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The committee defines the
mission of public health as
fulfilling society’s interest In
assuring conditions in which
people can be healthy.

—Institute of Medicine

(Committee for the Study of the Future of Public Health. “The future of public health.”
Washington, D.C.: National Academy Press, 1988.)
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Acknowledgments for Healthy Maine 2010

H undreds of people from across Maine deserve a tremendous thank-you for their willingness to
contribute toward and their dedicated efforts in creating Healthy Maine 2010. In fact, over 500 people
participated in the creation of Healthy Maine 2010. Although it is impossible to fully thank everyone, there
are several groups that deserve special recognition.

First, with any such inclusive project that brings together input from hundreds of people, there is usually one
central person who makes it happen — one person who facilitates the process, routinely communicates with
its members, and coordinates the pieces. That person is Sharon Leahy-Lind, formerly from the Edmund S.
Muskie School of Public Service at the University of Southern Maine. Sharon’s dedication to Healthy Maine
2010 was critical to its development. She was the hub in a wheel with many spokes and she kept the
wheel turning!

Second, each Priority Area Chapter in Healthy Maine 2010: Longer and Healthier Lives had at least one
work group that met to confirm or revise the goal for each Priority Area, prioritize objectives, note major
points that should be made in each chapter’s narrative, and name populations that appear to be at risk for
health disparities in Maine. Members gave this input either by attending a half-day meeting in Augusta or
by participating in and communicating on the priority area Listservs created for this initiative. Work group
members also then received draft copies of each chapter’s text and objectives to review. Many spent time
providing us with very useful edit suggestions.

Third, Work Group Leaders provided leadership to each Priority Area. They gave important input to the
process for creating Healthy Maine 2010: Longer and Healthier Lives, they led the work group meetings,
they spent considerable time providing edit suggestions to several drafts of the chapters; several assisted in
writing the chapters; they helped or determined how objectives were to be measured; they assisted in or set
the targets; and they gave important ongoing input. Some also reviewed and provided edit suggestions to
Healthy Maine 2010: Opportunities for All.

Fourth, in addition to the work Sharon Leahy-Lind did, other staff from the Institute for Public Sector
Innovation (IPSI) at the University of Southern Maine’s Edmund S. Muskie School of Public Service
provided support by arranging logistics for, facilitating, and recording the outcomes of the ten work group
meetings during the winter and spring of 2001. Melanie LaPierre created the work group membership data-
base. Janice Overlock, Karen Lucarelli, and Julie Gant coordinated work group meetings and logistics. Kay
Dutram, Stirling Kendall, and Ruth Thomas facilitated the meetings. Janice Overlock and Jane Peatfield
recorded meetings and managed work group membership information. Janice Overlock also assisted Sharon
throughout the project. George Shaler and Elizabeth Martin assisted with some data gathering and inter-
views. Finally, Susan Ebersten provided the flexibility in scheduling and allocated the resources needed to
assist the Bureau of Health with this two-year multiphase project.



Fifth, experts from around the State assisted greatly in creating Healthy Maine 2010: Opportunities for
All. They provided important perspectives and suggestions on addressing health disparities in Maine and
spent considerable time providing edit suggestions to this section. Their names are found in that volume.

Sixth, the CD&M Communications team pulled together the many sections for this report, proofread,
and created a layout and design that most effectively helps communicate the Healthy Maine 2010 goals
and objectives.

Seventh, many staff from the Bureau of Health spent countless hours gathering data and information for
the objectives and the call-outs, setting targets, and providing edit suggestions to various drafts of the chap-
ters. Particularly noted are the efforts of Dom Lemieux from the Bureau’s Office of Data, Research, and
Vital Statistics who spent hours converting data from the 1990 base population to the new 2000 census pop-
ulation base; Alice Rohman from the same office who spent hours gathering and organizing data; Judith
Graber from the Bureau’s Behavioral Risk Factor Surveillance System who gathered and analyzed data from
BRFSS and thoroughly reviewed the many related charts; and Elaine Lovejoy from Bureau of Health
Administration who provided much-needed technical support and an unwavering commitment throughout
the entire two-year project.

I would also like to thank Lani Graham, MD, MPH, and the Bureau of Health’s Senior Management
Team for maintaining the Bureau of Health during my maternity leave late spring and summer of 2002.
Knowing the Bureau of Health was in great hands with Dr. Graham as Acting Director and its Senior
Management Team at the helm, | was able to enjoy this precious time with my children, finish writing, edit-
ing, and pulling together Healthy Maine 2010: Longer and Healthier Lives, as well as write, edit, and pull
together Healthy Maine 2010: Opportunities for All.

Finally, I would like to extend my sincerest gratitude to Governor Angus S. King, Jr. and Commissioner
Kevin W. Concannon, who have shown great support for public health the past eight years, and whose efforts
will make it possible for many more Maine people to have the opportunity to live longer and healthier lives.

Dora Anne Mills, MD, MPH
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Obiect ives Objective numbers are Healthy People 2010 objective numbers.

e 7-10 (Developmental) Increase the number of communities in Maine that have a community
health promotion program that addresses multiple Healthy Maine 2010 Focus Areas.

Maine will identify criteria and surveillance systems to assess, at minimum, the number of service center communities with
a community health promotion program.

Community health promotion programs include all of the following: involved community participation
with representatives from at least three of the following community sectors: government, education, busi-
ness, faith organizations, health care, media, voluntary agencies, and the public; community assessment,
guided by a community assessment and planning model, to determine community health problems,
resources, perceptions, and priorities for action; targeted and measurable objectives to address any of the
following: health outcomes, risk factors, public awareness, services, protection; comprehensive, multi-
faceted, culturally relevant interventions that have multiple targets for change; and monitoring and evalu-
ation processes to determine whether the objectives are reached.

Towns that meet Maine’s definition of a service center community all have the potential to develop a
community health promotion program, such as a Healthy Communities Coalition, and to link some of
their goals to regional and State health plan goals. The State Planning Office has identified 95 service
center communities throughout Maine that are area hubs which people live in or travel to for work,
recreation, shopping, or obtaining services. In addition, all Maine communities can improve their

Name of Initiative

Micmacs On The Move

Southern Kennebec Healthy Communities

Partnerships for Healthy Communities

Healthy Communities Lake Region

Town of Bucksport Health Advisory Committee

Healthy Island Project

Union River Healthy Community Coalition

Fairfield PATCH

Healthy Community Coalition

St. John Valley PATCH

Schoodic Healthy Communities Coalition

North Country Healthy Communities

Vital Pathways

Prevention Coalition

Healthy Acadia

Healthy Community Coalition

Voices In Action: Healthy Communities of
Sebasticook Valley

Greater Portland Partners for Health

River Valley Healthy Communities Coalition

Waterville PATCH

Healthy Futures

Community Weliness Coalition

General Location

Aroostook Band of Micmacs
Augusta

Bangor

Bridgton

Bucksport

Deer Isle/Stonington
Elisworth

Fairfield

Farmington

Fort Kent

Gouldsboro

Greenville

Houlton

Indian Island/Penobscot Nation
Mt. Desert Island
Parsonsfield Area

Pittsfield
Portland
Rumford
Waterville
Winthrop
York

(These are community health planning initiatives known to the Bureau of Health. For more
information, contact the Community Health Program in the Bureau of Health.)
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capacity to bring people and organiza- Partnership For A Healthy Community, Presque Isle

tions together to look at local health
issues. Maine communities can also
link with their Healthy Maine

Partnerships (funded by the Fund for a

Healthy Maine, Maine’s share of the
National Tobacco Settlement), which
cover chronic disease prevention, in
whose service areas nearly all Maine
communities are covered.

¢ (Developmental) 23-12 Increase

the number of geographic areas in
Maine that have a health improve-
ment plan linked to Healthy Maine
2010 goals and objectives.

Maine is one of the few states without
a statewide system of local public
health departments. Therefore, one of
Maine’s challenges is to build the
capacity to assure that the 10 essential
public health services are achieved for
all geographic regions and all of
Maine’s populations. Maine Turning
Point Project, a multi-year initiative
funded by Robert Wood Johnson and
housed at the Maine Center for Public
Health, is looking at how best to
address this challenge and working
with the Bureau of Health and other
public health partners to strengthen
public health infrastructure.

As a result of a recommendation from the
Health Care Reform Commission, the Maine
State Legislature established the Maine
Center for Public Health in 1996 as a pri-
vate nonprofit organization “to improve the

health of Maine citizens through an organized
program of policy analysis, education/training,
technical assistance, and research.” Founded
in 1998 as a public-private collaborative, the
Center works in partnership with State agen-
cies, Statewide organizations, and communi-
ty-based organizations.

Pice 6

Healthy Horizons, Waterville

ACCESS Health, Brunswick

Oxford Hills Coalition, Norway

PROJECT NOW: Northern Oxford Wellness, Rumford
St. John Valley Partnership, Madawaska

St. Croix Valley Healthy Communities, Calais
Choose To Be Healthy, York

S.P.R.LN.T for Life, Lincoln

Power of Prevention Community Health Partnership
Coalition, Van Buren

Healthy Androscoggin, Lewiston

Getting Healthy, Gardiner

Partners for Healthier Communities, Sanford
Downeast Healthy Tomorrows, Lubec

Katahdin Area Partnership, Millinocket

Healthy Acadia, Bar Harbor

TLC for Life Coalition, Newcastle

Healthy Community Coalition, Wilton

Healthy Peninsula Project, Blue Hill

Coastal Hancock Healthy Communities, Elilsworth
Knox County Coalition Against Tobacco (KCCAT), Camden
Coastal Healthy Communities Coalition, Biddeford
Healthy Living, Pittsfield

Communities Promoting Health, Portland
BodySmart, Bridgton

Somerset Heart Health, Skowhegan

Piscataquis Public Health Council, Dover-Foxcroft
Bangor Region Partners for Health, Bangor
Healthy Living Project, Belfast

STOP, Houlton

Campaign for a Healthy Portland, Portland

(All 31 are funded by tobacco settlement dollars.)

It is important that all Maine residents have access to the benefits
of a well-functioning public health system. Many became acutely
aware of the critical importance of building the capacity to
respond to public health challenges at the local and state levels
during the national anthrax attacks in the fall of 2001, following
the September 11 attacks. Maine experienced over 500 possible
anthrax incidents that required processing and testing of suspi-
cious substances. All substances tested were negative for anthrax
and no one in Maine was diagnosed with the infection. However,
the ability to respond to these attacks was limited. For instance, the
capacity for local and Statewide health communication and infor-
mation dissemination, especially to and from health care providers
and emergency response agencies, was overcapacity for weeks.
Fortunately, some Federal funds are assisting in helping Maine
build local and State public health capacity to address challenges
posed by public health emergencies.
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For related information, see Infectious Disease Chapter objective: “Increase the number of geographic areas
in Maine that provide comprehensive epidemiology services to support essential public health services.”

e 7-2 (Developmental) Increase the
. . P . Proportion Of Middle And High Schools
pmportl?n o'_ middle, junior high, Providing Comprehensive School Health Education
and senior high schools that Maine 2002

provide comprehensive health M Reported g Required Health
education. M Reported Having At Least One Separate Health Class

The School Health Education Profile was 100%
administered in the spring of 2002 to mid-
dle and high school principals with an 80%
86% response rate. Data are reported sep-
arately for stand-alone high schools, stand-
alone middle schools, and combined high
school/middle schools. This survey was a
step in developing mechanisms to measure
this objective. 20% 1

Comprehensive School Health o |
Education (CSHE) includes curricu- Higa Schoots Middle Schools e Sctoor &
lum, instruction, and assessment that Souros: Maine Depertment of Schoot Hoath P o, 2002.

is sequential from kindergarten

92%

60% -

40%

Percentage

through high school and that meets

the health education standards outlined in the Maine Learning Results. CSHE addresses the physical,
mental, emotional, and social aspects of health and provides knowledge and skills that promote and
enhance lifelong healthy behaviors. CSHE is also most effective when delivered in the context of a
coordinated school health program.

e 21-14 (Developmental) Increase the geographic areas in Maine that have comprehensive oral
health initiatives that include such components as school-linked oral health programs, community
water fluoridation, and nonprofit dental centers.

Current information indicates our Healthy Maine baseline is about 25% of the State that have such initiatives.

Oral health is part of our total health, and untreated oral disease has many serious negative economic and
social consequences, as well as adverse impacts on physical health. However, there is no ongoing
Statewide surveillance system to monitor oral health status. For instance, oral health conditions, other
than oral cancer, are not reportable and there is no system such as our hospital discharge data system to
track the incidence or prevalence of dental diseases.

Although there is no mechanism to monitor oral health status, we can measure some of the infrastructure
necessary to improve oral health. For instance, we can count and track the number of community inter-
ventions that increase access to dental care, fluoridation, sealants in children, and other
population-based interventions that are critical to improving oral health status.

The disease burden of What is the current state of some of these population-based interventions in Maine?
e Currently, there are only 13 nonprofit dental centers throughout the State, but with new
ly noteworthy because it . . ..

is largely preventable State and private funding, three additional ones are expected to open by the end of 2002.
through community- There are also some nonprofit clinical facilities sponsored by the Maine Department of

based initiatives that Behavioral and Developmental Services as well as the Indian Health Service.
optimize the use of fluo-

ride and dental sealants, In terms of dental sealant initiatives, about 40% of elementary schools have a State-funded
which in combination are oral health program that provide services (including sealants) to almost 50,000 children. In
Ct D e LD ED L terms of fluoridation, an important intervention that prevents caries, about 75% of Maine

“immunization” against . . . . .
tooth decay for :ﬁ“dmn_ people on public water supplies currently receive fluoridated water. But since over half
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(56%) of Maine people use private wells
for their drinking water, this means that up
to 67% of Maine’s total population do not
have fluoridated water in their homes (some
well water has fluoride naturally).

Community-based, nonprofit dental cen-
ters and school-linked programs focus on
local needs to improve oral health and
prevent dental disease. Community-based
prevention initiatives, such as water
flouridation and school-linked oral health
programs providing sealants and other
preventive services, are critical strategies
in improving our oral health.

(Developmental) Increase the number
of dental providers (private practices
or health centers or dental clinics)
located in designated Dental Health
Professional Shortage Areas where
Medicaid-eligible (MaineCare) individuals
are able to receive dental care.

The Bureau of Health is working on ways to meas-
ure and track this objective. See accompanying table
on Maine's Dental Care Analysis Areas.

MaineCare (Maine’s Medicaid Program)

covers preventive and routine dental serv-
ices for children under 21, but only a few
dental services are covered for adults, and
only under certain urgent care guidelines.

The ability of MaineCare to improve
access to dental care is constrained by a
number of factors, including: a shortage of
practicing dentists; the limited number of
dentists accepting MaineCare patients;
patient-missed appointments that cannot
be reimbursed by MaineCare; and paper-
work required by MaineCare that is
viewed as cumbersome by some providers.

To improve this situation, recent changes
in Maine’s regulations facilitate the ability
of dental hygienists to work in public
health settings; i.e., to provide preventive
services that otherwise would not be avail-
able. MaineCare has also worked to
reduce the burden of paperwork and to

sease Prevention, and Health Promotion

MA NE DENTAL CARE ANALYSIS AREAS (DCAA)
DCAA NAME TOTAL  POPULATION FTE DENTISTS SHORTAGE AREA
NUMBEROF PERFTE  PER 100,000 DESIGNATION
DENTISTS ~ DENTIST PEOPLE STATUS

York 9 2,228 44.9
Biddeford 25 3,299 30.3
Sanford 12 4,188 23.9 X (L)
Portland 142 2,313 433 X (L) (city of Portland)
Gorham 10 3,581 27.9
Parsonsfield 1 6,475 15.4 X
Bridgton 5 3,350 29.8 X (L)
Brunswick 19 2,770 36.1
Bath 9 2,732 36.6
Damariscotta 7 3,277 30.5 X (L)
Rockland 17 2,470 40.5 X (LI) (Pen Bay Islands)
Belfast 7 3,219 il X (L)
Lewiston 34 3,274 30.5 X (L)
Norway 5 3,745 26.7 X (L)
Fryeburg 2 2,439 41.0 X (L)
Jay 2 7,810 12.8 X
Farmington 7 2,730 36.6 X (L)
Bethel 1 4,850 20.6 X (L)
Rumford 7 2,887 34.6 X (L)
Kingfield/Rangeley 1 5,381 18.6 X
Gardiner 7 4,618 21.7 X (L)
Augusta 19 2,288 43.7 X (L)
Waterville 25 4,598 21.7 X (L)
Pittsfield 4 3,642 27.5 X (L)
Skowhegan 9 6,706 149 X (L)
Bingham 0 0 0.0 X
Jackman 0 0 0.0 X
Millinocket/Lincoln 8 3,182 314 X (L)
Grnvil/DF/Milo 7 4,963 20.2 X (L)
Corinth/Bangor 34 2,943 34.0 X (L)
Howland/Old Town 1 22,577 4.4 X (L)
Bucksport 1 8,002 12.5 X (L)
Blue Hill 4 3,169 31.6 X (L)
Ellsworth 8 3,616 27.7 X (L)
Bar Harbor 4 3,853 26.0
Goulds/Mibrdg 3 3,381 29.6 X (L)
Jonespt/Machias 2 7,246 13.7 X (L)
Lubec/Eastpt 1 6,193 16.3 X
Calais 4 4,539 225 X (L)
Vanceb/Danfrth 0 0 0.0 X
Island Falls 1 3,895 25.7
Houlton 7 1,674 59.7
Mars/Ash/FtFrf 3 9,200 10.9 X (L)
VBuren/FtKent 2 7,933 12.6 X
Allagash 0 0 0.0 X
Berwick 5 4,993 20.0
STATE TOTAL 481 3,320 30.1

Augusta Mental Health Institute Designated Facility

Bangor Mental Health Institute Designated Facility

Penobscot Indlan Reservation-Old Town Designated Population

Houlton Band of Mallseets Designated Population

FTE = Federally-weighted fulltime equivalent

X = Dental care professional shortage area

(LI) = Shortage area is designated in part because of low income
Population data are from 1998.







WHAT ARE MEDICARE, MEDICAID, and MAINECARE?

Medicare: The Federal health insurance program for people age 65 and older and certain people
with disabilities or end-stage renal disease. Unlike Medicaid, Medicare is administered by the Federal
government. Part A of Medicare covers hospital inpatient services, home health services, limited
skilled nursing facility services, and hospice care. Part B covers physician services, hospital outpa-
tient care, laboratory services, durable medical equipment, and other ambulatory care.

Medicare does not cover most nursing home care or other long-term care services, or most out-
patient prescription drugs. Medicare covers only about half the health care expenditures of older
Americans. About 5% of the nation’s nursing home bills are covered by Medicare, compared to about
50% by Medicaid.

Medicaid: Primarily a health insurance program for low-income parents (mostly mothers) and chil-
dren; a long-term care program for elders; and a funding source for services to people with
disabilities.

In Maine, children and women make up about 70% of Medicaid enrollees, and account for about
30% of the expenditures. Likewise, elders and the disabled account for 30% of enrollees and 70%
of the expenditures (see pie charts on the following page).

Medicaid covers about 40% of all births (pregnant mothers and newborns) in Maine and the US.
Medicaid accounts for about half of all nursing home expenditures nationally, and covers about
two-thirds of all nursing home residents who are elders. Medicaid pays for about one-third of the
nation’s medical bill for the disabled population. Disability for Medicaid eligibility is based on Federal
Supplemental Security Income (SSI) program’s criteria. Over half of the people eligible for Medicaid
because of a disability have a mental disorder disability.

