4% the prevalence of blood
lead levels exceeding 10 ugldl among screened
children aged 6 months to 6 years.

Maine 1990 Baseline: 13.7%
Most Recent Data, 1999: 5.7%

The Bureau of Health's public health lab has maintained a compre-
hensive blood lead database since 1993. However, in some
cases, children are tested more than once. In 1996, the state
developed the capacity to compute the number of children
screened, distinct from the number of lab tests. This represents a
substantial improvement in accuracy. Therefore, we are using
1996 for our baseline in estimating the number of children
screened and percent of children with elevated blood lead levels.

While the prevalence of elevated blood lead levels among children
screened has decreased, it is difficult to interpret this trend since
the overall screening rates have steadily declined. The screen-
ing rate in all age groups has never exceeded 25%. Yet, with
almost half of Maine homes built prior to 1950, the risk of lead
exposure for young children is quite real.

percentage

percentage of children screened

Proportion of Maine Elementary Schools
Statewide with Asthma Education Curriculum
Entitled “Open Airways”

6%

5% 7

4% 7

3% 7

2%

1% 7

0% ™

16%

14% -

12%

10%

8%

6%

4%

2%

0%

1996-1997 School Year

1.5%

5.0%
B

Year 2000 Goal

Year 2000 Goal

Source: Maine Department of Human Services, Bureau of
Health, Program Data

Proportion of Maine Children Screened

v

(Aged 6 months to 6 yrs)
with Blood Lead Levels > 10ug/d|
Selected Years 1990-1998

13.7%

1990

12.5%

1995

8.2%
v Year 2000 Goal

57%

1996 199 1998 1999

2000

Source: Maine Departme oning Prevention Program Data

Note: In 1990, 1995 & 1996 there was no population-based data available.
Therefore in 1990: 13.7% of 9,313 samples; 1995; 12.5% of 14,400 samples;
and in 1996: 12.8% of 12,733 samples screened by the state lab were above
10 ug/dl. Data collected for 1997 through 1999 reported that: 17% of Maine's 1
&2 year olds were screened and 10% of 3-5 year olds. 10% of all children
screened were above 10 ug/dl. In 1998, 23% of 1 & 2 year olds were screened
and 8% of 3-5 year olds. 6.7% of all children screened were above 10 ug/dl.
Data for 1999 reports 25% of 1 and 2 year olds were screened and 7.6% of 3-5
year olds. 5.7% of all children screened were above 10 ug/di.
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Environmental Health

Healthy Maine 2000 Objectives

Objectives established to enhance the safety of the environment and reduce adverse impacts on

the health of Maine’s citizens

Services and Protection Objecti\/é

By the year 2000, 75% of the 2,200 public water
systems that are rated vulnerable to contamination
will have installed water treatment equipment to
ensure that drinking water meets health require-
ments.

Maine 1990 Baseline: 3% With Installed Equipment
Most Recent Data: 1999, 67% With Installed Equipment

The achievements in this objective are especially remarkable, given
that new standard and requirements have been added by EPA
each year. Many more systems are labeled as “vulnerable” than
existed at the beginning of the decade. Notwithstanding this fact,
the number with installed treatment equipment has risen dramati-
cally. Further increases are expected, given the available financial
resources through such programs as the State Revolving Loan
Fund (SRF). The Drinking Water Program (DWP) has also
worked with public water systems to abandon some of the more
“vulnerable” sources. These sources have been replaced with
source water protection zones which help to protect the sources
from contamination.

: Sewices and Protection Objective

By the year 2000, 95% of the 68 surface water
systems will be capable of preventing waterborne
disease caused by Giardia lamblia and
cryptosporidium.

Maine 1990 Baseline: 22%
Most Recent Data, 1999: 90%

The implementation of EPA's “Surface Water Treatment Rule”,
coupled with funding available for installation of equipment through
the State Revolving Loan Fund (SRF), for installation of water
treatment facilities have resulted in this tremendous gain in
protection from protozoa. Additionally, the EPA has recently
enacted the Surface Water Treatment Rule and will soon enact the
Long Term 1 Enhanced Surface Water Treatment Rule. These two
rules should lead to further reductions in the occurrence of

Maine’s Proportion of Public Water Systems
Rated Vulnerable to Contamination With
Installed Water Treatment Equipment
Select Years 1990-1998

100%

percentage of public water systems

10% 1
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Water Systems Capable of Preventing Waterborne

90% 1
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ki
67% |
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-
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v

Source: Maine Department of Human Services, Bureau of

Heaith, Drinking Water Program Files, 1990-1999

Maine’s Proportion of the 68 Surface

v

Disease Caused by Giardia lamblia & Cryptosporidium

Select Years 1990-1998
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percentage of surface water systems
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[ ]
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22%
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Source: Maine Department of Human Services, Bureau of
Health, Drinking Water Program Files, 1990-1999

waterborne diseases from these organisms.” The goal of 95%
should be met by 2002.
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Injury Prevention and Control

Injuries take a significant toll on the health

of Maine people, especially our youth. They are the
leading cause of death in Maine for the population
under the age of 34. Because injuries take a high
toll among our youngest citizens, they account for
approximately 30% of all years of productive life
lost before age 65, exceeding losses from heart
disease, cancer, and stroke combined.

Overall, injuries constitute the fifth leading

cause of death in Maine, accounting for an average
of over 600 deaths annually, and represent over 1 in
20 of all Maine deaths. Many more Maine residents
suffer permanent or temporary disability from
injuries. Of all deaths from injuries, about two thirds
are from unintentional injuries (motor vehicle
crashes, fires, falls) and the remaining one third
result from intentional injuries (suicide, homicide).

Contact: Cheryl Dicara or Diane Arbour
Bureau of Health

Maine Department of Human Services
Telephone: (207) 287-5362 or (207) 287-3265
cheryl.m.dicara@state.me.us
diane.f.arbour@state.me.us









Injury Prevention and Control
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i

and an estimated 3,000 to 4,000 suicide attempts. The cost
of health care and lost wages for suicide attempts for one
year (1996) in Maine is estimated to be $115,219,897.5

The highest suicide rates in Maine, as in the U.S., are among
the elderly. The highest number of deaths from suicide,
without accounting for population size, occur among middle-
aged people. Youth suicide is particularly tragic, also occur-
ring in Maine at rates higher than the national average. Among
15 to 24 year olds, suicide is the second leading cause of all
deaths, accounting for about 25 to 30 suicides in Maine each

year. For every youth suicide, there are an estimated 20-25
suicide attempts. While more young women attempt suicide,

more young men actually complete suicide.®

The suffering and devastation created by the loss of a loved
one to suicide is immeasurable. The impact of suicide on
friends, family, and an entire community is devastating and
long lasting. There is no typical profile of a suicidal person.
Suicide is usually the resuit of a complex set of behaviors and
circumstances. The good news is that, using a combination
of strategies, many suicides can be prevented.

Inthe late 1980s, the Surgeon General of the United States
identified domestic violence as the most serious public health

risk facing women. Domestic violence remains a leading

cause of injuries to women from ages 14 to 44.

Maine law describes domestic violence as a serious crime
against the individual and society, producing an unhealthy
and dangerous family environment, resulting in a pattern of
escalating abuse, including violence that frequently
culminates in intra-family homicide.”

Police data indicate a serious domestic violence problem in
Maine. A high percentage of homicides in the state are
domestic violence-related murders. For six of the nine years
of data from 1990-1997, more than 50% of all murders were
related to domestic violence among Maine residents.

Another intentional injury of concern is Shaken Baby
Syndrome. In a study of children aged two and under
admitted to Maine hospitals from 1991 - 1994 with serious
head injuries, 19 were diagnosed with Shaken Baby
Syndrome. Three of these children, aged six weeks to 19

months, died.