Upper Income Limit
Federal Poverty Level
(FPL)* MaineCare Product Population Eligible
300% Healthy Maine Prescriptions People without prescription drug coverage
250% Many MaineCare Benefits including People infected with HIV
prescription drugs, most inpatient
and outpatient care
250% Full MaineCare Benefits Adults working with a disabling condition
(health insurance and (according to Social Security
pharmaceutical coverage) Social Security Administration
Administration criteria)
250% Full MaineCare Benefits Women ages 40-64 with breast or
cervical cancer without health insurance
200% Full MaineCare Benefits Pregnant women and children
age 0-18
185% Low Cost Drugs Program, also People over age 64 or with
known as Drugs for the Elderly. certain disabilities
Part of Healthy Maine Prescriptions
150% Full MaineCare Benefits Parents of children under age 18 and
young adults ages 19-20
100% Full MaineCare Benefits Childless adults ages 21-64
100% Full MaineCare Benefits Over age 64 or disabled and not
a wage earner

*Note: Eligibility is sometimes available to people earning more than these income limits because of allowable deductions.
PAGE






Maine, like the rest of the nation,
is experiencing a shortage of
skilled health care workers.
According to a September 2001
Maine State Chamber of
Commerce and Maine Technical
College System survey, respon-
dents from hospitals, long-term
care facilities, and home health
care services will need 1,584
additional registered and licensed
practical nurses by the end of
2002, yet Maine schools will gradu-
ate only 531. Additionally, over
400 other health care workers will
be needed in eight other skilled
worker professions, yet only 108
graduates are projected. According
to a March 2001 Maine Hospital
Association survey, 60% of
responding hospitals indicated
they believe radiology technicians
and laboratory technicians to be
among the greatest recruitment
needs. Pharmacists and pharmacy
technicians are also in severe
shortage. According to a
September 2001 Maine Hospital
Association survey, over two-thirds
of responding hospitals (68%) felt
the workforce shortage has
affected access to health care.

agreement in defining a standard for minimum health
insurance benefits. Without this standard, we can only
measure the proportion of the population that is
insured or not insured, but not those who are underin-
sured or who have full benefits. Currently, many with
health insurance are felt to be underinsured: i.e., they
have health insurance but because it is minimal coverage
they may face significant financial barriers to accessing

appropriate care.
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Not having health insurance is a major public health issue throughout the US.
An estimated 43 million Americans, as well as approximately 128,000 adults
and 19,000 children in Maine lack health insurance. A recent Institute of
Medicine Report (“Care Without Coverage: Too Little, Too Late”, 2002) esti-
mates there were more than 18,000 excess deaths among uninsured Americans
in 2000, compared with people with health insurance. As a proportion of the
US population, this would be an estimated 72 excess deaths in Maine. In this
study, people experiencing even a short interruption in coverage had a decline
in their health.

Maine adults who do not have health insurance are more likely to have a lower
household income, less formal education, and be younger than Maine adults
with health insurance. One-quarter of Maine adults without health insurance
have a household income of less than $25,000 (while only 3.6% of Maine
adults with a household income of greater than $50,000 lack health insurance).
One-quarter of Maine adults without health insurance did not complete their
high school education (while over 4% of Maine adults with a four-year college
degree lack health insurance). One-fifth of Maine adults without health insur-
ance are 18-34 years old (Me BRFSS).

What about uninsured children in Maine? An estimated 85% of uninsured
children in Maine live in households with working parents who are likely to
be seasonally employed, employed on a part-time basis, or self-employed.
The strongest predictor of uninsurance among Maine children is the self-
employment status of the head of the household. The second strongest
predictor of uninsurance is the parents’ employment in firms with 2 to 25
employees. Seven percent of uninsured Maine children do not have a regular
source of health care, whereas all the publicly insured children reported a
regular source of care. More than half of uninsured Maine children had not
received dental care in the previous 12 months (Maine DHS/Muskie study
“Health Insurance Among Maine’s Children”, 2000). Fortunately, Maine’s
proportion of children who have health insurance is one of the best in the
country, mainly as a result of
MaineCare (Medicaid and

Cub Care) expansions in 1998. “Ultimate responsibility for the perform-

ance of a country’s health system lies
with government. The careful and respon-
sible management of the well-being of
the population - stewardship - is the very
essence of good government. The health
of people is always a national priority:
government responsibility for it is contin-
uous and permanent ... Dollar for dollar
spent on health, many countries are
falling short of their performance poten-
tial. The result is a large number of
preventable deaths and lives stunted by
disability. The impact of this failure is
born disproportionately by the poor.”

One major limitation of this
objective is that there is no

World Health Report 2000, page vill
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*1-5 (Developmental) Increase the With A ﬂ;“i’g’;g"}:ﬁ f;’s;’gpm"id"'

proportion of persons with a usual
primary care provider.

Healthy People 2010 Baseline: 77%

Healthy People 2010 Target: 85%

The Bureau of Health hopes to develop a mechanism
for tracking this objective in Maine.

Having a usual source of primary care helps
people to have their health issues identified
early and helps direct them to appropriate
care. Primary care providers are often
physicians (MD or DO) who are family
physicians, pediatricians, or internists; nurse

1996 1999 Healthy People 2010 Target
Year

practitioners (NP); or physician assistants Sou ce: Medical Expenditura Panal Survey (EPS) AHRQ.
(PA). Evidence suggests that having a
primary care provider gives greater continuity of care as well as less costly medical care.

Barriers such as lack of health insurance and provider shortages commonly prevent people from having a
primary care provider. Placements of primary care providers through such programs as the National
Health Service Corps, the foreign-trained physician program (J1 Waiver Program), and the State’s agree-
ments with medical schools (such as with the University of Vermont, University of New England, and
Dartmouth) have helped increase the number of primary health care providers in areas of Maine that have
historically demonstrated severe shortages such as Aroostook, Waldo, and Washington Counties.

e 21-1b Reduce the proportion of children
with dental caries experience in their
primary teeth.

Proportion Of Kindergarten And Third Grade Children
With A History Of Decay
Maine 1999

1 Children In Kindergarten lChildren in Third Grade

Healthy Maine 2010 Baseline: 31.4%, 44.7%
Healthy Maine 2010 Target: 25%

Of the kindergartners screened in the Smile Survey,
31.4% had a history of dental caries. Of the third
graders, 44.7% had a history of dental caries.

Dental caries is the most common disease
of childhood. School-aged children from

In Maine, of the 58,000 people
employed in the health sector (10.4%

of the total workforce), there are ) History of Dacay " Healtny Maine 2010 Target

ate - Source: Malne State Smile Survey, 1999. Malne Department of Human Services, Bureau of Health,
approxim ly: Oral Health Program Note: A history of decay means that a child either had a cavity, a filing,
or a tooth that was missIng due to an extraction.

2,850 active patient care physicians
(2,500 MDs and 350 DOs) - a ratio of
about 223 per 100,000 population (223/100,000), which is lower than the national
ratio of 266/100,000;

1,230 active primary care physicians - a ratio of 96/100,000 population, compared to
100/100,000 nationally;

370 physician assistants - a ratio of 29/100,000 population, more than twice the

national average of 14/100,000; and

670 nurse practitioners - a ratio of 52/100,000 population, much higher than the
national average of 28/100,000.

Source: Maine DHS and Maine Department of Financlal and Professional Regulation, 1999.












First Name
Tammy
Laura
Ted
Joanne
Stephen

* Martin
Stephen
Roanne
Stephen
Paul

* Emily
Christopher
John
Tina
Anne
Stephanie
Andrea
Carl
Clough

* Edward
Carol
Jackie
Debra
Katherine
Bob
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Last Name
Rolfe
Ronan
Rooney
Rosenthal
Ross
Sabol
Sears
Seeley
Shannon
Shapans
Smith
Stenberg
Stober
Streker
Summer
Swan
Thompson
Toney
Toppan
Trainer
Troy
Tselikis
Wigand
Wilbur
Woods

Organization Name

Maine DHS, Bureau of Health

Medical Care Development

Health and Work Outcomes

Jewish Family Services

Penobscot Bay Medical Center

Maine Primary Care Association

Maine General Health Center

Maine Department of Education

University of New England, College of Osteopathic Medicine

University of Maine at Farmington
The Barbara Bush Children’s Hospital
Regional Medical Center at Lubec

Maine Department of Education
Portland Public Health Division
University of New England

Maine DHS, Bureau of Health
Medical Care Development

The Women’s Project — PROP
Maine Association of School Nurses
Maine DHS, Bureau of Health
Maine Department of Education
Maine DHS, Bureau of Health

* Members who attended half-day Healthy Maine 2010 Access Priority Area Work Group meeting.
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= Chronic Disease

GOAL

Reduce the number of new cases as well as improve early

detection and treatment of chronic diseases.

Overview

0 ne of the biggest changes in health over the last 100 years is the dramatic change in causes of
death and disability from primarily infectious and acute diseases such as pneumonia, tuberculosis,
and diarrhea to chronic diseases such as heart disease, cancer, stroke, emphysema, diabetes mellitus, and
arthritis. In fact, about 70% of Maine people die from only four diseases: cardiovascular disease (heart
disease and stroke), cancer, chronic lung disease (primarily emphysema), and diabetes. All of these are
chronic in that the disease processes often take years until the onset of symptoms, and the symptoms
themselves often disable people for a number of years. In fact, nationally about one-third of all disabili-

ties are caused by one of

. . . these four diseases.
The Burden Of Selected Chronic Diseases In Maine
Disease Category (ICD9 & 10 Codes) Primary  Proportion of Primary Cause  Proportion of  Estimated Cost A
Cause of  Total Deaths of Total (in billions) The chronic diseases covered
Death Hospitalization  Hospitalizations - -
1999 1999 in this chapter are often pre-
Cardiovascular Disease (390 — 459)

ilovasen 4564 s12% 29739 18.8% 116 ventable. Of all cases of heart

Heart Disease (390-398, 402, 404 429) :

(100409, 111, 113, 120451) 3,418 27.9% 22,493 14.2% 92 disease, stroke, cancer, type 2

Stroke (430 438) (160169) 879 7.2% 4124 2.6% 22 .

Other and unspecified 267 22% 3122 2.0% NA diabetes, and emphysema,
Cancer (140-208) (C00-C80) 2,735 223% 6,583 4.2% 52 most are preventable. There

Trachea, lung and bronchus (162) o5k NA

(C33C34) 824 6.7% 802 . : ; ;

Coton okl recham (15345 are five underlying major

(€18€20) 331 2.7% 892 0.6% NA .

Female Breast (174) (C50) 215 1.8% 525 0.3% 07 causative factors common to

Prostrate (185) (C61) 148 1.2% 352 0.2% NA .

Other and unspecified 1,217 9.9% 4,012 2.5% NA these diseases: three behav-
Chronic Lung Disease (490-496) 1 1

e 151 o1t 2878 a1 10 ioral risk factors of tobacco

Chronic b onchitis & emphysema P ~ts H H -

(491,492) (J40-142, J43) 89 0.7% 3,168 2.0% NA addiction, physical inactivity,

Asthma (493) (J45-146) 18 0.2% 1,367 0.9% 07 ..

Other and unspecified 644 5.3% 339 0.2% NA and poor nutrition; and two
Diabetes (250) (E10-E14) 348 2.8% 1,759 11% .60 modifiable biological factors
Total 12,261 100.0% 158,294 100.0% 247 of elevated cholesterol and
Data Source: Mortslity - CDC Wonder Note: ICD9 Codes used for hospitalization data.

Hospitalizations — Maine Health Data Organization. ICD-10 Codes used for mortality data.
Estimated costs are direct and indirect health care costs.
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Chronic Disease

5-1b Increase the proportion of
Maine ADEF Program participants
with diagnosis of diabetes

< 5 years.

Healthy Maine 2010 Baseline: 67.3%

Healthy Maine 2010 Target: 95.0%

Since 1980, the Bureau of Health’s
Diabetes Control Program has
collected data on the number of
person with diabetes receiving
formal diabetes education through
the Ambulatory Diabetes Education
and Follow-up (ADEF) Program. As
of 2000, about 25,000 adults in
Maine had taken this yearlong
course. The sub-objective measures
what percent of those taking the

Proportion Of Maine ADEF Program Participants
With Diagnosis Of Diabetes < 5 Years
1990-2001

x

Hoalthy Maine
2010 Target
95%

72.6% 72.2%
9.9%

L
67.6% gg 2 67.3%

1% 63.8

T T T T T T T T T T T T T
1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2010
Baseline

Source: Malne Department of Human Services, Bureau of Health, Malne Behavior Risk Factor
survelllance System 1999,

course participated within five years of their diagnosis. Since earlier interventions are most effective,

early participation in such courses
is desired.

5-13 Increase the proportion
of persons with diabetes who have
an annual dilated eye examination.

Healthy Maine 2010 Baseline: 74%
Healthy Maine 2010 Target: 85%
National survey data (not complete-
ly comparable to Maine data) indi-
cates that about 47% of adults with
diabetes had a dilated eye exam in
1998 (Healthy People 2010).

Adults with diabetes have
heart disease death rates
2-4 times and stroke
incidence 3 times as high
as that of adults without
diabetes (CDC, 1998).

Heart disease Is the lead-
ing cause of diabetic-
related deaths.

Proportion Of Adults With Diabetes Who Had
A Dilated Eye Exam In The Past Year
Maine 1995-2000/3 Year Averages

[ Heatthy Maine 2010 Target
85.0%

74.0%

1995-1997

1998-2000
Baseline

2010 Target

Source: Maine Risk Factor
Malne Department of Human Services.

Systam, Bureau of Heaths
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In 1999, cardiovascular disease caused approximately 39% of all deaths in Maine (over 4,500 deaths).
The majority of these cardiovascular deaths were due to heart disease (3,418) and stroke (879). The cost
in terms of life is significant, but cardiovascular disease also exacts a huge toll in terms of disability,
days lost from work, emotional costs, and lost productivity. In 2000, there were almost 30,000 hospital-
izations for Maine citizens with cardiovascular disease at a cost of $437 million in hospital charges alone
(Maine Health Data Organization, 2001).

Heart disease is the leading cause of death in Maine and across the nation, and stroke is the third leading
cause of death. Maine ranks twenty-seventh in the nation and first in the New England for age-adjusted
heart disease death rates (among whites). Maine ranks twenty-first in the nation and first in New
England for age-adjusted stroke death rates (among whites).

Since the 1960s, deaths from heart disease (mostly coronary heart disease) and stroke have declined in the
United States. These declines are mainly due to improvements in detection and treatment of cardiovascular
disease, high blood pressure, and cholesterol as well as reductions in tobacco addiction rates. Heart disease
and stroke share several major risk factors, including high blood pressure, tobacco addiction, high choles-
terol, and overweight. Physical inactivity and diabetes are additional risk factors for heart disease.

e 12-12 Increase the propor-
tion of adults who have had
their blood pressure checked
within the preceding
two years.

Proportion Of Adults Who Have Had Their
Blood Pressure Checked Within 2 Years
Maine And US Selected Years 1993-2000

W Maine Adults US Adults
120%

98.0%
100% 93 10, 94.3% 93.8% 94.2% 94.0% 93.3% 94.5% 94.0% 94.0% 94.6% 95.6% .

80% |
40% |
20% -
0% -

2000 Hoalthy

Healthy Maine 2010 Baseline: 94%
Healthy Maine 2010 Target: 98%

Percentage
g

mulm Maine 2010
Year Target
Souroe: Maine Departmen of Human Servoes, Bureau of Hea tn, Main Behawor Risk Factor Sunvelliance System
1993-2000. National data: System, 1993-2000, Centars for Disease Control

and Prevention.

Proportion Of Adults Who Have Had Their Blood Pressure
Checked Within 2 Years, By Gender
Maine Selected Years 1993-2000
—i— Maine Males —4&— Maine Females
100%
97.6%
96.3% 96.7% 96.3%
95.3%
05%1  sagw 94.5% 94.8%
¥
g 90% -
o
85% -
1993 1994 1995 1996 1997 1999 2000
Year
Source: Mane Department of Human Services, Bureau of Health, Malne Risk Factor
System 1993-2000.




Healthy Maine 2010: Longer And Healthier Lives .= Y

—

=

e 12-15 Increase the proportion of

H H Proportion Of Adults Who Have Had Their
adu_lts in Maine who have had Cholesterol Checked Within The Past 5 Years
their blood cholesterol checked Maine And US Selected Years 1993-1999

Healthy Maine 2010 Baseline: 73.2%
Healthy Maine 2010 Target: 80.0%

73.2%
69,

within the preceding five years. W Mane Adults Us Aduits
71.8%
69.7% X 1%
68.3% 67.3% 65.1% 68.0%  67.2% I €9.1% I
" 1se3 | 1994 | 1995 1996 1997 1999  Healtny
Basellne  Maine 2010
Year Targot
Sou ce: Malne Department of Human Services, Bureau of Health, Maine Risk Factor

System 1993-1999. National data: Risk Factor Sur System, 1993-1999, Cente s for
Disease Control and Prevention.

Percentage

Proportion Of Adults Who Have Had Their Cholesterol
Checked Within The Past 5 Years, By Gender
Maine Selected Years 1993-1999

—m— Maine Males —4— Maine Females
100%
80% - 75.5% 75.7%
70.6% 72.1% 70.6% j—:ﬁ_______._a.——-.‘
A— —h— &
70.5%
67.9%
son | 65.8% 67.0%
" '—-\/:z‘/-/‘
51.9%
40% -
20% -
0%
1993 1994 1995 1996 1997 1999

Year

Source: Malne Department of Human Services, Bureau of Health, Malne Behavior Risk Factor Survelllance
System 1993-1999.

Maine rates highest in New
England for reported high
cholesterol rate (32% of

aduits) and for high blood
pressure (25% of adults).
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* Increase the percentage of cases of cancer
detected at local stage.

Staging Percents For Selected Cancers Staging of cancer Is a way of catego-
Maino™ And US (SEER) rizing how far a cancer has spread
Cancer Site Local Regional | Distant | Unknown
Female Breast Us 64.0 28.0 5.0 3.0 from Its point of origin. stage
ME 66.8 28.5 3.6 11
Coreioal Us 56.0 200 50 50 disease Is limited to the organ of onl-
ME S48 | 41 | 72 38 gin. stage disease has
|Colorectal, Total us 38.0 38.0 19.0 6.0
ME 372 415 17.0 43 spread beyond the organ of origin Into
Colorectal, Males USs 38.0 37.0 20.0 5.0 surrounding tissues, organs, or cer-
ME 37.9 42.0 16.7 3.5
tain lymph nodes. stage dis-
( tal, Females us 37.0 39.0 19.0 6.0
ME 36.4 411 17.4 51 ease, metastasis, occurs when tumor
Prostate us 85.0 6.0 9.0
E 733 i &9 =9 cells break away from the tumor of
Melanoma, Total USs 82.0 9.0 2.0 6.0 origin and travel to other parts of the
ME 723 8.5 2.6 16.6
body and begin a new growth.
Melanoma, Males us 80.0 10.0 4.0 6.0
ME 733 104 3.4 13.5 Survelllance, Epidemiology, and End
Melanoma, Females US 84.0 8.0 3.0 5.0 Results (SEER) Summary Staging Is
ME 71.0 6.6 1.9 20.5
the current standard used for staging.
Note: Staging does not include in-situ diagnoses.
* The Maine Cancer Regjstry began collecting summary stage information in 1995.
Maine data is from 1995-1997.
**US stage data for the white population only from the 1973-1999 report.
SEER data is from 1992-1998.
Source: Maine Cancer Regjstry, Bureau of Health, Maine DHS.