New and Emerging Issues and Challenges
Use of Saffety Equipment in Motor Vehicles

Although the percent of children riding restrained has in-
creased over the decade, the incorrect use of restraints
remains a problem. It is estimated that nearly 100% of
Maine children ages 4 and under are not properly re-
strained in motor vehicles-either they are not in a car seat
or the car seat has not been properly installed. The Bureau
of Health's Maine Injury Prevention Program (MIPP)
continues to support a statewide network of Child Passen-
ger Safety Seat Loan Programs, assuring easier access to
car seats for Maine’'s families. In 1999, the MIPP began
providing comprehensive training programs to certify

Healtlhy Maine 2000: A Decade in Review









Injury Prevention and Control

While juvenile crime in Maine ranks low when compared to

the national average, it is important to note that there were
an average of 174 juvenile arrests for violent crime per year
from 1990-1999. The number of juvenile arrests for violent
crimes (murder, rape, robbery and aggravated assault)
increased from a low of 123 in 1990 to a high of 237 in
1996. In 1997, 1998 and 1999 there were declines in the
annual totals of juvenile arrests, but these declines did not
reach the low rate experienced during 1990.

A number of state and local efforts have recently been initiated
to address youth violence. These stategies include placing
resource officers in school settings, initiating school-based
civil rights teams, implementing peer mediation programs,
training conflict resolution educators for schools and
communities, implementing mentoring programs, creating
structured acitivities for after school hours, and providing
opportunities for youth to serve their communities.

As Maine moves beyond the year 2000, increased coordination
among program stakeholders, and attention to the continua-
tion, implementation, and evaluation of these initiatives will be
necessary to effectively address the prevention of youth
violence.

i

)

.
.

In order for prevention efforts to be well-guided, we need to
continue information gathering on juvenile crime. For
instance, there is indication that among incarcerated
juveniles there are higher rates of mental health issues,
sexual abuse (especially for girls), substance abuse,
poverty, poor physical health, disassociation from schools,
disrupted communities, and ineffectual families.®

Data from the Maine Attorney General’s Office reveals that the
incidence of civil rights violations and/or bias incidents
motivated by religious, ethnic, racial or sexually-oriented
prejudice remains a significant issue in Maine. Many of the
perpetrators of civil rights violations and bias incidents have

been young men of school age.

Between October 1992 and December 1999, 1,363 com-
plaints of civil rights violations were filed with the Attorney
General's Office and 119 formal actions were taken. The
victims of these violations were 34% African American, 33%
Gay or Lesbian, 7% Jewish, and 26% others.

Youth Suicide

Easy access to firearms has been a key factor in the
increase of serious injury and death among Maine youth.
Over the last ten years, the largest increase in child firearm
deaths was due to suicide. There are more suicides than
homicides by firearms in Maine. Seven of ten youth
suicides are committed with a firearm. Vulnerable young
people with access to a firearm are at increased risk of
suicide. In a state where firearm ownership is high,
messages communicated about firearm safety must be
carefully crafted.

Healthy Maine 2000: A Decade in Review




Injury Prevention and Control

Maine has been actively addressing youth suicide prevention
since Governor King appointed a task force in the fall of
1995. Under direction from the Governor's Children’s
Cabinet, an interdepartmental team led by Bureau of Health
staff developed a comprehensive plan to prevent youth
suicide. The Maine Youth Suicide Prevention Program has
begun to implement changes at the state level to improve

access to appropriate prevention and intervention services.

Future Direction

Significant progress has been made in the injury preven-
tion field over the past decade. With increased knowledge of
injury prevention has come an increase in injury prevention
activities, accompanied by a substantial reduction in the
occurrence of many injuries. The most notable reduction in
injury deaths has been in motor vehicle injuries, although
strides have also been made in reducing occupational
injuries. By contrast, the rates of suicide and domestic
violence in Maine remain relatively unchanged. Injuries and
injury-related deaths, both intentional and unintentional,
account for millions of dollars in health care costs, pain and
suffering, and diminished quality of life every year in Maine.
The perception that injuries are "accidents” and cannot be
prevented is still prevalent among the general population.
New opportunities for coordination and collaboration to
deliver injury prevention initiatives must be found to increase
understanding of injury prevention among the public.

Several key injury areas warranting further attention include:

B Although the main focus of statewide injury prevention
efforts has been infants, children and young adults, injuries
to other populations, especially the elderly, demands
focused prevention efforts.

B The magnitude of fire and fall injuries among the
elderly must be addressed.

# Creating awareness of the prevalence of domestic

violence and changing the public perception of domestic
violence must be approached by all professional disci-

plines.

B Suicide is the leading cause of injury death among
persons 25 - 64 years of age. Suicide prevention among
individuals over age 24 also represents a pressing problem for
planning future efforts.

B Improved data systems should also be geared toward
improving our ability to identify populations facing disparities.

B Evaluation of current efforts needs to guide improvements
in future efforts.

B Increased technical assistance is needed to assure
that current, effective injury prevention strategies are

extended throughout Maine.

B Establishing a comprehesive injury data surveiliance
system is necessary to improve decision-making with regard
to prevention policies and initiatives. The work begun by the
Maine Injury Surveillance Team should provide this.
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QOccupational health and safety is a

complex issue in Maine and the nation,
encompassing many public health issues as they
relate to the workplace and worker. A fremen-
dous variety of workplace exposures is possible,
from toxic chemicals and infectious agents fo
noise and physical trauma. A broad range of
health conditions may result from workplace
exposures, from immediate injury to chronic
illness to death.

Qur ability to understand the adverse
effects of workplace exposures on workers health
is sometimes complicated by the large number of
non-workplace exposures and underlying disease

conditions that are experienced by both workers
and non-workers in society.’

Contact: Joyce Roy

Bureau of Health

Maine Department of Human Services
Telephone: (207) 287-6814
joyce.c.roy@state.me.us







Healthy Maine 2000 Goal

Reduce Morbidity and Mortality Among Maine’s Citizens From Work-Related

Injuries and lllnesses

rate per 10,000

Overview

Occupational health and safety is a major public health issue
in Maine, partly due to our relatively hazardous industry mix.
However, according to data from the Maine Department of
Labor, Maine’s combined occupational injury and iliness rate
has consistently exceeded that of the United States as a
whole, even after adjusting for Maine’s more hazardous
industry mix.2

Occupational Injury Rates
Maine and the United States
1989-1998
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There have been improvements over the last decade as
Maine's overall rates of occupational injuries have declined,
even though they continue to exceed national rates. The
impact of occupational injuries is great: they are not only
disruptive to the worker, but they usually disrupt an entire
family’s well-being.

doliars in millions

Continued and Emerging Issues

Maine has experienced significant changes in its economic
and workplace mix in recent years that have impacted
occupational health. In the 1950’s, goods-producing jobs
and industries (largely manufacturing and construction)
represented half of Maine jobs. Currently, only 15% of
Maine's workers are employed in these jobs, and this
number is continuing to diminish.® By contrast, growth in
service-related industries (trade, health, education, etc.)
have accounted for the greatest increase in jobs in Maine,
and the majority of workers are now in these jobs.* These
changes in Maine's industries appear to have accounted
for some of the changes in occupational health issues,
such as the decline in our occupational injury rates.

The cost of work-related injuries and illnesses has a significant
impact on Maine’s businesses and the State’s economic
climate. Historically, Maine’s workers’ compensation premi-
ums have been among the highest in the nation. However, this
changed dramatically after 1992, with the passage of legisla-

Maine Workers' Compensation Premiums
by Year 1990-1998
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As we start a new century, we face our

biggest health challenge with a highly addictive
drug that over one third of our young adults and
about one quarter of all Maine people are addicted
to. This drug is marketed with about $14 million
per day by an industry with enormous resources

fo continue. This drug is tobacco.

Contact : Sarah M. Haggerty

Bureau of Health

Maine Department of Human Services
Telephone: (207) 287-5381
sarah.m.haggerty@state.me.us










Protection Agency and others have classified secondhand

smoke in the most toxic class of all cancer-causing chemicals
— that for which there is no safe human exposure. This puts
secondhand smoke in the same class of carcinogens as
radon, formaldehyde, arsenic, and benzene.