CANCER STAGE DISTRIBUTION
“""'; Targets: Because the Maine Cancer Registry began collecting staging information in 1995, stagjng trends are not available for projecting a quantitative 2010 target. For
s"'u"" all objectives related to cancer stage at diagnosis, the Healthy Maine 2010 target will be to increase the proportion of cancers detected at the local stage. The survival
Cancer | rate for cancers detected at the local stage is much higher than for cancers detected at the distant stage.
Healthy Malne Healthy Malne 2010
Stage Distribution® Objectives Basellne US Baseline? Target?
Maine- Early Detection of Breast Cancer | Cases detected early (local disease) have sbout a [ MCR 19951997 SEER 1902-1998 MCR 1995-2010
Specific | Increase the percentage of cases 96% chance of living for at least five more years. | ) o051 gg,8%; 64.0% Higher % of local disease
BREAST | detected at local stage. * Cases detected late (disease that has spread to
Cancer another part of the body) have only a 21% chance
of living for five more yea s.
Early Detection of Cervical Cancer| * Cases detected early (local disease) have sbout a | MCR 19951997 SEER 1992-1908 MCR 1995-2010
ot | Increase the percentage of cases 92% chance of living for at least five more years. | ) o) 54, gy, 56.0% Higher % of local disease
CERVICAL | detected at local stage. * Cases detected late (disease that has spread to
Cancers another part of the body) have only a 15% chance
of living for five more yea s.
Maine. | E@rly Detection of Colorectal * Cases detected early (local disease) have sbout a | MCR 19951997 SEER 10021008 MCR 19952010
Specific | Cancer 90% chance of living for at least five more years. | | o) 37,29, 38.0% Higher % of local disease
CoLO- | Increase the percentage of cases  Cases detected late (disease that has spread to
RECTAL | detected at local stage. another part of the body) have only an 8% chance
Cancers of living for five more yea s.
maine. | EATY Detection of Prostate * Cases detected early (local disease) have sbout a | MCR 19951997 SEER 19021008 MCR 1995-2010
Specific | CAMCEr 100% chance of living for st lesst five more years. | | ooq1 72,20, No data for local disease | Same % of local disease
PROSTATE | Maintain the high rate of cases * Cases detectad Iate (disease that has spread to | | 604l /Reglonal 87.3% 85.0%
Cancers | detected at local stage. another part of the body) have only a 34% chance .
of living for five more yea s.
Maine. Early Detection of Melanoma * Cases detected early (local disease) have sbout a | MCR 19951997 SEER 1902-1998 MCR 1995-2010
- Cancer 96% chance of living for at least five more years. Local 72.3% 82.0% Higher % of local disease
mELANOMA| Increase the percentage of cases * Cases detected late (disease that has spread to | (May be artificially low because
Cancers | detected at local stage. another part of the body) have only a 12% chance | of high rates of unknown stage
of living for five more yea s. in the dstabase)

1 pata Sou ces: MeBRFSS (Mame Behavioral Risk Factor Surveillance Survey). MCR (Maine Cancer Regist y). SEER (Surveillance Epidemiology and End Results) — whites only. NCHS (National Center for Health Statistics) —

for Maine and for US whites at http: //wonder.cdc.gov; N B. Mortality rates for Maine and the US were obtained from the same sou ce so they would be comparable; however, mortality rates for Maine seen elsewhere which
generated by the BOH OORVS may be slightly differant, depending on when the rates and p used.

2 National comparison figures are not currently availsble for BRFSS Prevention and Screening Behavio s, because the measures we have chosen for Maine combine responses for more than one BRFSS question. For example. of all the
women 50+ surveyed we wanted to know who reported having had 8 mammogram within the past two years AND having had a CBE in the past two years, because we are to app with actual g
recommendations. This data is not easily obtained from the national web site for the country as a whole.

31a aa(s have been selected based on & eombmauon of tha lollovnng ion, as avail extema figures; intemal (Msine) time trends; and expectations sbout what mervenuons will be in place to

ange p and eal Tagets P absolute numbers or smpiy a trend (|mp ovement or no worsening); numbers or trends may need to be d by rolling
forsglagahad yea s due to small nu;

4 Stage at diagnosis is the extent to which a cancer has progressed when the cancer is first diagnosed. The Maine Cancer Registry uses SEER Summa y Stage, which defines a localized cancer as one, which is limited to the organ
of origin. Survival rates for patients w th local disease are significantly better than for those w th regional disease (extended beyond the limits of the organ of origin) or distant disease (cancer which has traveled to another part
of the body and is no longer connected to the original tumor).

Pace 37



g‘ Chronic Disease
S

Pice 38

BREAST CANCER

¢ 3-13 Increase the proportion of women who report receiving both a mammogram and a clinical

breast examination in the past two years (for women aged 40-49) and in the past one year (for

women aged 50 and over).

3-13a Increase the proportion of

women ages 40-49 who report

receiving hoth a mammogram and
a clinical breast examination in the

past two years.

Healthy Maine 2010 Baseline: 70%
Healthy Maine 2010 Target: 75%

3-13b Increase the proportion
of women age 50 and over
who report receiving both a
mammogram and a clinical
breast examination in the past
one year.

Healthy Maine 2010 Baseline: 59%
Healthy Maine 2010 Target: 70%

The five-year

survival rate for

all cancers Is

Mammogram And Clinical Breast Exam Women Aged 40-49
Proportion Receiving Both Within The Preceding Two Years
Maine 1990-2000 US 1998

~—d— Maine Women —&— US Women

Year

Source: Malne Department of Human Services, Bureau of Heaith, Maine
System 1990-2000.
data: Risk Factor Sur

Risk Factor

System, 1998, Centers for Disease Control and Prevention.

Mammogram And Clinical Breast Exam Women Aged 50+
Proportion Receiving Both Within The Preceding Year
Maine 1990-2000 US 1998

~—A— Maine Women —&— US Women

58.3%

58.2%

1990 1991 1992 1993 1994 1995 1996 1997 Baseline 1999 2000 Healthy
1998 Maine

Year 2010

Source: Malne Department of Human Services, Bureau of Health, Malne Behavior Risk Factor

Survelllance System 1990-2000.
Natlonal data: Risk Factor Sur

System, 1998, Canters for Disease Control and Prevention.

62% and the five-year survival rate for
screenable cancers (cervical, colon,

rectum, breast, oral, prostate, skin,
and testes) Is 82%.
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¢ 3-2 Reduce the lung cancer
death rate.

Lung Cancer Deaths
Age-Adjusted Rate Per 100,000 Population
Maine And US 1990-1999

—— Maine Lung Cancer Deaths —#— US Lung Cancer Deaths

Healthy Maine 2010 Baseline: 64.0%

Healthy Maine 2010 Target: slight decrease g
in mortality g 80
E 70 - oo 683 a 67.2
64.1 63.9 64.2 64.7 640
5 60.5  Sight Decrease
= 604 - —— N . N N R In Mortalrty
g 586 588 567 591 586 586 582 580 grp "
2
2
i
4

1996 1997 1998  *1999 *2000 Heaitny
Baseline Maine

1990 1991 1992 1993 1994 1995

Year

Note: *Because 1999 data Is coded according to ICD-10 coding rules and 1990-1998 Is coded using ICD-9 coding rules,
comparisons between 1996 and 1999 may not be accurate. Mortallty rates would be expacted to decline only If Incidence
and/or percentage of late stage disease declines (treatment advances have not recently baen responsible for dramatic
changes In survival).

Sou ce: Malne Department of Human Services, Bureau of Health, Malne Cancer Registry. US Data: Caucaslan Population
only, Centers Tor Disease Control and Pravention, National Center for Health Statistics (http://Wonder.cdc.gov/).

Since 1987, more women In the
US die from lung cancer than from

breast cancer.

PROSTATE CANCER

* Reduce the prostate cancer

PR Prostate Cancer Incidence Rates
Inc'dence rate. Age-Adjusted Rate Per 100,000 Population
Maine And US 1990-1997

Healthy Maine 2010 Baseline: 156.3
—fi— Maine Prostate —¢— US Prostate

Healthy Maine 2010 Target: same incidence
rate or slightly lower

156.3
Same Incidence
Rate oOr

SHgatly Lower

Year

Sou ce: Maine Department of Human Services, Bureau of Health, Malne Cancer Reglstry. SEER (Survelllance
Epldemiology and End Results) — whites only, NCHS (National Center for Health Statistics) - for Maine and for
US whites at http://wonder.cdc.gov; Ageadjusted rate per 100,000.
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¢ 3-7 Reduce the prostate

Prostate Cancer Deaths
cancer death rate' Age-Adjusted Rate Per 100,000 Population

Maine And US 1990-1999

—— Maine Prostate Cancer Deaths —#— US Prostate Cancer Deaths

Healthy Maine 2010 Baseline: 31.9%
Healthy Maine 2010 Target: same or
slight decrease in mortality

Same or Sight
Decrease In
Mortaiity

g
:
&
2
:
i
ki
E
;

1994 1995 1996 1997 1998 *1999 *2000 Healthy
Baseline

Year

Note: *Because 1999 data Is coded acco ding to ICD-10 coding rules and 19901998 Is coded using ICD-9 coding rules,
comparisons batween 1998 and 1999 may not be accurate. Mortallty rates would be expected to decline only If Incidence
and/or pe centage of late stage disease declines (treatment advances have not racently been responsible for dramatic
changes In survival).

Source: Maine Department of Human Services, Bureau of Heath, Malne Cancer Reglst y. US Data: Caucaslan Population
only, Cente s for Disease Cont of and Prevention, National Center for Health Statistics (http://wonder.cdc.gov/).

Melanoma Is a particularly deadly form of skin cancer whose incidence rate nation-
ally has Increased faster than any other cancer in the 1970s and 1980s. Reducing
sun exposure reduces one’s risk for melanoma as well as other skin cancers.

SKIN CANCER

¢ 3-9 Increase the proportion of persons ) )
who use at least one protective measure Pr°"°r"‘;'; g;A,::e";zh;i Suksng ;‘l’:lzcé';’s c':reas“’es
that may reduce risk of skin cancer. Maine 1999

Healthy Maine 2010 Baseline: 70% 0 Hearthy Maine 2010 Targat
Healthy Maine 2010 Target: 80%

Protective measures include avoiding the
sun by staying in the shade when outside
during a sunny day for more than one
hour between 10 AM and 4 PM; wearing
protective clothing such as a long-sleeved
shirt or wide-brimmed hat when exposed
to sunlight; or using sunscreen with a sun
protective factor of 15 or higher. National
data n0t comp letely comp arable to Sou ce: Mane Department of Human Services, Bureau of Health, Malne Behavior Risk Factor
Maine’s from 1998 indicate that about Sunveliance System 1995

47% of adults regularly use at least one of
these measures, including avoiding artificial sources of ultraviolet light. Maine’s data show that
women are more likely to use some type of protection from the sun than men.

ME ‘ Maine Males I Maine Females
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CHRONIC MUSCULOSKELETAL CONDITIONS

Osteoporosis: Osteoporosis, a reduction in bone mass that results in deteriorated and fragile bones, is a
leading cause of disability among our elderly, especially women. One in three women and one in eight
men over the age of 50 will experience an osteoporotic-related fracture sometime in their lifetime, often
leading to functional impairment such as a long-term inability to walk (as a result from hip fractures half
the time). With prevention measures, early detection and treatment such as pharmaceuticals and exercise,
osteoporosis’ impact can be significantly diminished.

Low Back Pain: With an estimated 80% of all Americans expected to have significant back pain sometime
in their lives, low back pain is the most frequent cause of activity limitation in people under the age of
45, the second most common reason for physician visits, and the third most common reason for surgical
procedures. Work-related risk factors, such as heavy physical work, lifting, awkward postures, account
for 28%—50% of the low back problems in adults. Preventable risk factors for back pain also include
overweight, lack of physical fitness, and tobacco addiction. Despite the enormous impact of low back
pain, we lack ways to measure ongoing impact and outcomes since we lack standard definitions for low
back pain as well as a single source for tracking its prevalence and incidence.

Arthritis: Arthritis is one of the most common conditions in the United States, affecting about one in five
of all adults. It is a leading cause of disability, and trails only heart disease as a cause of work disability.
Although rarely a direct cause of death, arthritis disrupts one’s quality of life — causing economic loss
(through decreases in ability to work and high medical costs, especially with the high cost of new
prescription medications), limitations in activities, burdens on caregivers, and negative effects on one’s

mental health.

e 2-10 Reduce the proportion of
adults hospitalized for vertebral
fractures associated with osteo-
porosis.

Healthy Maine 2010 Baseline: 15.8

Healthy Maine 2010 Target: 14.0

National data reported in Healthy
People 2010 from 1998 indicates a
national rate of about 17.5 per
10,000 adults per population aged
65 years and older.

o
=3
S
g
&
£
s
3
©
]
§
&
<

Hospital Discharges For Adults Aged 65+
With Vertebral Fractures Associated With Osteoporosis
5-Year Moving Averages By Gender
Age-Adjusted Rate Per 10,000 Population
Maine 1990-2000

.0
1990-1994 1991-1995 1902-1996 1993-1097 1094-10908 1995-1999 *1996-2000 Healthy Maine

Baseline 2010 Targot
Year
*Includes Prelimina y Data
Note: Maine + 1S W/Any Diagl of ICD-9-CM Code 805.0, 805.2, 805.4 or 805.5.
Sou ce: Malne Department of Human Sarvices, Bureau of Health, Office of Data, Research and Vital Statistics,
Malne Hospltallzation Discharge Data.
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WORK GROUP LEADERS

Marie Borgese, MS, CHES

Lung Disease Program Coordinator
American Lung Association of Maine

Barbara Leonard, MPH
Director; Division of Community Health
Maine DHS, Bureau of Health

Debra Wigand, M.Ed., CHES
Director; Cardiovascular Health Program
Maine DHS, Bureau of Health

Maryann M. Zaremba
Director; Diabetes Control Program
Maine DHS, Bureau of Health

Patricia Jones, MPA, CHES
Director; Community Health Program
Maine DHS, Bureau of Health

Anita Ruff, MPH, CHES

Coordinator for Cancer Prevention and Control
Maine DHS, Bureau of Health

Fredericka Wolman, MD, MPH (2001)
Maternal Child Health Medical Director and Asthma Liaison
Maine DHS, Bureau of Health

OTHER SIGNIFICANT CONTRIBUTORS

David Ehrenkrantz, DrPH
Maine DHS, Bureau of Health

Kathy Tippy, MPH
Maine DHS, Bureau of Health

WORK GROUP MEMBERS

Judith Graber, MS
Maine DHS, Bureau of Health

Castine Verrill, MS
Maine DHS, Bureau of Health
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First Name Last Name Organization Name

Connie Adler Family Practice Physician, Farmington

Enoch Albert Togus Veterans Administration Medical Center

Laurie Allard Brunswick Naval Air Station

Donna Allen Maine Department of Human Services, Bureau of Health
Mary Anne Amrich Maine Department of Human Services, Bureau of Health
Pamela Anderson Excel, University of Maine Law School

Mary Kate Appicelli Maine Department of Human Services, Bureau of Health
Kathleen Askland Maine Department of Human Services, Bureau of Health
Donna Atwood Restoring Inner Balance

Armand Auger Pine Tree Family Practice

Stephen Babirak Diabetes Center at Maine Medical Center

Terry Baker American Cancer Society

Julie Barnes Diabetes Center at Maine Medical Center

Maxwell Barus DFD Russell Medical Center

Peter Bates Maine Medical Center

Joanne Bean American Diabetes Association

Betsy Beauchesne Oncology Social Work, Maine General Medical Center
Peggy Belanger Southern Maine Health and Homecare Services

Leah Binder Healthy Community Coalition

Mark Biscone Waldo County General Hospital

Janet Whatley Blum University of Southern Maine

Annette Boies Maine Department of Human Services, Bureau of Elder and Adult Services
Dan Bondeson Maine Primary Care Association

Jan Bondeson Maine Primary Care Association

John Boothby

Saskia James Bopp Medical Care Development

Richard Bruns Maine Chiropractic Association

Nadine Bullion Cancer Care of Maine

Scott Bullock Maine General Medical Center

Paulette Burbank New England Rehabilitation Hospital of Portland
JoAnne Bushey Kennebec Valley Community Action Program, Child & Family Service
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First Name
Debbi
Edgar
Kathryn
Ronald
Beth
Alice
Connie
Trudi
Wendy
Christine
Peggy
Maureen
David
Laurel
Steve
Kathryn
Rebecca
Susan
Karen
Paula
Nell
Ron

Kip
Deborah
John
Doug
Mark
Roberta
Thomas
Donald
Rene
Monique
Nicholette
Elanna
Connie
Virginia
Terri
Karen
Holly
Robin
Rena
Barbara
Linda
Kathie
Kathy
Deborah
Cindy
DeEtte
Gloria
Paul
Megan
Julie
Betsy
Lisa
Chris
Mary
Nellie
Kate
Maureen
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Last Name
Byron
Caldwell
Caler
Carroll
Carvette
Chapin
Chapman
Chase
Chaston
Christ
Chute
Clancy
Clark
Coleman
Coleman
Coltin
Colwell
Crippen
Croteau
Curtis-Everett
Davies
Deprez
DeSerres
Deatrick
Devlin
Dieckmann
DiTullio
Downey
Downing
Dubois
Dumont
Dutil
Erickson
Farnham
Feldman
Feleppa
Foster
Gallagher
Gartmayer
Gautier
Gels Birch
Ginley
Gray
Greear
Green
Halbach
Hale

Hall

Hall
Hammond
Hannan
Hardacker
Hart

Harvey-McPherson

Hayden
Heath
Hedstrom
Herlihy
Higgins

Organization Name

Advocacy Initiative Network of Maine

Maine Medical Center and American Lung Association of Maine
Portland Public Health Division

Maine Medical Center

Anthem Blue Cross and Blue Shield

Maine Health Information Center

American Cancer Society

Mid Coast Hospital

Town of Appleton Selectman

HealthReach Network

Maine General Health

Portland Public Health Division

Maine Medical Center

Maine General Medical Center

Maine General Medical Center

Harvard Pilgrim Health Care

HealthReach Network

North Country Healthy Communities
University of Southern Maine, Department of Sports Medicine
CIGNA Health Care of Maine

Independent Nursing Project

Public Health Research Group

American Cancer Society

MaineHealth

Diabetes Center at Maine Medical Center
American Cancer Society

Maine General Health

Eastern Area Agency on Aging

University of Southern Maine, Lifeline Center
Reddington Fairview General Hospital

Saint Mary’s Regional Medical Center
Lewiston Health Department

Central Maine Medical Center

Eastern Maine Medical Center

American Cancer Society

Togus Veteran’s Administration Medical Center
HealthSource of Maine

Maine Department of Human Services, Bureau of Health
Regional Medical Center at Lubec

Regional Medical Center at Lubec

Eastern Maine Medical Center

Maine Migrant Health Program

American Cancer Society

Franklin Memorial Hospital

Franklin Memorial Hospital

Maine Academy of Family Physicians

Maine Department of Human Services, Bureau of Health
Maine Department of Education

Lewiston Health Department

Saint Joseph’s Hospital — Cardiac Rehabilitation
American Cancer Society

Maine Department of Human Services
University of New England

Eastern Maine Health Care

Portland Public Health Division

Androscoggin Home Health Services, Hospice Oncology
University of Maine Cooperative Extension
Maine Medical Center

Maine Medical Center
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First Name
Persis
Teresa
Ken

Pat
James
Jeffrey
David
Donna
Len
Lonnie
Joseph
Evelyn
Stephanie
Marsha
Janie
John
Gerald
Rhonda
Kiristy
Mary
Maureen
Don

Jim

Lisa
Virginia
Juliana
G. Allen
Gail
Cindy
Tina
Christine
Bonnie
Donald
Dervilla
Selina
Susan
Helen
Lynn
Faith
Phyllis
Michael
Dan
Peter
Edward
Jeffrey
Sharon
Robin
Mary-Carmela
Linda
Nancy
Natalie
Michelle
Ellie
Diane
Fran
Roxanne
Daniel
Nellie
Deborah