Despite the grim statistics, a decade ago there was no state
tobacco prevention and control program, and no state funds
dedicated toward this deadly and addictive product.
Fortunately, successful strides have been taken during the
past few years to assist Maine and Maine communities in
addressing the staggering challenges posed by nearly 100
years of mass production and mass marketing by the tobacco
industry, including their current expenditure of about $14 million
per day in marketing.

Tobacco-Free Progress

In 1991, Maine successfully applied for its first tobacco
prevention and control funds through the federally funded
National Cancer Institute’s American Stop Smoking
Intervention Study (ASSIST) Project. The ASSIST Project
was a seven-year planning and intervention project
operated primarily by the Bureau of Health from 1991 to
1998. This funding was used to reduce tobacco use
prevalence among adults and to reduce the initiation of
tobacco use by Maine youth. The goals of this program
included eliminating public exposure to secondhand smoke,
reducing tobacco advertising and promotion, restricting
access of tobacco products to minors, and reducing the
consumption of cigarettes and other tobacco products through

price increases such as increased taxes.

Tobacco is Mames number one
cause of preventable dlsablllty and

death

f5mce the 6XGI56 tax mcrease in
/November of1997 tobacco
consumptlon (packs per caplta)

! 'has decreaaed by 17%.

in 1993, a number of organizations and advocates came
together to help pass a statewide comprehensive clean indoor
air act that protects Maine people from secondhand smoke in
the vast majority of indoor public environments.

Then in 1995, Maine passed a law, An Act to Reduce Tobacco
Use by Juveniles, that augmented Maine's existing youth
access laws and provided enforcement capacity. As a result,
current Maine law makes it illegal for persons under the age
of 18 to purchase, use or possess cigarettes or any other
tobacco product. It is also illegal to furnish or give away
cigarettes or any other tobacco products to any person
under 18 years of age. Cigarette vending machines, once a
common source of tobacco for youth, are banned except
where unaccompanied minors are not allowed. Another
provision in this law required that retailers must hold a valid
license to sell tobacco products. Enforcement of the law is
carried out through compliance inspections to ensure that
tobacco retailers are not selling tobacco to persons under
the age of 18.

The tobacco industry managed in 1995 to help pass a
preemption law in Maine, as they have done in most states.
The resulting law disallowed local tobacco ordinances from
being stronger than state or federal laws. However, in 1997
Maine became the first state in the nation to repeal the
preemption law, thus re-instating local control.

These preliminary efforts went into effect at a time of highest
need. Not only was there evidence that the tobacco industry
marketing appeared to be increasing, but it seemed to be
targeting youth and young adults. In 1996, the Centers for
Disease Control and Prevention (CDC) released an analysis
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The Future: Targets for National Tobacco
Lawsuit Proceeds

A giant step toward meeting the goal of creating an
environment supportive of a tobacco-free life was taken
during the spring of 2000 with the allocation of the tobacco
settlement. In November 1998, Maine, along with 45 other
states (four others had settled already), entered into a lawsuit
settiement with the tobacco industry to reimburse the states
for the states’ expenditures for tobacco-related illnesses
through the Medicaid insurance system. According to 1993
expenditure data, tobacco costs Maine's Medicaid system
at least $60 - $96 million per year. As a result of this
settlement, Maine expects to receive on average about $50
million per year indefinitely.

With the support of Governor King and bipartisan and
independent legislative leadership, Maine allocated about
$22 million for tobacco-related prevention and treatment. A
summary of these allocations follows:

$8.35 million: Community grants primarily reducing tobacco
addiction through preventing youth and young adults from
consuming tobacco products, assisting those who wish to
quit, protecting the public from the hazards of secondhand
smoke, and eliminating health disparities. Funds may also
be used to prevent and/or reduce the related behavioral risk
factors of physical inactivity and poor nutrition as well as for

secondary prevention (risk reduction interventions). Funds

for schools are to be used to address these three major

behavioral risk factors through coordinated school health
programs, and some funds may be used for starting school
based health clinics. Grantees must include the health
care delivery system, schools, and other pertinent
community members or organizations. Primary (risk
prevention) and secondary (risk reduction) prevention will
be funded with these monies.