Last Name
Hope
Hubley
Huhn
Hutchinson
Jacobsen
Jacques
Johnson
Jordan
Keilson
Kennedy
Kerwin
Kieltyka
Kimball
Kyle

Labbe
LaCasse
Lalime
Lamb
Lavallee
Leary
Leary
Leaver
Leonard
Letourneau
Lewis
L'Heureux
Lltalian
Lombardi
Look

Love
Lyman
Maclnnis
Magioncalda
McCann
McGlauflin
McKenney
McKinnon
McLeod
McMullen
McNeily
Meserve
Meyer
Michaud
Miller
Miller
Mishou
Montgomery
Moreau
Morneault
Morris
Morse
Mosher
Mulcahy
Mulkhey
Mullin
Munksgaard
Nadeau
Nadeau
Nelson

Organization Name

Maine Dartmouth Family Practice Residency

University of Southern Maine, Institute for Public Sector Innovation
MSCVPR

Maine General Medical Center

Maine Department of Human Services, Bureau of Health

Town of Bingham

SRISSS

Central Maine Medical Center, Department of Case Management
Maine Chapter of the American College of Physicians

Maine Department of Human Services, Bureau of Health

Maine Chiropractic Association

Family Planning Association and Maine Association of Nurse Practitioners
Maine General Medical Center

Penobscot Bay Medical Center, Diabetes and Nutrition Care Center
Southern Maine Medical Center

Medical Care Development

Coastal Dialysis Center

Maine Health Learning Resource Center

New England Rehab Hospital

Maine Department of Human Services, Bureau of Health
American Cancer Society

Central Maine Medical Center

Maine Department of Human Services, Bureau of Health
MaineHealth

Maine Primary Care Association

CHANS Home Health Center and Organization of Maine Nurse Executives
Eastern Maine Medical Center

Maine Department of Human Services, Bureau of Health

Maine Department of Human Services, Bureau of Health

Central Maine Medical Center, Diabetes Education

Maine Department of Human Services, Bureau of Health

VNA Home Healthcare

Maine General Medical Center

Androscoggin Cardiology Associates

Maine Department of Human Services, Bureau of Health
Anthem Blue Cross and Blue Shield of Maine

Eastern Maine Medical Center

York County Dialysis Center

USM, Muskie School of Public Service and Maine Roads to Quality
Penobscot Bay Medical Center

Maine Medical Center

Maine-Dartmouth Family Practice Residency

Eastern Maine Medical Center

American Lung Association of Maine

Central Maine Medical Center, Hematology-Oncology
Androscoggin Kidney Center

Cancer Community Center

Anthem Blue Cross and Blue Shield

Maine Breast Cancer Coalition

Maine Health Alliance

Maine General Health Medical Center

Maine Department of Human Services, Bureau of Health

Maine Department of Human Services, Bureau of Health
Central Maine Medical Center

Family Planning Association of Maine

AFL-CIO

Eastern Maine Medical Center

Southern Maine Medical Center

Southern Maine Medical Center



First Name
Iver
Rhonda
Brenda
Lisa
Martha
Nancy
Thomas
Karen
Margaret
Levi
Dean
Sally-Lou
Patricia
Katherine
Patricia
Lynda
David
Diane
Terrence
Jan
Bonnie
Kandyce
Bill
Vicki
Jean
James
Karen
Judy
Sunita
Vickie
Janet
Sandy
Peter
Valerie
Lewis
Susan
Tammy
Laura
Joanne
Stephen
Chris
James
Randy
Stephen
Stephen
Paul
Paul
Terrence
Betsy
Sharron
Philip
Michelle
Andrew
Nancy
Betsy
Jill
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Last Name
Nielson
Norman
Obert
Obstfeld
O’Connor
Oden
Openshaw
O’Rourke
Parsons
Patch
Paterson
Patterson
Peck
Pelletreau
Perrier
Persico
Peterson
Peterson
Pickett
Pilotte
Post
Powell
Primmerman
Purgavie
Rabon
Raczek
Rasmussen
Rawlings
Raynes
Rea
Rensink
Richard
Richen
Ricker
Rioux
Robinson
Rolfe
Ronan
Rosenthal
Ross

Sady
Schneid
Schwartz
Sears
Shannon
Shapans
Shapero
Sheehan
Shiers
Sieleman
Slocum
Small
Smith
Sonnenfeld
St. Germain
Standish

Organization Name
Reddington-Fairview General Hospital
Healthy Maine Community Coalition
Governor’s Council on Physical Fitness

Community Health Services

CLEAN: Maine

Eastern Maine Medical Center, Cancer Care of Maine
Maine Center for Public Health

Maine Department of Human Services, Bureau of Health
Levi Patch Partnership

Health Care Solutions

Maine Department of Human Services, Bureau of Health
Southern Maine Medical Center

Maine HMO Council

Southern Maine Oncology Nurses Society

Maine General Medical Center

County Dialysis Center

Maine Medical Center

Maine Medical Center, Maine Center for Cancer Care
Eastern Maine Medical Center

Maine Primary Care Association

Maine Hospice Council

Maine Department of Education

Home Care Alliance of Maine

Central Maine Medical Center — Trauma Program
Eastern Maine Medical Center

Maine Center for Cancer and Blood Disorders

Healthy Community Coalition

University of Southern Maine, Muskie School of Public Service
Maine Cardiovascular Health Council

Central Maine Medical Center, Department of Social Work
Healthy Community Coalition

Maine Department of Human Services, Bureau of Health
MDI Community Health Plan

Togus Veterans’ Administration Medical Center

Maine Department of Human Services, Bureau of Health
Medical Care Development

Jewish Family Services

Penobscot Bay Medical Center

4

University of Southern Maine, Muskie School, Maine Nutrition Network

Maine Dartmouth Family Practice Residency

American Cancer Society

Maine General Health Center

University of New England, College of Osteopathic Medicine

Southern Maine Medical Center

York County Dialysis Center

Central Maine Medical Center

Martin’s Point Health Care

American Cancer Society

Maine Department of Human Services, Bureau of Health
University of New England

Maine Medical Center
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First Name Last Name Organization Name

Dawn Stedphen CIGNA Health Care of Maine

Dawn Stiphen CIGNA Healthcare of Maine

Tina Streker

Kathy Stuchiner Maine Hospital Association

Anne Summer

Maureen Summers Maine General Medical Center — Workplace Health
Stephanie Swan Maine Department of Education

Wendy Tardif Central Maine Medical Center

Andrea Thompson Portland Public Health Division

Donna Thompson Central Maine Medical Center

Doug Thompson IPSI, Muskie School of Public Service, University of Southern Maine
David Timmerman Southern Maine Medical Center

Meredith Tipton University of New England

Carl Toney University of New England

Clough Toppan Maine Department of Human Services, Bureau of Health
Edward Trainer Medical Care Development

Cheryl Tucker American Cancer Society

Ginny Vaitones HealthReach Network Hospice

Toni Wall Maine Department of Human Services, Bureau of Health
Candace Walworth Maine Nephrology Society

James Wasserman Maine Nephrology Associates

Pat Watson Stephens Memorial Hospital

Karen Welch Downeast Association of Physician Assistants

MaryBeth Welton Maine Department of Human Services, Bureau of Health
Mary Ann Weston Maine Department of Human Services, Bureau of Health
Richard White Healthsource Maine, Inc.

Katherine Wilbur Maine Department of Education

Phyllis Wolfe Bath Iron Works

Bob Woods Maine Department of Human Services, Bureau of Health
Elihu York Maine Medical Association
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=N Cameron Bopp, MD

“ I f we all band together, we’re much more likely
to succeed as a community and everyone will
benefit,” says Cameron Bopp, M.D. Guided by
this vision, Dr. Bopp established Maine’s first
Healthy Community Coalition in Franklin County.
An early proponent of community medicine, he
recognized the need for citizens to join forces in
promoting better health and quality of life. He
used his credibility and expertise as a physician
and community leader to make Franklin County a

model for positive change.

Dr. Bopp traces his concept for the Coalition back to the 1980s
when he was an emergency doctor at Franklin Memorial Hospital.
In that role and during his term as chairman of the Franklin County
Children’s Task Force, he studied issues surrounding child abuse.
Through his research, he discovered many causative factors linking
child abuse, obesity, cardiovascular disease, alcoholism, and other
problems rooted in preventable behaviors. He began to look at all
of these issues in the context of broader community concerns.

“So many preventable health issues have common risk factors
including low socioeconomic status and poor self-esteem,” says
Dr. Bopp. “If we’re really going to have an effect, it will be on a
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Maine Homes Tested For Radon Concentration

AIR AND WATER Number FoundRWi'!h Hig_h Radon Concentration And Mitigated
egistration Years 1993-2001
QUALITY o e ot
1 Number of Houses Tested Found To Have High Radon Concentrations
I Of Houses With High Concentrations, Number That Were Mitigated
Indoor Air Quality - | D
Radon ' e
E : 7,500 Homes
R £ mmm
» 8-18 Increase the proportion 5 ngvaan
of persons whose homes and 3 .
workplaces are tested for 5 —
radon concentrations. | - - L 528 & ™ o7 g ton
155 | W [ W [ W], s | e | s e
8-18a Increase the number of | BE = B = 1 1 BB
Maine homes tested for radon. e L S R i Rl s

Healthy Maine 2010 Baseline: 18,671 e e e S e i s
homes tested since 1993

Healthy Maine 2010 Target: 43,671
total homes tested (25,000 additional
homes)

Note: Registration Year is from October to September: Due to reporting procedures, the actual number of homes tested and
number of houses with elevated levels (meaning having radon concentrations equal to or greater than 4pCi/]) are approxima-
tions based on the number of test kit analysis reports received by the Bureau of Health as required under the Maine Radon
Registration Act.

Although poor indoor air quality due to molds and poor ventilation poses major challenges in our office
buildings, schools, and residences, there are few mechanisms for tracking many of these issues. We do
have some ability to measure one critical indoor air contaminant — radon.

A naturally occurring radioactive gas, radon is found worldwide in varying concentrations in soil and
water. Exposure over a long period of time is associated with an increased risk for lung cancer, particu-
larly compounded if there is exposure to tobacco smoke. Radon causes an estimated 163 lung cancer
cases each year in Maine.

Found commonly in indoor air and drinking water, Maine’s radon concentrations are higher than much
of the country. An estimated one in three Maine homes has air radon concentrations higher than the US
Environmental Protection Agency’s action
Maine Homes Found With High Radon Concentration level. In some areas, such as the Sebago Lake
Rl:rgil;grr;it?:nT\l;:;r\!eir;glgli_t;g&t)eld area, as many as two-thirds of homes tested
have high levels. In addition, an estimated one-
sixth of Maine wells have radon concentra-
tions higher than the recommended amount.

8-18b Of Maine homes tested for radon,
increase the proportion mitigated.

Healthy Maine 2010 Baseline: 30%
Healthy Maine 2010 Target: 60%

7T 1933/34 | 1994/95 1995/  1996/97  1997/98  1%98/99  1999/2000 *2000/2001 Heaithy Malne
Basaling 2010 Target

*This value Is Inflated by reporting of mitigation work that actually took place prior to the bagnning of the reporting pertod.
Source: Maine Department of Human Services, Bureau of Health, Program Flles, 1963-2001.
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8-1b Eliminate the reported

number of unhealthy ozone days Unhealthy Ozone Days In Maine
., Number Of Unhealthy Days Each Year
(based on Maine’s standard of 1990-2001

0.08 parts per million ozone for
at least 8 hours).

Healthy Maine 2010 Baseline: 11 days
Healthy Maine 2010 Target: O days

&
a
H
2
£
z

0

1990 1991 1992 1993 1994 1995 1996 1997 Baselne 1999 2000 2001 Healthy
1998 Malne
Year 2010
Ta get
Source: Maine Department of Environmental Protaction.
Malne's Unhea thful Standa d = 0.08 parts per milllon of ozone for at least 8 hou s.

Although there are numerous pollutants and issues pertaining to outdoor air quality, two that pose partic-
ular challenges in Maine are ozone and backyard trash burning.

Ozone is an odorless, colorless gas composed of three atoms of oxygen. Occurring naturally in the
upper atmosphere, it forms a protective layer that shields us from the sun’s ultraviolet rays. It also
occurs near ground level when pollutants from cars, power plants, and refineries react chemically in
sunlight, forming ozone. Ground-level ozone is found in Maine primarily during hot summer days and
causes irritation to people’s respiratory systems, especially to children and people with chronic lung
disease such as asthma.

The number of unhealthy ozone days in a given year is due to a combination of factors, including the
levels of pollution in Maine as well as weather factors such as heat waves. Cooler and wetter summers
such as seen in 1996 and 2000 often result in lower number of unhealthy ozone days. Pollution causing
Maine’s ozone levels to be high comes both from within Maine, especially from vehicle use, as well as
from pollution sources in other parts of the country, particularly states to the south and southwest of us,
carried on the prevailing summer winds.

When trash is burned in someone’s backyard, it is common for a number of harmful toxins to be released
into the air. Unlike municipal incinerators, backyard burns are at much lower and inefficient tempera-
tures, resulting in the formation of toxic products of incomplete combustion. Today’s trash commonly
contains polyvinylchlorides (PVCs) and other similar plastics that produce dangerous levels of hydrogen
chloride when burned. Polystyrene (used in making foam cups and food containers), polyurethanes (used
in wood finishes and adhesives), bleached paper products, slick colored papers, and pressure-treated
wood are all commonly found in today’s trash and can result in exposure to harmful toxins when burned.
Backyard burning of trash that contains harmful substances such as these mentioned was banned by the
120th Maine Legislature in 2001.
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Drinking Water Quality

e 8-25 (Developmental) Increase the
proportion of Maine homes with private Proportion Of Maine Homes With Private Wells That Have

- Elevated Arsenic And Uranium Levels

wells that have been testgd for arsenic 2000/2001

and other naturally occurring sub- 20%

stances of concern, such as uranium

and radon.

15%

Plans are being developed for measuring the baseline
for this objective.

Arsenic Testing:
Healthy Maine 2010 Target: 75% of Maine Homes
with private wells will be tested for Arsenic

Uranium Testing:
Healthy Maine 2010 Target: 75% of Maine Homes
with private wells will be tested for Uranium 0%

Elevated Arsenic Levels (>10 ppb) Elevated Uranium (>30 ppb)
AbOllt half Of Maine hOllSChOldS (5 6%, source: Maine Department of Human Services, Bureau of Hea th, Program Rles, Random Sample Survey,
2001 BRFSS) rely on domestic wells as e TIes somet she s

their source of drinking water. While public

water supplies are regulated and must perform required testing and remediation of water quality, very
little testing is required of our domestic wells. Often water testing only occurs at a required time, such
as when a domestic well is drilled or during a home transaction involving a bank loan. Additionally, the
scope of these required tests is very limited, mostly focused on tests for bacteria.

Naturally occurring substance such as arsenic, uranium, and radon are routinely found in domestic well
water, sometimes at levels posing significant health risks if actions to mitigate exposure are not taken.

All three of these chemicals pose cancer risks when exposure is long-term. With arsenic, the primary
concern is with skin, bladder, and lung cancer. Recent studies indicate that arsenic in drinking water may
also have adverse effects on pregnancy outcomes, such as miscarriages, stillbirths, and pre-term births.
Arsenic is an element commonly found in soil and rocks in Maine. Additionally, pesticides containing
arsenic were commonly used in farming (blueberry, apple, potato) until about 1960.

With radon, the primary concern is lung cancer through the contribution radon in water adds to indoor air
radon levels. Though high levels of uranium may pose a radiological cancer risk, the primary concern
with more typical levels is chemical toxicity to the kidneys.

Currently available statistics from a 2001 random sample of about 400 private wells indicate that about
11% of Maine’s domestic wells have arsenic levels above the current health benchmarks (10 ppb), yet
preliminary data indicate that only about 50% of Maine people with a private well have tested their
drinking water for arsenic. (The 10 ppb health benchmark is used by the Bureau of Health, the World
Health Organization, and the European Union; the US Environmental Protection Agency has also
adopted a level of 10 ppb, to be effective in 2006 — their current standard is 50 ppb.)

This same study also shows that about 4% of Maine’s domestic wells have uranium levels above the
new Federal standard of 30 ppb. Data for radon in water, while not a random design, indicate that perhaps
as many as 20% of domestic wells have radon levels capable of causing a significant increase in indoor
air radon levels.
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MERCURY FISH
CONSUMPTION
e 8-25 Reduce mercury exposure among
young children and fetuses.
8-25a Increase the proportion of Maine
women of childbearing age who are aware
of the Bureau of Health’s “Safe Eating
Guidelines” for fish intended to reduce
exposure to methylmercury.
Healthy Maine 2010 Baseline: 32%
Healthy Maine 2010 Target: 90%
Proportion Of Maine Women Of Childbearing Age
Aware Of The “Safe Eating Guidelines” For Fish
With Knowledge Of Specific Risks 1998
100%
0% -
5 60% |
H
§ 40%
20%
0%

Knowledge That Older Fish Knowledge That Cooking

lhvclqirg Fm Most  Have More Mercury Than Does NOT Reduce
Younger Fish Mercury Level
Note: Current data on awareness of advisories was drawn f om of women of age.
Future efforts will target the awareness of advisorles for women, and @valuation

will use samples drawn T om the birth certificate registry.
Sou ce: Maine Department of Human Services, Bureau of Health, RDD Survey of 500 Women of
Childbearing Age, Maine & Wisconsin, 1998,

8-25b Reduce the proportion of
Maine women of childbearing age
with mercury hair levels above
one part per million.

Healthy Maine 2010 Baseline: 20%
Healthy Maine 2010 Target: 5%
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Maine Women Of Childbearing Age Who Are Aware Of The
Bureau Of Health’s “Safe Eating Guidelines” For Fish Intended
To Reduce Exposure To Methylmercury 1998

43%
] .
. T

Among Women Of Among WCA Who
Chikdbearing Age Are Sport Fish
(WCA) Consumers
Note: Curent data on awareness of advisories was drawn T om samples of women of childbearing age.
Future efforts will target the awareness of advisories for pregnant women, and subsequent evaluation will
use samples drawn from the birth certificate reglst y.
Sou ce: Malne Department of Human Senvices, Bureau of Health, RDD Survey of S00 Women of
Childbearing Age, Malne & Wisconsin, 1998,

90%

°
&
€
8
2
©
o

Healthy Maine 2010
Target

Women Of Childbearing Age
With Mercury Hair Levels
Above 1ppm 1998

current Data Indicates
That Approximately 20% Of Women Of
Childbearing Age Have Me cury

Halr Levels Above 1ppm

20% 2010: No More Than
5% Of Women Who
Have Recently Glven
Birth Will Have
Me cu y Halr Levels
Above 1 ppm

5%

[ ]

Healthy Maine 2010 Target

Baseline 1998

Note: Current data on mercury halr levels was drawn T om samples of women of childbearing age.

@valuation will use

Future afforts will target the me cury halr levels Tor women, and
samples drawn T om the birth certficate registist y.

Sou ce: Malne Department of Human Services, Bureau of Health, Program Flles, 1998.
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Mercury is a naturally occurring heavy metal that is widespread and persistent in the environment. Its use
in many commercial products and its emission from combustion processes have caused about a three- to
four-fold increase in the global circulation pool of mercury. Upon entering aquatic systems, mercury is
converted to an organic form (methylmercury) that is biomagnified through the food chain. Fish can have
levels of methylmercury that can be as much as a million times greater than levels in the water.

Studies of people who eat large amounts of fish have found children of women with elevated mercury
exposures are more likely to exhibit deficits in cognitive functions related to fine motor skills, attention,
language, and memory (National Academy of Sciences Report, 2000). Both national (CDC, 2001) and
Maine survey data indicate that more than 10% of women of childbearing age have body burdens of
mercury above current estimates of tolerable daily intake, indicating little margin of safety for the devel-
oping fetus. Maine, like more than 40 other states, has issued statewide fish consumption advisories for
locally caught fish due to mercury contamination. The US Food and Drug Administration has recently
issued warnings on consumption of certain species of ocean fish known to be high in mercury, includ-
ing canned tuna.

Fortunately, the 120th session of Maine’s Legislature (2001-2002) passed laws that will help decrease
mercury pollution, including a ban on the sale of mercury-containing thermostats for residential and
commercial use, effective 2006, as well as the first in the nation law to collect and recycle mercury light
switches from vehicles at the end of the vehicle’s use. However, the continuing release of mercury from
burning of coal and waste, combined with the persistence of mercury in the environment, means we will
be coping with mercury pollution for years.

LEAD
e 8-11 Eliminate elevated blood lead levels in children.

Lead, like mercury, is a heavy metal that exerts toxic effects on brain cells, causing learning disabilities
and behavior disorders in children as well as nerve damage in adults. Although adults in Maine, especial-
ly housepainters and bridge workers, are at risk for lead poisoning, there currently is no mechanism in
place to track the extent of the problem. However, we do have credible systems in place to track the
extent of lead poisoning among Maine’s children. These data systems show an extensive problem, per-
suading many public health and health professionals to believe that lead poisoning is Maine’s number one
environmental health hazard to children in terms of known risk, prevalence, and consequences. For
instance, a compilation of six years of data (1994-1999) shows that one in nine Maine children who were
screened were found to have elevated levels, yet only one in nine children under six years of age were
tested with a simple blood test. Maine faces great challenges in reducing this public health problem —
Maine needs to make its high-risk housing stock lead safe, to screen every child, and to assure proper
treatment and follow-up for every child who has a high level.

8-11a (Developmental) Increase testing for lead and abatement of lead in Maine homes, with
a focus on those homes older than 1960.

Lead was commonly used in paint to make it last longer and give a shine. As of the 1950s, lead con-
centrations in residential paint were reduced substantially, and banned altogether for residential use in
1978. However, about half of all homes in Maine were built before 1960, and 40% built before 1950.
Therefore, they are at high risk for exposing their inhabitants to lead, especially children who tend to
be exposed through such normal behaviors as playing on the floor, putting their hands in their mouths,
and touching painted window sills. Since many household paints contained as much as 50% lead by
weight, only a very small exposure, even from the paint’s dust, can result in lead poisoning of a child.
Lead is also found in some antique furniture, some foreign-made painted products, and marine paints.
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Public water supplies are routinely tested for pesticide contamination. The BPC also has been monitor-
ing surface water for pesticides in the five salmon rivers. Results from the various water monitoring
show one sample that has exceeded the health standard for a pesticide — a private drinking water well
contaminated by the homeowner’s use of Diazinon™ to kill ants.

Since hundreds of pesticides are available to purchase over the counter and since over 90% of our
exposure to them occurs in our homes, it is critical to build awareness of pesticides” harmful effects
and of alternatives in order to minimize our exposure to them. One recent study in Maine estimated that
about one in four schools use pesticides routinely and those pesticides are often applied by untrained
and unlicensed personnel (“What’s Bugging Our Schools? Pest Concerns and Pesticide Use in

Maine Public Schools — Report of the School Integrated Pest Management Survey,” found at
http://www.state.me.us/agriculture/pesticides/schoolipm/schoolipm_report.pdf). As a result of this
report, the BPC gave a grant to the Maine Department of Agriculture to start a school-integrated pest
management awareness and education program. Additionally, rules are being promulgated to regulate
the use of pesticides in Maine schools.

In 1997 a legislative mandate called for a State policy to minimize reliance on pesticides by promoting
principles of Integrated Pest Management (IPM) and other science-based strategies that utilize pesticides
as a last resort. The BPC was directed to
measure Statewide pesticide purchasing to
determine where trends exist. Subsequently,
the BPC and several legislative committees
cited at-home, do-it-yourself lawn care as
the largest sector of pesticide use that is the Sevin™ and Diazinon™ are
least regulated. Home lawn and garden Insecticides.

pesticide use in Maine has grown from
800,000 pounds in 1994 to 1,600,000
pounds in 1999 to 1,800,000 pounds in 2000
(reports of sales from licensed general use
pesticide dealers).

D-Con™ is a Rodenticide.
Roundup™ is an Herbicide.

Captan is a Fungicide.

This more than doubling of lawn care
pesticide use has led to an education, water
quality monitoring, and certification pro-
gram to encourage homeowners to apply
IPM principles. The program, called
“BayScaping,” has evolved into a dynamic
partnership among a number of state and
community agencies as well as retailers
(including some lawn care businesses).
Although its original scope was the Casco
Bay watershed, it is hoped it will evolve
statewide so that every homeowner
chooses pesticides thoughtfully and

only as a last resort.

(www.thinkfirstspraylast.org/bayscaper) Bacillus Thuringiensis (Bt) or milky
spore is a Biological Pesticide.

Scott’s Turf Bullder™ and many
other “weed and feed” products
contain Herbicides.

Ortho Rose™ and Flower Dust™
Is a combination Fungicide and
Insecticide.

Lysol™ and Clorox™ bleach are
Disinfectants, killing bacteria.

Mildewicides are commonly found
in paints.
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Last Name
Albee
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Branski
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Clancy
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Hall
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Martin
McNeily
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Mosher
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Murray
O'Rourke

Gary Fish
Maine Department of Agriculture

Andrew Smith, SM, ScD
State Toxicologist
Maine DHS, Bureau of Health

Organization Name

The Chewonki Foundation

American Lung Association of Maine

Natural Resources Council of Maine

MAFP

Community Health Program, University of Maine at Farmington
League of Women Voters

Portland Public Health Division

Maine Department of Environmental Protection, Air Quality
City of Portland, Health and Human Services Division
Saint Joseph’s College, Department of Nursing

American Lung Association of Maine

Lewiston Health Department

Maine Migrant Health Program

Maine DHS, Bureau of Health

Saint Joseph’s College

Maine Department of Education

Lewiston Health Department

Portland Public Health Division

University of Southern Maine — Institute for Public Sector Innovation
Maine DHS, Bureau of Health

Saint Joseph’s College

Maine DHS, Bureau of Health

Town of Bingham

Saint Joseph’s College

Maine DHS, Bureau of Health

Maine DHS, Bureau of Health

Saint Joseph’s College

Penobscot Bay Medical Center

The Bingham Program

Maine DHS, Bureau of Health

Maine DHS, Bureau of Health

Maine Department of Agriculture, Food & Rural Resources
Maine Center for Public Health
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First Name Last Name Organization Name
Margaret Parsons Maine DHS, Bureau of Health
Sally-Lou Patterson Maine DHS, Bureau of Health
Judy Peary-Adams Community Health Program, University of Maine at Farmington
Kristine Perkins Maine DHS, Bureau of Health
Barbara Poirier University of Southern Maine, Muskie School of Public Service
Lewis Rioux MDI Community Health Plan
Debra Robertson Community Health Program, University of Maine at Farmington
Tammy Rolfe Maine DHS, Bureau of Health
Joanne Rosenthal Jewish Family Services
Stephen Ross Penobscot Bay Medical Center
Nancy Sonnenfeld University of New England
Christopher Stenberg The Barbara Bush Children’s Hospital
* Andrea Thompson Portland Public Health Division
Kathy Tippy Maine DHS, Bureau of Health
Clough Toppan Maine DHS, Bureau of Health
Bob Woods Maine DHS, Bureau of Health
Elihu York Maine Medical Association

* Members who attended half-day Healthy Maine 2010 Environmental Health Priority Area Work Group meeting.
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¢ 16-1 Reduce infant deaths.

Healthy Maine 2010 Baseline: 6.1

Healthy Maine 2010 Target: 4.6

Infant death is a critical indicator
of the health of a society since it
reflects the overall state of maternal
and infant health and the many
social, environmental, and health
care system factors that contribute
toward the health of both these vul-
nerable populations. One hundred
years ago in Maine, about one in
eight babies born did not live to see
their first birthday. Today, for babies
born full term, that number has
dropped to one in 1,000. During the
last decade, Maine has consistently
had the lowest or one of the lowest
infant mortality rates in the nation.

Infant mortality is made up of two
major components: neonatal mortal-
ity (death in the first 28 days of life)
and postneonatal mortality (death
from one month of age until the first
birthday). The leading causes of
neonatal death are birth defects, dis-
orders due to prematurity and low
birth weight, and pregnancy compli-
cations. The leading causes of post-
neonatal mortality include sudden
infant death syndrome (SIDS), birth
defects, and injuries.

Passed by Congress in 1970,
Title X of the Public Health
Service Act provides funding
and regulations pertaining
to family planning. As a

result, a broad range of
effective and medically
approved family planning
services are provided for
across the country.

Infant Mortality Rate
Maine And US 1990-1999

—#—Maine Infant Mortality Rate
—+—US Infant Mortality Rate

@®
°

o
°

£
@
=3
8
7
&
£
4

IS
°

1990 1991 1992 1993 1994 1995 1996 1997 1998 *1999 Healthy

Year
*Indicates preliminary data.
Source: Maine Data: Malne Department of Human Services, Bureau of Hedth, Office of Data, Resea ch and Vital Statistics.
National Data: Centers for Disease Cont ol, National Center for Health Statistics, US Vital Statistics.
Infant deaths are those w th one year of life.

Infant Mortality Rate
Maine And US 1987-1999

Five Year Averages

12 —=—Maine Infant Mortality Rate —+—US Infant Mortality Rate

114

Rate Per 1,000 Births
~ ® o B

o

1987 1088 1989 1990 1991 1992 1993 1094 1995 1996 1997
198589 198690 108701 198392 1089-93 1900-94 190105 199206 199397 199408 199599

Year
*Indicates preliminary data.
Sou ce: Malne Data: Mane Department of Human Services, Bureau of Health, Office of Data, Research and Wital
Statistics. Natlonal Data: Centers for Disease Cont ol, National Center for Health Statistics, US Wital Statistics.
Infant deaths are those with one year of life.

Preventable pregnancy complications resulting in fetal
or neonatal death include those associated with alco-
hol use (nationally, fetal mortality is 77% greater in
women who regularly use alcohol), tobacco (national-
ly, fetal mortality is 35% greater in women who regu-
larly use tobacco), and illegal substances. Tobacco
addiction is also associated with unhealthy low birth
weight, prematurity, sudden infant death syndrome,
and respiratory problems in newborns as well as an
estimated 15% of costs for all complicated births.
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Family Planning and Perinatal Health

WORK GROUP LEADERS

Valerie Ricker, MSN, MS
Director; Division of Family Health
Maine DHS, Bureau of Health

OTHER SIGNIFICANT CONTRIBUTORS

Martha Henson, BS, Maine DHS, Bureau of Health
Donald R. Lemieux, MBA, Maine DHS, Bureau of Health
Alice V. Rohman, MLIS, Maine DHS, Bureau of Health

WORK GROUP MEMBERS
First Name Last Name Organization Name

Donna Allen Maine DHS, Bureau of Health
Teresa Alley Washington County Child & Youth Dental Program
Mary Anne Amrich Maine DHS, Bureau of Health
Pamela Anderson Excel, University of Maine Law School
Kathleen Askland Maine DHS, Bureau of Health
* Warren Bartlett Maine DHS, Bureau of Health
* Lisa Belanger Portland Public Health Division
Susan Berry Maine Department of Education
Jan Bondeson Maine Primary Care Association
Sally Bryant League of Women Voters
Nell Davies Independent Nursing Project
* Joni Foster Maine Department of Education
Roy Gedat Child Health Center
Barbara Ginley Maine Migrant Health Program
Judith Graber Maine DHS, Bureau of Health
DeEtte Hall Maine Department of Education
Betsy Hart University of New England
James Jacobsen Maine DHS, Bureau of Health
David Johnson SRISSS
* Evelyn Kieltyka Family Planning Association and Maine Association of Nurse Practitioners
* Shannon King Maine DHS, Bureau of Health
Jennifer LeDuc Child Health Center
Barbara Leonard Maine DHS, Bureau of Health
Virginia Lewis Maine Primary Care Association
* Leslie Livingston Healthy Families, Goodall Hospital
Cindy Look Maine DHS, Bureau of Health
* Dorean Maines Maine DHS, Bureau of Health
Karyn Martin RFGH
Phyllis McNeily Penobscot Bay Medical Center
* Ellie Mulcahy Maine DHS, Bureau of Health
Martha O’Connor Community Health Services
Karen O’Rourke Maine Center for Public Health
* Mary Owen Maine DHS, Bureau of Health
Margaret Parsons Maine DHS, Bureau of Health
* Beth Patterson Maine DHS, Bureau of Health
Kristine Perkins Maine DHS, Bureau of Health
* Nancy Porr CHANS Maternal-Child/School Age Parent Program
* Bonnie Post Maine Primary Care Association
Bill Primmerman Maine Department of Education
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While Maine’s teen pregnancy rate has been
cut roughly in half over the past 20 years,

the numbers have stayed disturbingly high in cer-
tain places. One such place is Thorndike in Waldo
County (SAD 3) where one out of five senior girls
became pregnant in 2000. Rachel Thompson and
Sadie Lloyd, both juniors at Mount View High
School, used this and other alarming statistics as
the backbone in their campaign to make condoms

available at school.

As part of a school leadership group called The Natural Helpers,
Rachel and Sadie took the lead in promoting “The Condom
Project.” They started the Project by gathering data with the help
of their supervisor, school nurse Heidie Piersiak. They found that
Liberty, one of the 11 towns of SAD 3, showed the highest rate of
teenage pregnancy in the state and that Waldo County’s numbers
were the third highest of all Maine counties. A 1998 State survey
showed that 4.35% of girls aged 15 through 19 became pregnant
and an internal survey found that 60% of Mt. View High School
students were sexually active and, among those, 70% used no
birth control. Despite these statistics, fewer than a dozen of
Maine’s 117 secondary schools distributed condoms at that time.
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“It was a lot
of work, but
we couldn’t
turn our
backs on

such an
important
cause,”
says Sadie.

== Rachel Thompson and Sadie Lloyd

In addition to searching for data, the students went right to the
source. “We surveyed members of the student body and staft to
find out if they thought having condoms available was a good
idea,” says Sadie. “More than half of teachers responding
supported the project and at least 80% of students did.”

After clearing it with the principal, the students made a multi-
media presentation to the school board. They stressed that the
incidence of AIDS and other sexually transmitted diseases, as well
as teenage pregnancies, could be reduced significantly through
condom use. They cited health officials and educators who attrib-
ute the decline in Maine’s teenage pregnancy rate to better educa-
tion and the availability of contraception. The school board was
attentive to the students’ message, but felt it was important to
open the discussion to the community at large.

“There was a lot of tension leading up to the next meeting,”
reports Rachel. “Many people were concerned that access to con-
doms would promote sexual activity and some felt that teen sex
was a family issue that shouldn’t be addressed at school,
while others spoke in favor of giving students the means to
exercise sexual responsibility. Fortunately, almost all the stu-
dents there spoke up in defense of condoms at school and
that impressed the board.”

After weighing the 1ssues, the school board voted 82 to
allow distribution of condoms. However, they decided to
have the Maine Family Planning Association oversee the
project instead of the school nurse, as originally proposed.
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£  Infectious Disease and
Immunization

GOAL

Prevent disease, disability, and death from infectious

diseases, including vaccine-preventable diseases.

Overview

o vercoming the scourge of many infectious diseases through clean drinking water, good hygiene,
vaccines, and antibiotics is one of the greatest public health successes of the twentieth century.
However, without proper vigilance to maintain education and the systems that were responsible for these
successes, we are vulnerable to a myriad of infections.

In addition, with inappropriate use of antibiotics in humans and animals and resulting antibiotic resistance,
increasing global travels, importation of food, conglomeration of food production, and increasing threats
from bioterrorism, we remain susceptible to a variety of emerging diseases. In fact, over the past two
decades, deaths in the United States from infectious diseases are rising — nearly 60% from 1982 to 1992
alone, and still 22% when HIV-associated deaths are removed. Many of these are emerging diseases.

Maine is fortunate to have relatively low rates of a number of infectious diseases that plague other areas of
the country or world such as tuberculosis and malaria. However, our vulnerability to emerging diseases is
increasing: violations in food safety are more frequently causing foodborne illnesses, our infectious disease
surveillance and response systems need strengthening, and our health systems are increasingly challenged to
address infectious disease issues in Maine’s increasing numbers of foreign-born residents.

With the increased threat of bioterrorism since the September 11, 2001 attacks on the United States and
subsequent anthrax attacks, there is heightened awareness about vulnerabilities in our early detection, com-
munication, and incident management systems that respond to infectious diseases. Fortunately, Congress has
allocated funds to each state’s health departments, including Maine’s Bureau of Health in the Department of
Human Services, to strengthen these systems.
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Proportion Of Adolescents In Grades 9-12

e 25-11 Increase the proportion of Who Have Never Had Sexual Intercourse
Maine And US 1995-2001

adolescents who abstain from sex-

. . W Maine Adolescent US Adolescents
ual intercourse or use condoms if * * -
currently sexually active.
25-11a Increase the proportion of 1 ——
adolescents in grades 9-12 who B cox  dsaxcooo  SENS0.1%
have never had sexual intercourse. |
Healthy Maine 2010 Baseline: 48.4%
Healthy Maine 2010 Target: 60%

’ 1995 ' 1997 ' +1999 ' 2001 " Hoalthy Maine

Baseline 2010 Target
Year

*1999 Data for Maine Is Unwelghted.

Source: Youth Risk Behavior Survey, Maine Department of Education. US Data: Youth Risk Bahavior Survey,
Centers for Disease Control and Prevention.

25-11b Increase the proportion Proportion Of Adolescents In Grades 9-12
= _ Who Have Ever Had Sexual Intercourse
of adolescents in grades 9_ 12 But Have Not Had Sexual Intercourse In The Past 3 Months
who have ever had sexual inter- Maine And US 1995-2001
course but who have not had W Maino Adolesconts US Adolosconts
sexual intercourse in the past

three months.

Healthy Maine 2010 Baseline: 29.8%
Healthy Maine 2010 Target: 33%

Healthy Maine
2010 Target

Proportion Of Adolescents In Grades 9-12 +1999 Data Not Avallable for Maine.

Who Have Ever Had Sexual Intercourse Sou ce: Youth Risk Behavior Survey, Maine Department of Education. US Data: Youth Risk Behavior Survey,
Who Used Condoms At Last Intercourse Centers for Disease Cont ol and Prevention.

Maine And US 1995-2001
54.4%
46.9%
1995 '

H Maine Adolescents US Adolescents
*1999 Data Not Avallable Tor Malne.

Source: Youth Risk Behavior Survey, Maine Department of Education. US Data: Youth Risk Behavior Survey,
Cente s for Disease Control and Prevention.

50.7%
25-11c Increase the proportion of sexually
active adolescents in grades 9-12 who used
condoms at last intercourse.

Percentage

Healthy Maine 2010 Baseline: 50.7%
Healthy Maine 2010 Target: 58%

1997 ' *1999 " Healthy Maine
Baseline 2010 Target

Year
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Because young people experience a disproportionate share of STDs (including HIV) and unintended
pregnancies when they engage in sexual behavior, it is particularly critical that this population group
engage in behaviors that protect their health. Three major protective behaviors are targeted: abstaining
from sexual intercourse (primary abstinence); reverting to abstinence for long periods of time after hav-
ing had sexual intercourse in the past (secondary abstinence): and using condoms correctly every time if
regular intercourse is occurring. Nationally, almost half of all sexually active adolescents did not use a
condom at last intercourse, making them at very high risk for STDs and pregnancy. Therefore, while
abstinence is a major focus, reaching out to help reduce risks in those adolescents who are already sexu-
ally active is also critical. Teaching comprehensive family life education that teaches abstinence and gives
youth full information about reproductive health and improving access to preventive reproductive health
care are two major strategies to assure our youth are making the healthiest choices possible.