$6.75 million: Statewide tobacco interventions such as a
comprehensive cessation program (toll free quit line with
counseling and referral; ongoing training and certification of
tobacco cessation counselors; and pharmaceuticals for
cessation for those who cannot afford them) as well as for
statewide media campaigns.

$5.4 million ($1.8 million from the tobacco settlement; the
remainder from federal Medicaid matching funds):
Improved prevention and treatment of tobacco-related
illnesses for those with Medicaid insurance. Secondary
(risk reduction) and tertiary (disease management)
prevention will be funded with these monies.

$1.2 million: Evaluation of tobacco-related interventions

In addition, monies were allocated for non-tobacco substance
abuse treatment and prevention ($5.5 million); for home
visitations for families of newborns so that every first time
parent can receive home visits for up to five years for those at
risk ($4.8 million, with a resulting total of $5.4 allocated for
home visits when one adds in 1995 appropriations of $0.6
million per year); for prescription drugs for the elderly ($10
million); and for child care ($8.5 million).
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Summary: Progress through the Past
Decade

We started the 1990s with no government funds or statewide
comprehensive program going toward our biggest killer. We
start this new decade with about $22 million in tobacco
settlement funds earmarked for tobacco-related prevention
and control, with a combination of primary (risk prevention),
secondary (risk reduction) and tertiary (disease management)
prevention being funded across the state.

We started the 1990’s with many public places being smoke-
filled, including hospitals, schools, and restaurants. We start
this new decade with all indoor public places, including
restaurants and other workplaces, being smoke-free with very
few exceptions. Outdoor public places still commonly allow
smoking, including public school campuses, hospital grounds,
shopping malls, and outdoor workplaces.

We started the 1990’s with only scattered and spotty tobacco
cessation services available for those who wished to quit.
We start this new decade building a support system for
those who wish to quit, so that throughout the state all will
have improved access to counseling and referral as well

as cessation products.

We started the 1990’s with inadequate and mostly
unenforceable laws in existence on sales of tobacco to
youth or youth possession and purchasing and with tobacco
products easily displayed within chiidren’s reach, and with
vending machines commonly found where children frequent.
We start this new decade with good youth access and
possession laws, with tobacco products no longer allowed

Tobacco takes a huge toll on those
,'i"who wush to qun: The vast maJorlty
",'lof Mame people add:oted 1"0

tobaooo WI5|"I to qwt

ol

Tobaooo. No other legal produot

kl”6 one-thlrd of its users.

to be freely displayed within children’s reach, and with
vending machines no longer found where unaccompanied
children are found. In 1997, when youth sales laws were first
fully enforced, about 1 in 5 underage youth were able to
purchase tobacco products illegally. Today, that number is
down to about 1 in 20.

Tobacco’s Toll on Maine

Tobacco continues to take a huge toll on Maine, and is a
heavy burden to her people.

Tobacco is an economic drain on Maine. For every pack of
cigarettes sold — at an average price of about $3 - an additional
$2.50is incurred in health costs, a burden we all pay. The
tobacco industry, located in other states, reaps most of the
profits. These are dollars, which if spent on other goods, would
more likely stay here in Maine and benefit, rather than disable
and kill Maine people.

Tobacco is an environmental drain on Maine. Unlike other major
behavioral risk factors for disease, like poor diets or physical
inactivity, tobacco addiction has enormous environmental
effects, especially on our children. Secondhand smoke not only
causes disease, disability, and death among our children and
adults, but children exposed to it are 75% more likely to become
tobacco addicts themselves. Despite some of the most rigorous
public smoking laws in the country, many Maine children and
adults are exposed to secondhand smoke on a daily basis, very
commonly in public places, especially outdoor public places.
We face enormous challenges in protecting the public from the
hazards of secondhand smoke.

Tobacco is a pediatric disease, taking a huge toll on Maine
children. Not only does secondhand smoke have profound
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