14-26 Increase the proportion of

children who participate in fully oper- Proporti(:’n OfIChiIdrgn Wdh:) Participate Il;‘ Fully Operational
= - = = = opulation-Based Immunization Registries
ational population-based immunization Maine 1999 And US 1098

registries. W Maine Children US Children

Healthy Maine 2010 Baseline: 25% os%
Healthy Maine 2010 Target: 95%

Immunization registries are important
tools that assist health care providers to
manage and track immunization cover-
age of their patients. Registries keep

patients’ vaccine histories, identify =

patients who need specific vaccines, -

and alert providers to patients who are ' Healthy Maine 2010 Target
undervaccinated. With today’s technolo- Year

gy. this can be done with high security IMiMurizaton PrOgram, 19, US Data: MMunzaton P agram ARl Reports, G0, Naional immuntzation
and confidentiality. Maine piloted its e 1958

Web-based immunization information
system, ImmPact, starting in 1997, and is now in the process of expanding its use Statewide.

14-22 Achieve and maintain effective vaccination coverage levels for universally
recommended vaccines among young children.

Vaccines for children and adults are one of the safest and most effective ways to prevent diseases. Cost
savings alone range from $2 for every dollar spent on recently approved vaccines to $24 for diphtheria,
pertussis, and tetanus. Maine’s childhood vaccine rates rose significantly during the 1990s, due in part to
the Bureau of Health’s commitment to providing all necessary childhood vaccines for free to all licensed
health care providers, thereby reducing the cost barriers to parents; and due to educational and informa-
tional campaigns to educate parents and health care providers about the benefits of vaccines as well as
how to increase vaccine rates. As a result of this success, the Bureau of Health’s Vital Records do not
have a report of a child dying in Maine from a vaccine-preventable disease in over a decade.
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Maintaining and improving our excellent childhood immunization rates is a challenge since children now
receive as many as 20 shots to protect against 11 potentially devastating diseases before the age of 2 years.

Estimated Vaccination Coverage Rates With Individual Vaccines Among Children 19-35 Months Of Age Maine 1994-2001

Vaccine 1994 1995 1996 1997 1998 Baseline 2000 2001 Healthy Maine  US

1999 2010 Target 1999
3 DTP/DT 97 99 98 98 99.1 97.0 95.2 97.5 99% 95.7
4 DTP/DT 82 90 91 90 91.4 86.9 88.3 91 98% 81.5
3 Polio 84 94 94 95 96.8 92.1 91.7 91.6 99% 89.3
1 MMR 91 98 95 95 93.6 92.0 94 94.9 99% 90.5
3Hib 90 95 95 96 94.4 95.9 94.2 95.4 99% 93.2
3Hep B 26 51 75 84 89.5 87.2 85.8 87.5 95% 87.6
Varicella n/a n/a n/a 13 313 43.1 55 57.5 90% 54.6
3:3:1 n/a 94 91 91 n/a 89.3 87.9 88.4 99% 85.1
4:3:1 80 89 87 87 89 84.1 84.1 83.6 95% 77.9
4:3:1:3 n/a 87 85 84 86.3 829 83.3 82.4 90% 76.5
4:3:1:3:3 n/a n/a n/a n/a n/a 76.8 76 75.6 90% 71.3
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Source: Maine Department of Human Services, Bureau of Health, Division of Disease Control and Prevention, Immunization Program.

3 DTP/DT refers to 3 or more doses of diphtheria, tetanus toxoids and pertussis vaccine, or diphtheria and tetanus toxoids.
4 DTP/DT refers to 4 or more doses of diphtheria, tetanus toxoids and pertussis vaccine, or diphtheria and tetanus toxoids.
3 Polio refers to 3 or more doses of poliovirus vaccine.

1 MMR refers to 1 or more doses of measles-containing vaccine, including MMR, which contains measles, mumps, and
Rubella vaccines.

3 Hib refers to 3 or more doses of Haemophilus influenzae type b vaccine.

3 HepB refers to 3 or more doses of hepatitis B vaccine.

Varicella refers to 1 dose of varicella vaccine.

3:3:1 refers to 3 or more doses of DTP/DT, 3 or more doses of poliovirus vaccine, and 1 or more doses of MMR.

4:3:1 refers to 4 or more doses of DTP/DT, 3 or more doses of poliovirus vaccine, and 1 or more doses of MMR.

4:3:1:3 refers to 4:3:1 and 3 or more doses of Hib.

4:3:1:3:3 refers to 4:3:1:3 and 3 or more doses of HepB vaccine.

e 14-29 Increase the proportion -
Proportion Of Adults Aged 65 And Older

of adults who are vaccinated Who Report Ever Having Had A Pneumonia Vaccination
annually against influenza and Maine And US 1995-1999

ever vaccinated against W Mae Adutts Us Adutts
pneumococcal disease.

14-29a Increase the proportion of
adults aged 65 and older who have
ever had a pneumonia vaccination
against streptococcus pneumoniae.

Healthy Maine 2010 Baseline: 57%
Healthy Maine 2010 Target: 75%

1999 " Hoalthy Maine
Basoline 2010 Target

Year
Source: Malne Risk Factor Sur System 1995-1999, Bureau of Health, Malne Department
of Human Services. National data: Risk Factor Sur System, 1995-1999, Centers for
Disease Control and Prevention.
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14-29b Increase the proportion
of adults aged 65 and older who
received a flu shot within the past
12 months.

Healthy Maine 2010 Baseline: 74%
Healthy Maine 2010 Target: 90%

Proportion Of Adults Aged 65 And Older
Who Received A Flu Shot Within Past 12 Months
Maine And US 1993-1999

US Adults

W Maine Adults

Most vaccine-preventable diseases in the
United States as well as in Maine occur
in adults. For instance, nationally, an
estimated 50,000-80,000 people die
from pneumococcal disease or influenza
annually. Pneumonia and influenza are
typically the sixth leading cause of death
among elders each year. Adults consid-
ered to be at high risk for complications
from influenza and pneumococcal dis-
ease include those over the age of 65,
and those with diseases or other condi-
tions that increase their risk, including
diabetes mellitus, chronic liver, lung, or
cardiac disease, HIV infection, cancer,
recipients of organ transplants, or
immunosuppressive therapies.

1999 Healthy Maine
Baseline 2010 Target

Year

Source: Malne Behavior Risk Faclov Survelllance System 1993-1999, Bureau of Hea th, Malne Department
of Human Services. data: Risk Factor Sur System, 1993-1999, Centers for
Disease Control and Prevention.

e 13-12 (Developmental) Increase
High Risk (HIV) Individuals Who Test For HIV At Public Sites

1996-2000

W Total Number Of individuals Tested For HIV At Public Sites
Number Of High Risk Individuals Tested For HIV At Public Sites

Hoalthy Maine 2010 Target

Year

Sou ce: Malne Department of Human Services, Bureau of Health, Division of Disease Control,
Program Data 1996-2000.

the proportion of adults in publicly
funded HIV counseling and testing
sites who are screened for STDs

and immunized against hepatitis B.

Healthy Maine 2010 Baseline: 3,613
Healthy Maine 2010 Target: 4,336

High-risk individuals include males who have
sex with males (MSM), injectable drug users
(IDU), and people with high-risk heterosexual
contacts (including MSM, IDU, and people
who are HIV-positive).

This objective is developmental but can be
partially measured by the number of high-risk
individuals being tested for HIV
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Maine has ten publicly funded HIV testing
sites that offer both anonymous and
confidential testing by certified HIV

Prevention Counselors. Their locations are:

The Clinic

Dayspring AIDS
Support Services

Bangor STD Clinic

Downeast
Health Services

Tri-County
Health Services

ACAP - Health 1st

The AIDS Project
Portland STD Clinic

Midcoast
Family Planning

The AIDS Project

For more information on these sites, call 287-3747.

Auburn

Augusta
Bangor

Ellsworth, Machias,
Calais

Farmington

Presque Isle,
Houlton, Fort Kent

Portland
Portland

Rockland
Sanford

An estimated 65,000 people contract hepati-
tis B every year across the country, and about
70% of them have been seen in settings such
as HIV testing sites in which they could have
received a vaccine to prevent them from
contracting this devastating disease. People
at risk for HIV are usually at risk for other
STDs since they share some of the causative
risk behaviors such as unprotected sex, and
since HIV infection itself makes one more
susceptible to contracting other STDs.

e 14-1 Reduce or eliminate indigenous cases of vaccine-preventable diseases.

Cases Of Selected Notifiable Diseases Preventable By Vaccination, Maine, 1996-2001

Healthy Malne
Disease 1996 1997 1998 1999 2000 2001 2010 Target*
Haemophilus Influenzae (invasive) 1 5 5 8 1 1 0
Hepatitis A 26 66 20 14 11 11 3
Hepatitis B (acute) 8 6 5 1 5 7 1
Measles (Rubeola) 0 0 0 0 (1]
Meningococcal 15 18 8 5 7 9 2
Mumps 0 0 0 0 0 0 (1]
Pertussis 55 11 5 36 12 51+ 23+ 14
Rubella 0 0 0 0 0 0 (1]
Varicella 125 172 82 26 43 34

1 Number of cases Is reported from program data vs. CDC.

2 Nine additional cases were on Campobello Island in Canada for a total of 45.
* For children age 2-18 years old.

Prepared by staff at Maine Immunization Program, Bureau of Health.
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Proportion Of Persons With Chronic Hepatitis C Infection
Who Know Their Serostatus

persons with chronic hepatitis C 2000

infection who know their
serostatus.

Baseline estimate = fewer than 10% of
Mainers with hepatitis C (2,000 out of
15,000-20,000) know their status.
Healthy Maine 2010 Target: 35%
Hepatitis C (HCV) is a bloodborne
infection that is emerging as a
major public health threat to the

people of Maine and the US. It

infects individuals of all ages, eth- ) 2000 Baseline Estmate ' Healthy Maine 2010 Target
nic groups, and socioeconomic Year

classes in urban and rural areas of

Source: Malne Department of Human Services, Bureau of Health, Division of Disease Control, Program Data 2000.

Maine. However, 65% of those

infected in Maine are men, and 70% are among those ages 3049 years old. The two major risk factors
for hepatitis C in Maine and the US are a history of sharing needles for injectable drugs (even one time)
or a history of receiving a blood transfusion or blood products prior to 1992.

Currently, an estimated 15,000-20,000 Maine residents have hepatitis C. Yet, because of the slow pro-
gression of the disease and its lack of outward symptoms early on, most are unaware of their infection.
Currently, fewer than 2,000 have been identified by their medical providers. Since 90% of those infected
are unaware of their infection, they are missing opportunities for preventive and therapeutic care that
could prevent the progression of their disease or transmission to others.

Number Of Cases

600

500

400

200 4

100

Maine Chronic HCV Reported Cases By Age

Health expenditures for hepatitis C in Maine
are skyrocketing — in 1999, Maine’s

At Report 1997-1999 7 .
Medicaid Program (now MaineCare) spent

7 28

0-9 10-19 20-29

Sou ce: Malne Department of Human Services, Bureau of Health, DMslon of Disease Cont ol, Program Data

1997-1999.

over $10 million on the treatment of people
with hepatitis C.

as
14 5 2

30-39 40-49 50-59 60-69 70-79 80-89 90-99
Age Group In Years
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DTaP
Hib

IPV
MMR
Varicella
PCV
HepB

Influenza

Td

Hep B
MMR
Varicella
PPV

Hep A
Influenza

Meningitis

Td
MMR

Influenza

PPV

Hep A
Hep B
Varicella
Meningitis

Diphtheria, Tetanus, Pertussis
Haemophilus influenzae Type b
Inactivated Polio

Measles, Mumps, Rubella
Varicella (Chicken pox)
Pneumococcal

Hepatitis B

Influenza

Tetanus Diphtheria
Hepatitis B

Measles, Mumps, Rubella
Chicken Pox
Pneumococcal

Hepatitis A

Influenza

Meningococcal

Tetanus Diphtheria
Measles, Mumps, Rubella

Influenza

Pneumococcal
Hepatitis A
Hepatitis B
Chicken Pox

Meningococcal

2, 4, 6, 15-18 months, 4-6 years
2, 4, 6, 12-15 months

2, 4, 6 months, 4-6 years

12-15 months, 4-6 years

12-18 months

2, 4, 6, 12-15 months

At birth, 1-4, 6-18 months

If in a high-risk group or wishes immunity

11-14 years, then every 10 years

If unvaccinated

If did not receive 2 doses when younger
If non-immune

If in a high-risk group

If in a high-risk group

If in a high-risk group or wishes immunity

Consider for college freshmen living in dormitories

Every 10 years
If born after 1956 and non-immune
Annually to all adults 50 years and older

Annually to adults under 50 years if at risk
or who wish immunity

1-2 doses to everyone over 65

2 doses for those at risk or wishing immunity

3 doses for those with risk factors
2 doses if non-immune

If in a high-risk group

DtaP, DT, Td, IPV, MMR, Hib, Hep B, Varicella, PPV, PCV, and Influenza vaccines given to all licensed health
care providers for free by the Bureau of Health, with contributions by taxpayer dollars and Maine’s HMOs.

To determine high-risk groups or to obtain updated information, ask your doctor or check on the Web at:
www.cdc.gov/nip/acip
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The impact and face of HIV in Maine
has evolved greatly over the past
decade. Once considered an acute
deadly disease, medical advances have
allowed many people with HIV to
maintain good health and quality of
life. Since a peak in 1993 of 71 AIDS
deaths, this number has declined to
fewer than 20 deaths in recent years.

There have been gradual shifts in the
proportions of reported risk behaviors
that transmit HIV in Maine. As was the
case throughout most of the US during
the 1980s, HIV in Maine was most
commonly transmitted through male-
to-male sexual contact. Although
unprotected sexual contact with males
continues to be the most often reported
mode of transmission in Maine, unpro-
tected heterosexual contact and sharing
needles during drug use became more
common during the mid-1990s.

As with mode of transmission, the
prevalence of HIV among certain
races and ethnic groups in Maine has
shifted over time. The beginning of
the HIV epidemic was characterized
by high rates of diagnosed infections
among Caucasians. More recently,
there have been greater proportions of
HIV infections among people of
color, particularly among African-
American and Hispanic people.
Whereas racial and ethnic minority
groups made up less than 8% of HIV
reports received by the Bureau of
Health between 1989 and 1994, they
comprise 15% of reports received
after 1994.

DO YOU KNOW:

* Just over 1,000 people have been diagnosed

with AIDS In Maine since 1982, and just over
500 have died.

It Is estimated that 1,200 people are living
with HIV in Maine; about one-third do not know
they have HIV.

There are fewer AlDS-related deaths In Maine
as well as across the country because of
improved treatment. However, the incidence
of HIV Infection has not decreased In recent
years. Therefore, the numbers of people liv-
ing with HIV (prevalence) Is increasing, mak-
Ing outreach and prevention efforts even
more important and challenging.

Of those in Maine living with diagnosed HIV
infection:

51% are men who have sex with men
19% are Injection drug users

23% are Infected through heterosexual sex

Nationally, half of all people with HIV Infection
were infected when they were under 25 years
of age.

There have been about 19 million deaths due
to AIDS In 20 years worldwide.
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e 25-1 Reduce the proportion of

adolescents and young adults Chlamydia Trachomatis Infections Rates By Gender
. . N Maine Residents Aged 15-24
with Chlamydia trachomatis 2000

infections. M Rates Among Maine Females Aged 15-24 Years
Rates Among Maine Males Aged 15-24 Years

Cases per 100,000 females

aged 15-24 years 2
Healthy Maine 2010 Baseline: 1,127 =
Healthy Maine 2010 Target: 900 S
2
Cases per 100,000 males j
aged 15-24 years g
Healthy Maine 2010 Baseline: 267 S
Healthy Maine 2010 Target: 214 %
&
Sexually transmitted diseases g
(STDs) are behavior-linked dis- °
eases that result from unprotected ’ Basolne 2000 ' Heakhy Mamo 2010 Target
sex. Chlamydia is an STD spread Year

Source: Malne Department of Human Services, Bureau of Hea th, Divislon of Disease Control, STD Program Data, 2000.

person to person by close physical
contact during vaginal, anal, and
oral sex.

A number of factors contribute to the rapid spread of STDs. Among them:

* Many of them are asymptomatic (85% of women and 50% of men with chlamydia have no
symptoms);

* There is often a lag time between infection and complications (infertility and ectopic pregnancy
often show up years after chlamydia infection);

* Young women are more susceptible to some STDs (especially chlamydia);

* Secrecy about sexuality and STDs in US culture is prevalent despite a high prevalence of sexual
messages and images bombarding our media.

Chlamydia among adolescents and young adults is the focus of this objective since it is the most common
STD reported in Maine. With more than 1,000 cases reported each year in Maine, chlamydia dispropor-
tionately affects adolescents and young adults.

Infections Caused By Foodborne Pathogens Maine 1999
Foodborne Healthy Maine
Pathogens 1999 2010 Target
Campylobacter 13 8.5
Escherichia coli 3.2 1.5
Listeria monocytogene 0.4 0.2
Salmonella 10.6 6.3
Cyclospora cayetanensis 0 0
Postdiarrheal hemolyticuremic syndrome 0 0
Data Not
Congenital Toxoplasma gondii Available 0
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¢ 10-1 Reduce infections caused by key foodborne pathogens.

Infections due to foodborne pathogens are on the rise for several major reasons: improper food prepara-
tion, storage and distribution practices; insufficient training of retail workers; an increasingly global food
supply: and growing populations of those at risk such as elders and the immunocompromised. Many of
these infections cause severe disease and are deadly, especially in high-risk populations such as chil-
dren, elders, and the immunocompromised.

With about 70% of all meals prepared at home and national surveys showing high prevalence of unsafe
food preparation at home, one of our biggest challenges is educating the consumer in safer practices,
especially pertaining to meat and poultry handling, as well as fruit and vegetable washing.

Additionally, with about 40% of a family’s food budget being spent at eating establishments in which the
food is already prepared, and with evidence that these foodborne outbreaks are on the rise but difficult to
detect, changing the way we inspect eating establishments and assuring that food workers are trained in
food handling and using good practices pose challenges across the country. Maine currently has nine
sanitarians to inspect over 12,000 establishments, which are mostly eating establishments, across the
State. In the early 1990s, there were 19 such sanitarians. There appears to be an increase in the number
of eating establishments in Maine in which food handlers have little background in standard US prac-
tices. Therefore, strategies are being implemented by the Bureau of Health to more efficiently utilize
sanitarians’ time by changing the way they inspect
restaurants as well as utilizing their time to help
educate food handlers.

This objective measures the most common and/or
most virulent pathogens that we are able to track.
Clean: Wash hands and surfaces often. However, it is felt the most common cause of food-
borne illness outbreaks are Norwalk-Like Viruses,
which are not tested for by routine laboratories.

Separate: Don’t cross-contaminate.

Cook: Cook to proper temperatures. CDC test results show that 93% of food samples
which test negative for bacteria are positive for
Chill: Refrigerate promptly. these pathogens. Since human feces are the reser-

voir for these viruses, they also can be a marker
of contamination.
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GOAL

Reduce mjuries, disabilities, and deaths due to

unintentional mjuries, suicide, and violence.

OVERVIEW

ost people at some point in their lives will sustain a significant injury. For Maine people under the
M age of 58, deaths from injuries far surpass all other causes of death and are responsible for more
productive years of life lost than any other cause. Even though death rates due to chronic diseases in Maine
people over age 57 surpass those due to injuries, injury death rates are higher in this age group than among
younger people. In fact, injury is the third leading cause of death for all Maine people age 85 and younger.

In addition to deaths and lifelong pain and suffering, the economic costs from serious injuries are high.
Injuries represent the second leading cause of direct medical costs among civilian non-institutionalized
individuals. It has been estimated that the average cost of an injury hospitalization in Maine from 1995-1997
was about $20,600, for a total cost of $231 million a year. Nationwide, one-third of all hospitalizations are
due to injury.

Despite the enormous impact of injuries, there is a basic misconception that many are the result of
unpreventable “accidents.” In fact, most injuries are predictable and preventable. In Maine, as well
as across the country, we face challenges in building data systems to track and evaluate the impact
of injuries, as well as increasing public understanding of injury risk factors and effective prevention
practices.

Although each type of injury requires its own set of prevention initiatives, often effective interventions act
synergistically. For instance, those interventions that reduce alcohol abuse also reduce the risk of injury due
to motor vehicle crashes, drownings, falls, and intentional injuries. Interventions that identify and assist
those individuals who are threatening violence to themselves may also protect the safety of others.

Effective injury prevention initiatives have the potential to affect all of us. For instance, if every vehicle
occupant were properly restrained; if every vehicle driver, including snowmobile drivers, were sober; if
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Motor Vehicle Crash Injuries
10-Year Rates By Age And Gender
Maine 1991-2000
HAan  Hmane males [l Maine Females
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Source: Malne Department of Human Services, Bureau of Health, Office of Data, Resea ch and Vital Statistics,
Maline Hospital Discharge Reco d Flle, Malne Hedth Data Organization.
¢ 15-15 Reduce deaths caused
by motor vehicle crashes. Deaths Due To Motor Vehicle Crashes
Maine 1990-2000
Healthy Maine 2010 Baseline: 13.2 US 1990-1999
Healthy Maine 2010 Target: 10.6 —m-Mane —0—US
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Deaths Due To Motor Vehicle Crashes
10-Year Totals By Age And Gender
Maine, 1991-*2000
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VEHICLE RESTRAINTS

The most effective way to reduce one’s risk of death or serious injury from a motor vehicle crash is to prop-
erly restrain oneself in a seat and shoulder belt (if taller than about 4'9" or over 80 pounds) or in a booster or
car seat (if shorter than 4'9" or under 80 pounds). About 80% of Maine adults use seat belts. Safety restraint
laws and proper enforcement of them have been shown to be very effective in reducing injury and death
from motor vehicle crashes. In fact, the only age for which motor vehicle crashes are not among the most
common causes of hospitalization and death in Maine is under age four — the ages for which safety seats are
legally required and for which there is primary enforcement of safety restraints in Maine.

All people riding In a vehicle must be properly restrained. Enforcement is
primary for those under 18 years of age and secondary for those over 18.
Secondary enforcement means that generally, the vehicle can only be pulled
over If another violation appears to exist.

Children less than 18 years of age but more than 8 years of age or taller than
4'7" must be properly secured In a seat belt, unless they are required to be In
a federally approved child restraint system such as a booster seat.

Children less than 12 years of age and under 100 pounds must sit in the
rear seat when possible.

Children less than 8 years of age and under 80 pounds but over 40 pounds
must be restrained In a federally approved child restraint system such as a
booster seat.

Children under 40 pounds must be restrained In a child safety seat.

People and dogs riding in the back of trucks must be restrained.

Although an estimated 87% of Maine children under four are placed in a child car safety seat, it is estimated
that close to 100% of them are not properly restrained; i.e., the safety seats are not properly installed or the
child is not properly placed in them. The availability of safety seat checks in many more communities in
Maine will aid in addressing this problem.

Booster seat usage is much less, about 8% of children ages 4-8 according to Maine data. Usage should
increase, however, as the result of the 2002 passage of a bill requiring their use for children 40-80 pounds
starting in January 2003. Because lap and shoulder belts are made for an average body of 5'10" and 165
pounds, a child under 80 pounds or less than about 4'9" (generally ages 4-8) is too small for the adult lap
and shoulder belts, and often will sustain serious head, neck, or abdominal injuries in car crashes. With
increased booster seat use, the vast majority of the 23 Maine children in this age group who sustain serious
injuries and the two who are killed each year should be saved from these fates.
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Motor vehicle crashes kill more teenagers than any other cause in Maine
and across the country. New teen drivers in Maine are four times more likely
to die In a crash than adults. Young drivers comprise 12.5% of all drivers, but
suffer 25% of all fatalities and 30% of all injuries.

One Initiative that has worked to reduce these grim statistics Is the imple-
mentation of a Graduated Driver’s License (GDL) for youth drivers. For
Instance, Michigan and North Carolina saw declines of 25% and 27% respec-
tively In motor vehicle crashes Involving 16-year-old drivers from 1996 to
1999 after a GDL was implemented In 1997. North Carolina saw a 57%
decline in fatal crashes during the same time period.

Thirty-seven states have now implemented a three-tier GDL. Maine imple-
mented a modified version of a GDL in 1998 and Iincludes the following In its
three-tiered approach:

An Instruction permit Is issued to a person 15 years
of age or older and who has completed a driver education course (If
under 18 years). The permit is valid for 18 months.

The first license Issued to a new applicant under
21 years of age is provisional for two years.

If convicted of a moving violation with a provisional license,
the license will be suspended for 60 days. Second and third
offenses carry more severe penalties.

If the licensee Is less than 18 years, the driver Is prohibited
from carrying passengers other than Immediate family mem-
bers for a period of 90 days, unless accompanied by another
licensed driver who is at least 20 years of age and has held a
valid license for the past 2 years.

All drivers under the age of 21 years with any blood alcohol
level will have their license revoked for one year, and an
additional 6 months If there are any passengers under the
age of 21.

A driver can be issued a regular driver’'s
license If he or she Is under 21 years of age and has had a provisional
license for a period of 2 years.

Some states also require that drivers with the provisional license who are
under 18 be supervised by a licensed adult age 21 or older when driving
between 10 PM and 5 AM. Some new studies also suggest it may be safer
for all drivers under age 18 to not be allowed to carry other youth for an
extended period of time.
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FALLS

Nearly 5000 Maine people every year are hospitalized as a result of a fall. Almost three-quarters of these
hospitalizations occur among people over the age of 65. Falls are the leading cause of injury deaths and one
of the leading causes of hospitalizations for people over age 65 in Maine, as well as across the country.
Between 1994 and 1998, 169 Maine people over the age of 65 died as a direct result of a fall. Hip fractures
are the most common serious injury as a result of falls in this group. The impact of these injuries on the
quality of life of our seniors is enormous.

There are many factors that are modifiable that contribute to falls among people over 65. Among them are:
difficulties in gait and balance, neurological and musculoskeletal disabilities, use of psychoactive medica-
tions, visual impairment, slippery surfaces, uneven floors, poor lighting, loose rugs, unstable furniture,
unstable grab bars in bathrooms, and objects on the floor. With regular exercise, including those to improve
balance, as well as some simple home improvements, many of these devastating falls can be prevented.

Falls are also the leading cause of injury hospitalization for children and teens. These types of falls include

falling from playground equipment, trees, and stairs. Although injuries from playground falls are often pre-
ventable by making sure the playground surface is safe, many are still found on grass or dirt surfaces rather
than wood chip and other safer surfaces.

* Reduce hospitalizations

from falls. Fall Injury Hospitalizations

Nonfatal Unintentional By Gender

Healthy Maine 2010 Baseline: 406.8 Maine 1990-2000
Healthy Maine 2010 Target: 366 —m-Total —M-Malne Males  —&—Maine Females

Age-Adjusted Rate Per 100,000

1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Healthy
Y Baseline Maine
ear

Number Of Falls

Fall Injury Hospitalizations
Sou ce: Malne Department of Human Sarvices, Bureau of Health, Office of Data, Research and Vital Statistics,

Non-Fatal Unintentional By Age And Gender Malne Hospital Discharge Record Flle, Malne Health Data Organization.
10-Year Totals
1991-2000
M Total B Maine Males B Maine Females

18000
15000
12000
9000 |
6000
3000
o

<1 114 1524 2544 4564 65-84 85+

Age Group
Source: Malne Department of Human Services, Bureau of Health, Office of Data, Research and Vital Statistics,
Malne Hosplital Discharge Record Ale, Maine Health Data O ganization.
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DOMESTIC VIOLENCE

Physical and sexual assault, in the forms of domestic violence, child abuse, elder abuse, sexual assault, and
sexual abuse pose serious public health and safety threats throughout our society. We all are affected to some
degree by these violent behaviors, since no one is completely protected from them.

About one million children every
year are reported in the US to be
Types Of Child Maltreatment Reported Nationally victims of maltreatment. Based on
data from 39 states of reported child
abuse, about 75% of the perpetra-
tors are the victim’s parents. Most
of the remainder are either relatives
Or caregivers.

The effects of child abuse can last a
lifetime, so implementing effective

55.9%
24.6%
prevention and treatment strategies
125% are critical. Some long-term studies
6.1% .« o .
. - on home visitation programs for
Neglect I I ’

families at risk have shown potential
Physical Abuse Sexual Abuse Emotional Abuse ) i
for preventing child abuse and neg-
Souce: Healty Feople 2010 lect. Since 1996, Maine has funded
and recently expanded these types
of programs.

Sexual assault is one of the most under-reported crimes, especially among children. Only about 15% of sex-
ual assault victims report the crime to the police. Nationally, surveys show that one in four girls and one in
seven boys will be sexually victimized before their 18th birthday; and one in three women and one in five
men will be sexually victimized in their lifetime.

In 1985, violence occurred among at least 16% of US heterosexual couples. Recently, there has been
increased recognition of physical and sexual violence during pregnancy. Research shows that up to about
20% of women during pregnancy experience intimate partner violence. Additionally, there has been
increased recognition of teen intimate partner violence.

Males who are physically violent toward their partners are more likely to be sexually violent toward them
and are more likely to use violence toward children. The perpetration of intimate partner violence is most
common in adults, who as children witnessed intimate partner violence or became the targets of violence
from their caregivers.

The consequences of sexual and physical assault are long-range, and include suicide and other forms of self-
inflicted injury, substance abuse, delinquency, violent behavior, and health problems such as phobias and
eating disorders.

There has also been increased awareness of elder abuse, abuse of those who are disabled, are a sexual
minority, or a racial or ethnic minority. It is hoped that our abilities to measure abuse of these populations
will improve.
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Approaches to reducing domestic violence, child abuse, elder abuse, and sexual assault need to be multi-
faceted, including improving reporting of these crimes, enforcement of laws against perpetrators (especially
since recidivism is so common), treatment of victims, prevention strategies aimed at those at risk and the
general population. However, because of the perceived private nature of physical and sexual assault, this
important public health and safety problem is difficult to study. Consequently, we have much to learn about
effective strategies to prevent domestic violence, and treat victims and perpetrators.

¢ 15-34 Reduce the rate of physical assault by current or former intimate partners.

Maine's Domestic Assaults With Physical Injuries 1996-2000

Basellne Healthy Malne
1996 1997 1998 1999 2000 2010 Target

Rate/ Rate/ Rate/ Rate/ Rate/ Rate/
Number | 1,000 |Number | 1,000 | Number | 1,000 | Number| 1,000 | Number | 1,000 | Number| 1,000

Total Assaults 3,914 3.15 4,222 3.39 3,855 | 3.09 3,986 3.18 4,486 3.52 3,469 2.78
Male Assaults on Females | 2,550 4.47 2,690 2.16 2,338 1.87 2,336 1.86 2,656 2.08 2,104 1.68
Female Assaults on Males 411 0.33 463 0.37 441 0.35 505 0.40 535 0.42 397 0.32
Parent Assaults on Child 266 0.21 298 0.24 230 0.18 261 0.21 341 0.27 207 0.16
Chlid Assault on Parent 251 0.20 269 0.22 213 0.17 224 0.18 310 0.24 192 0.15
All Other Famlllal Assaults 436 0.35 502 0.40 633 0.51 660 0.53 644 0.51 570 0.46

Source: Maine Department of Public Safety, Developed by Bureau of Health Staff.

Rates based on Maine population for all ages.

e 15-33 Reduce child abuse
and neglect.

Healthy Maine 2010 Baseline: 2310
Healthy Maine 2010 Target: 2080

g
8
3
£
&
:
5
i
:

Substantiated Child Abuse And Neglect Cases
Maine 1996-2000

2445
2000

"Hoaltny Maine
2010 Target

Source: Malne Department of Human Services, Bureau of Child and Famlly Services, Developed by Bureau of Health Staff.
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¢ 15-35 Reduce the annual rate of rape or attempted rape.

Reported Rape And Attempted Rapes 1996-2000

Basellne Healthy Malne

1996 1997 1998 1999 2000 2010 Target
Rate/ Rate/ Rate/ Rate/ Rate/ Rate/
Number | 1,000 |Number | 1,000 | Number | 1,000 | Number| 1,000 | Number | 1,000 | Number | 1,000

Total Rapes 266 0.21 254 0.20 229 0.18 273 0.22 318 0.25 195 0.15
Forclble Rapes 238 0.19 234 0.19 208 0.17 245 0.20 291 0.23 177 0.14
Attempted Rapes 28 0.02 20 0.02 21 0.02 28 0.02 27 0.02 18 0.02

Source: Maine Department of Public Safety, Developed by Bureau of Health Staff.
Rates based on Maine population for all ages.

15-35a Maine reported rape
and attempted rapes Reported Rape And Attempted Rapes

Maine 1996-2000
1996-2000. M Total Rapes M Forcible Rape M Attempted Rapes

Total Rapes
Healthy Maine 2010 Baseline: 229
Healthy Maine 2010 Target: 195

Forcible Rapes
Healthy Maine 2010 Baseline: 208
Healthy Maine 2010 Target: 177

3
-
g
&
2
£
£
=

Attempted Rapes
Healthy Maine 2010 Baseline: 21
Healthy Maine 2010 Target: 18

1997 Baseline 1998 1999 2000 Healthy Maine
Year 2010 Target

Note: Data Is for REPORTED Rapes only. A majortty of attempted and fo cible rapes go unreported each year.
Souroce: Malne Department of Public Safety, Developed by Bureau of Health Starf.

BULLYING/HARASSMENT IN SCHOOLS

Although the roots of violence are multifaceted, exposure to violence is a common precursor to violent
behavior. Exposure to violence happens in many settings — through the media, home life, and school life.
Therefore, strategies to reduce exposure must involve many settings. However, since most children spend
most of their waking hours in schools, this is a particularly critical setting.

Recent Youth Risk Behavior Surveys of Maine high school students show a significant exposure to violence.
Forty percent (40%) of male and 24% of female youth report being in a physical fight within the past year.
Additionally, 22% of students report carrying a weapon, and 7% report carrying a gun at least once during
the previous month. During the 1998—1999 school year, Maine schools reported 650 personal and weapons-
related offenses that were serious enough to remove a child from school.

pice 118




Healthy Maine 2010: Longer And Healthier Lives .= ¢

e
e —
—
—

T —

e 15-38 Reduce physical fighting
Proportion Of Students Who Took Part In A Physical Fight
among adolescents. Within The Last 12 Months

Healthy Maine 2010 Baseline: 31% Maine And US 1993-2001

Healthy Maine 2010 Target: 28%

——Maine Adolescents —&— US Adolescents

2001 Hoalthy Maine
2010 Target

Source: Youth Risk Behavior Survey, Mane Department of Education. US Data: Youth Risk Behavior Survey,
Cente s for Disease Control and Prevention.

Maine Students Suspended Or Expelled
For A Personal Offense
1998-2000

11998/99 MW 1999/2000

Maine Students Suspended Or
Expelled For A Personal Offense

For Assault & Battery

For Fighting

For Threats /Intimidation

For Harassment

Source: Safe and Drug-Fres School Data.

Number Of Students Removed From School For Personal Offenses
Academic Year Elementary Middle School High School

Personal Weapon Other Personal Weapon Other Personal | Weapon Other

Offenses Related | Criminal Acts| Offenses Related | Criminal Acts | Offenses | Related | Criminal Acts
1998-1999 a7 18 6 227 33 17 276 49 13
1999-2000 228 16 11 125 79 14 209 74 34

Source: Maine Safe and Drug-Free School Survey, Developed by Bureau of Health Staff.
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SUICIDE

About 50% more people die from homicide
than suicide nationwide, although in Maine
there is a much higher proportion of people
dying from suicide than homicide. There are
about 170 suicides annually in Maine — on aver-
age one person every two days — although avail-
able statistics are probably underestimated
because of the stigma associated with taking
one’s own life. Six out of ten Maine suicides are
completed with a firearm. It is not known exact-
ly how many suicide attempts there are in
Maine very year, but we do know that there are
about 900 hospitalizations every year for self-
inflicted injuries and about 1,200 emergency

Rate Per 100,000 People

120

40

Injury Deaths By Intent
Maine 1995 To 1999

M Unintentional Injury M suicide [l Homicide

Birth To 14 15To 24 257034
Age Group

Sou ce: Injury Mortality Reports. Developed by Bureau of Health staff.

35To 64 65To 85+

Firearm Deaths By Intent
Maine 1990 To 1999

H Unintentional Injury Msuicike M Homicide

16

14.27

Rate Per 100,000 People

Birth To 14 15To 24 25To34 35To64

Source: Injury Mortallty Reports. Developed by Bureau of Health Staff.

medical services responses to suicidal individu-
als every year. Hospitalization rates are highest
among adolescents and young adults.

Suicide rates are the highest among those over
age 65 both in Maine and the nation, and even
higher among those over age 80. Depression
(which tends to be underdiagnosed and under-
treated), social isolation, and chronic physical
illness are all factors associated with suicide in
the elderly.

Suicide is the second leading cause of death
among Maine people ages 15-34 — only motor
vehicle crashes take more teen and young adult
lives than suicide in Maine. Our youth suicide

rates have consistently been higher than the national average, though both State and national rates have
fallen in the past several years. There is no typical profile of a suicidal youth; suicide is the usually the result
of a complex set of circumstances. Risk factors for suicide among youth include: history of prior suicide
attempts, depression, conduct disorder, substance abuse, social isolation, sexual minority status, and history

of physical or sexual abuse.

Nationally, 90% of those adults who complete suicide have a diagnosed mental illness. Clearly, early
identification and treatment of mental illness are strategies to effectively reduce suicide (see Mental

Health chapter).
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Jan Bondeson Maine Primary Care Association
Richard Bruns Maine Primary Care Association
Edgar Caldwell American Lung Association of Maine
Ronald Carroll Maine Medical Center
* Rebecca Chandler Evergreen Behavior Services
Trudi Chase Central Maine Medical Center
David Clark Maine Medical Center
Linda Conover Saint Joseph’s College, Department of Nursing
Paula Curtis-Everett CIGNA Health Care of Maine
* Debbie Dodge Maine DHS, Bureau of Health
* Michael Doran Regional Medical Center at Lubec
* Grace Eaton MSAD #36
* Heather Emerson Maine Coalition Against Sexual Assault
* Ray Fannin St. Mary’s Regional Medical Center
* Karl Finison Maine Health Information Center
Joni Foster Maine Department of Education
* Kathryn Gaianguest Peace Studies Program, University of Maine
Robin Gautier Regional Medical Center at Lubec
Roy Gedat Child Health Center
* Debbie Giguere Good Samaritan Agency
Barbara Ginley Maine Migrant Health Program
David & Wendy ~ Gordon Child Safety Solutions, Inc.
* Layne Gregory Portland Public Health Division
Diane Greslick Saint Joseph’s College
* Barbara Grindle Downeast Health, Maternal Child Health
DeEtte Hall Maine Department of Education
Betsy Hart University of New England
* Suzanne Hart Margaret Chase Smith Center for Public Policy, University of Maine
Kate Herlihy Maine Medical Center
Maureen Higgins Maine Medical Center
Joanne Iennaco Saint Joseph’s College
James Jacobsen Maine DHS, Bureau of Health
Anne Jennings Maine Department of Behavioral and Developmental Services
David Johnson SRISSS
Donna Jordan Central Maine Medical Center
Joseph Kerwin Maine Chiropractic Association
Julie Knight Saint Joseph’s College
Roger LaJeunesse Muskie School of Public Service, USM, School Mental Health Program
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First Name
Gilbert
Don

* Jennifer
Virginia
Cindy
Tina
Bill
Sharon

* Doreen
Michael

* Carol
Michelle
Diane

* Wendy
Luc

* Susan
Karen
Sally-Lou
Richard
Kristine
Diane

* Paul
Bonnie
Bill
Jean
Janet
Roger
Valerie

* Alice
Tammy

* Shirley
Susan

* Michael
Roanne
Stephen
Sharron

* Karen
Andrew
Dawn
Stephanie
Wendy
Donna

* Anthony
Carl

* Greg
Clough
Edward
Chris

* Julia

* Lynn
Lisa

* Karen
Debra
Katherine

* Fredericka
Bob

* Donna

* Kathryn

Last Name
Landry
Leaver
LeDuc
Lewis
Look

Love
Lowenstein
Martin
McDaniel
Meserve
Minnis
Mosher
Mulkhey
Nivision
Nya
O’Halloran
O’Rourke
Patterson
Perkins
Perkins
Peterson
Plaisted
Post
Primmerman
Rabon
Rensink
Richards
Ricker
Rohman
Rolfe

Rush
Savell
Sawyer
Seeley
Shannon
Sieleman
Simone
Smith
Stiphen
Swan
Tardif
Thompson
Tomasoni
Toney

Toot
Toppan
Trainer
Trout
Underwood
Walkiewicz
Wallace
Westburg
Wigand
Wilbur
Wolman
Woods
Zimmerman
Zwicker

Organization Name

Town of Benton Selectman

Central Maine Medical Center

Child Health Center

Maine Primary Care Association

Maine DHS, Bureau of Health

Central Maine Medical Center

Maine Department of Behavioral and Developmental Services
Saint Joseph’s College

Maine DHS, Bureau of Elder and Adult Services
Maine Medical Center

Maine Emergency Nurses Association

Maine DHS, Bureau of Health

Central Maine Medical Center

Maine Emergency Nurses Association

Maine Department of Behavioral and Developmental Services
Medical Care Development

Maine Center for Public Health

Maine DHS, Bureau of Health

Maine Department of Transportation

Maine DHS, Bureau of Health

Maine Medical Center

Justice Planning and Management Association
Maine Primary Care Association

Maine Department of Education

Central Maine Medical Center —Trauma Program
Central Maine Medical Center, Department of Social Work
Maine Department of Education

Maine DHS, Bureau of Health

Maine DHS, Bureau of Health

Maine DHS, Bureau of Health

University of Maine at Presque Isle

Communities for Children

Maine Department of Inland Fisheries and Wildlife
Maine Department of Education

University of New England, College of Osteopathic Medicine
Central Maine Medical Center

Maine Poison Control

Maine DHS, Bureau of Health

CIGNA Healthcare Of Maine

Maine Department of Education

Central Maine Medical Center

Central Maine Medical Center

Maine Medical Center, Maine Poison Center
University of New England

New England Rehab Hospital

Maine DHS, Bureau of Health

Medical Care Development, Inc.

Peoples Regional Opportunities Program
University of Maine

Maine Primary Care Association

Maine Department of Behavioral and Developmental Services
Maine DHS, Bureau of Child and Family Services
Maine DHS, Bureau of Health

Maine Department of Education

Maine DHS, Bureau of Health

Maine DHS, Bureau of Health

Maine Emergency Nurses Association

Maine Injury Prevention Program

* Members who attended half-day Healthy Maine 2010 Injury Priority Area Work Group meeting.



Joseph Mayo

Clerk Emeritus of the Maine House of Representatives
Joe Mayo used his personal experience

with ALS to advocate for legislation that

has resulted in better access to end-of-life
care for Maine people.
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All Mainers can anticipate better access to
end-of-life care thanks in great measure to
a selfless and courageous man named Joe Mayo.
Mr. Mayo is Clerk Emeritus of the Maine House
of Representatives and a former 10-year state rep-
resentative who, for the past several years, has
suffered with amyotrophic lateral sclerosis (ALS,
commonly called Lou Gehrig’s disease). He
fought for passage of landmark legislation to pro-
mote death with dignity. The resulting law 1s Joe
Mayo’s legacy to our state.

While the disease has confined him to a wheelchair and compro-
mised his ability to speak, it has not destroyed his spirit. He put
his energy into fighting for this comprehensive bill requiring pri-
vate insurers to cover hospice, palliative, and end-of-life care and
promoting education about care options for the terminally 11l. The
bill was “born” in Joe Mayo’s home where he hosted the very
first meeting. With characteristic determination, he saw the bill
through from start to finish. He worked tirelessly to educate his
peers at the State House about the bill and was the only terminally
ill person to testify before the Banking and Insurance Committee.
As a man 1n his early 40s facing an incurable disease, he made a
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as a clearinghouse for information on issues such as pain manage-
ment and palliative care. The Center will collect and distribute
mmformation on services available to the terminally 11l and their
families, and maintain a registry of medical providers who special-
ize in end-of-life treatment. The bill commissions studies to track
care for the terminally 1ll, assess educational requirements related to
end-of-life care for licensed healthcare professionals, and overcome
barriers to the establishment of inpatient hospice

«A portion of this bill programs in Maine. It also provides funding to

addresses the education of support volunteer hospice programs.

medical professionals who .
are taught to heal and save Though many supporters share the victory of

lives but, for the most the bill, Joe Mayo 1s seen as the catalyst. In
part, have very little train- recognition of his contributions, he received the

ing in end-of-life care,”

Advocate of the Year Award from Maine’s

says Mr. Mayo.
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Home Care Community, and the Maine Hospice
Council created an award 1n his honor. The first
recipient of the Joe Mayo Award was Representative David
Madore, primary sponsor of the bill.

Mr. Mayo says his love for his family and his work at the State
House are what keep him going. He vows that he will continue
this work just as long as he 1s able. When he and his doctor feel
the time 1s right, Joe Mayo plans on using hospice care. He says,
“I want to die with dignity at home. Doctors and nurses can pro-
long my death for a day or so but what does 1t matter? What does it
cost in terms of comfort, peace, and quality of life in its final days?”

Joe died at his home surrounded by his family and friends on May
23, 2002 with loving support from hospice care.
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* Adolescents and Young Adults (higher rates of onset of schizophrenia)

(Populations at risk for mental disorders, based on national data in Healthy People 2010)

« Elderly (Those in nursing homes or with concurrent heart disease or hip fractures have

higher rates of depression and higher rates of Alzheimer’ disease.)
* People with Disabilities (higher rates of depression)

* Women (higher rates of depression; higher rates of eating disorders in
young women)

* Men (Elderly white men have a suicide rate six times the national average.)

* History of physical or sexual abuse (higher risk for suicide attempts)

» Sexual orientation minorities (higher rates of suicide among sexual
orientation minority youth and young adults)

Even more than other
areas of health and
medicine, the mental
health field is plagued
by disparities in the
availability of and
access 1o its services.
These disparities are
viewed readily
through the lenses of
racial and cultural
diversity, age, and
gender. (DHHS, Mental
Health: A Report of
the Surgeon General,
1999, p. vi.)

A mental disorder lasting for at least six months, including at least one

month with two or more activephase symptoms. Active phase symptoms include delu-
sions, hallucinations, disorganized speech, grossly disorganized or catatonic behavior,
and other symptoms. Schizophrenia Is accompanied by marked impairment In social or
occupational functioning, but symptoms tend to wax and wane. Increasing numbers of
people with schizophrenia are doing well with modern treatments, and recovery Is
increasingly an achievable goal.

Include major depression and manic depressive Iliness. Major
depression Is the leading cause of disabllity among adults in developed nations such
as the United States. It Is not simply a “blue” mood, but rather a variety of feelings
such as despair and loss of Interest or pleasure In nearly all things that interfere with
one’s dally living.

Include panic disorder, obsessive-compulsive disorder,
post-traumatic stress disorder, and phobia. These are the most common mental
disorders, affecting as many as 1 in 13 Americans annually.
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Mental Health

Obiectives Objective numbers are Healthy People 2010 objective numbers.

¢ 18-3 (Developmental) Reduce the proportion of homeless adults who have serious mental

pace 134

illness (SMI).

This objective is also a Maine Department of Behavioral and Developmental Services (BDS) major indicator. No data is
currently available. BDS will develop a methodology to collect homeless status information for individuals served by the
Department as a requirement of the newly received Federal Infrastructure Development Grant. Measuring this objective
should be achievable over the next few months.

Approximately one-quarter of homeless persons in the US have a serious mental illness. Effective strate-
gies to reduce homelessness among those with SMI include connecting them to mainstream treatment
systems as well as case management that helps assure housing, skill-building, and employment.

18-4 Increase the proportion of persons with serious mental iliness who are employed.
Healthy Maine 2010 Baseline: 14.9%

Healthy Maine 2010 Target: 20% Proportion Of Individuals With Mental lliness
Receiving Community Support Services
BDS currently collects employment data as a Who Are Employed

performance indicator within community sup-
port services (CSS) delivered to Maine people
with mental illness. For the first quarter of
FYO02, an average of 14.9% of individuals
receiving CSS were employed. The Depart-
ment’s target is 20%. Also, employment data

is part of the above-referenced Federal Infra-
structure Grant and indicators will be developed
or revised, allowing BDS to capture information T istquanerfra002 | Heatny Maine 2010 Target
ona larger sample of adult mental health con- Sou ce: Malne Department of Behavioral and Developmental Services (BDS).
sumers. This may allow BDS to revise the
20% target.

Creating a stable and supportive environment for people with a serious mental illness is an important goal
to improve outcomes. Assuring a consistent home and meaningful employment are two specific strategies

to achieve this goal. Studies consistently show that most people with mental illness want to work and that

meaningful employment improves their overall life satisfaction. Employment provides some independence
that the paycheck gives, as well as workplace companionship and improved self-esteem.

Nationally, an estimated 43% of adults with a serious mental illness were employed in 1994. In Maine,
data is currently collected on employment status of those who receive community support services.
Therefore, the Healthy Maine 2010 objective is measured using this data source.

18-5 (Developmental) Reduce the relapse rates of persons with eating disorders, including
anorexia nervosa and bulimia nervosa.

Anorexia nervosa is the most severe eating disorder, characterized by extreme, and often life-threat-
ening, weight loss associated with a distorted body image and a pathological fear of gaining weight.

Bulimia nervosa is an eating disorder that involves eating a lot of food (binge eating) and then eliminating
it (purging), whether through self-induced vomiting or through the use of diuretics or other medications.

Although relatively effective short-term treatments for both of these serious mental illnesses exist, relapse
is very common. For anorexia nervosa, 30-50% of those treated successfully in the hospital relapse within
one year. For bulimia nervosa, about half relapse within nine months after initially successful treatment.
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¢ 18-6 (Developmental) Increase the proportion of persons seen in primary health care settings
who receive mental health screening and assessment.
The general medical sector is often the initial point of contact for many adults with mental disorders and,
for some, these providers may be their only source of mental heath services. Close to 6% of the adult US
population use the general medical sector for mental health care, with an average of about four mental
health visits per year — far lower than the average of 14 visits per year found in the specialty medical
sector. Therefore, attention to mental state in primary care settings can promote early detection and
intervention for mental health problems.

¢ 18-7 Increase the proportion of Number Of Children With Mental Health Problems
children with mental health prob- Who RMe:ieI:;/ez’(l;rg;tment
lems who receive treatment.
Healthy Maine 2010 Baseline: 28% Estimated Total Number
Healthy Maine 2010 Target: 60% (Ages 0-20 years oid)
For many adults with lifelong mental e
disorders, these disorders started in Number of Children
childhood. For many of these children, ‘i.';;.'a:";?..‘*:...‘:l" -m“"m

normal development is disrupted by
environmental and psychosocial factors
which impair their mental health and oy by
prevent them from realizing their full
potential as adults. Early detection and

- . . - Source: Malne Department of Behavioral and Developmental Services (BDS).
mtervention dl]I]Jlg ChlldhOOd Of mental Note: The Federal Infrastructure Development Grant will address this as well. At this ime BDS Is serving

10,956 children (age O to 20 - duplicated count), or 28.39% of the 38,590 who are estimated to need treatment.
disorders or factors leading to mental BDS's target Is to serve 80%. The duplicated number may cause a slight over estimate of the current percent served.

disorders can result in greater school
retention, decreased contact with the

juvenile system, improved stability of Proportion Of Children With Mental Health Problems

home life, and improved development. Who Recze(i)v(;azTreatment

W Children Recelving Mental Health Services
Children Not Recelving Mental Health Services

¢ 18-8 (Developmental) Increase the
proportion of juvenile justice facilities ety aine
that screen new admissions for 2002 2010 Target
mental health problems.
Although the exact numbers of youth
entering the juvenile justice system with
mental disorders is unknown nationally as
well as in Maine, the proportion is consid-
erably higher than the general population.
Not surprisingly, disorders of conduct are
common in these facilities. Therefore,
identifying those with a treatable mental
health problem is critical to assuring that these youth experience improved outcomes.

71.6%

Source: Malne Department of Behavioral and Developmental Services (BDS).

pice 136



Healthy Maine 2010: Longer And Healthier Lives"

¢ 18-9 (Developmental) Increase the
proportion of adults with mental
disorders who receive treatment.
Untreated mental illnesses incur vast
human and economic costs that can be pre-
vented by treatment. For instance, available
medications and psychological treatments
can help 80% of those with depression, one
of the most commonly diagnosed mental
illnesses in the United States. Effective
treatments for schizophrenia and anxiety
disorders also assist people in returning to
normal daily functions such as work and
home life.

National data show an estimated 47% of

P

Number Of Contacts

Total Number Of Statewide Crisis Contacts

Fiscal Year 2000 To Partial Fiscal Year 2001

32,000
30,000
28,852 28,708 28,901
28,239
28,000
26,50
26,000 28124
24,000
22,000 T T T T T
1st Quarter 2nd Quarter 3rd Quarter 4th Quarter 1st Quarter 2nd Quarter
2000 2000 2000 2000 2001 2001
Reporting Quarter

Source: Malne Department of Bahavioral and Developmental Services (BDS). Quartarty Agency.

Performance Indicator Data for FY2000 and the first two quarters of FY2001.

adults ages 18-55 with a serious mental illness received treatment in 1991; only 23% of adults with depres-
sion in 1997; 60% of adults with schizophrenia in 1984; and 38% of adults with anxiety disorders in 1997.

18-10 (Developmental) Increase the proportion of persons with co-occurring substance abuse
and mental disorders who receive treatment for both disorders.
Development of measuring this objective will occur through the Federal Infrastructure Grant. When that is in place, the

Department, through the use of Medicaid
data, will be able to ascertain who is
receiving mental health and substance abuse
treatment.

About one in five Americans experi-
ence a mental disorder in the course
of a year, and nearly one in three
adults who have a mental disorder

in their lifetime also experiences a
co-occurring substance abuse (alco-
hol or illicit drug) disorder. This
co-occurrence not only complicates
treatment but also changes prognosis,
since individuals with co-occurring
disorders are more likely to experi-
ence a chronic course.

The history of how soclety Is evolving In its
abllity and willingness to deal with mental
health Issues is apparent from the evolution
of how Federal and State government mental
health departments have been formed and
named. One example is Maine’s own history
of its Department:

Is created, consisting of the State’s
institutions for prisoners and the mentally Ill.

Is formed
as a new department, separating the prisons
from the Department.

Is established.

Office of Substance Abuse Services is
added to the Department, forming the

Is established as the
new name for the Department.




BN Mental Health

e 18-11 (Developmental) Increase the proportion of local governments with community-based
jail diversion programs for adults with serious mental illness.
An estimated 7% of the US jail population are individuals with severe mental illness, a higher proportion
than the general population. Many of these inmates could be more effectively served by interventions
that treat their underlying mental illness. Therefore, if we are to improve our overall mental health, an
important and vulnerable population to reach out to with effective strategies to treat mental illness is
our inmates.

e 18-12 (Developmental) Increase the number of states that track consumers’ satisfaction with
the mental health services they receive.
Increasingly, the American health care industry is relying on consumer satisfaction to adjust its services.
Because mental health services are particularly spread between our market-driven health care industry
and government-sponsored services, a coordinated approach to measuring consumer satisfaction with
access, appropriateness, quality, and outcome of care is important.

¢ 18-13 (Developmental) Increase the number of states with an operational mental health plan that
addresses cultural competence.
The Maine Department of Behavioral and Developmental Services Diversity Team is developing a plan that includes an annual
Diversity Conference as well as other activities aimed at promoting awareness of diverse cultures in Maine. The recently com-
pleted Multicultural Resource Guide can be accessed via the Department's web site (www.state.me.us/bds/).

The way people perceive mental health, mental illness, and treatment services affects whether people
seek mental health services, how they describe their symptoms, and the outcome of their care. Our
cultural background is a major factor that determines our perceptions and, therefore, the way we interact
with the mental health care system. Consequently, mental health systems need to be culturally competent.

With this principle in mind, the Maine Department of Behavioral and Developmental Services has made
improving cultural competency of the services it provides a high priority and has implemented a number of

initiatives to accomplish this.

e 18-14 Increase the number of states
with an operational mental health plan Proportion Of Elders (60+ Years) In Need Of Mental Health
that addresses mental health crisis Treatment And Those Who Receive BDS Services

2001

interventions, ongoing screening,

and treatment services for elderly

persons. In Maine 1n Nood
Of Treatment

Healthy Maine 2010 Baseline: 9.2%
Healthy Maine 2010 Target: 15%

Proportion Of Elders

With the population of the US aging of Tesmant wno _m
rapidly, the mental health needs of those ”

over age 65 is growing. Certain mental

disorders are particularly prevalent in this 2010 Torgot
population. For instance, mood disorders
affect 2—4% of community-living elderly, of Bohcwloral and Devolopmontal Sarvioss 15 cTonty RGN ah 28564sment Drotooc or Uso with ader

. . L populations and Is awalting results T om the pliot sites prior to Implementation of the protocol In late 2002.
aIld OldCI' Amerlcans Wlth Chmcally BDS InOIcau)r Percent of emers (eo yaa s and older) In need of mental health treatment and who recelve

. . K BDS Service: 60 years and older who received BDS services (Outpatient,
significant depression symptoms are CommintySioor ““"“”’“"' ":?‘;‘J;“&:%“‘““ ks 60 and Ovor #ho ard 1n nood of ot nearth
estimated to be 10—-15% of the population_ Lﬁ%i"mﬂ‘,{&’:ir”ﬁwmﬁz&s“éﬁm‘:;‘f X0 OF MRS 50 Yarrs fovt vor (NGHONES Hactth Rehort
of the Surgeon General — Chapter 5: Older Aduits and Mental Hea th) Number In Malne In need of mental

Therefore, our mental health systems must o e e Yoy o0 Who 1208l edtment = .24 for 12001

become increasingly engaged in meeting
the mental health needs of elders.
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WORK GROUP LEADERS
Katie Sanborn (2002)

Assistant to the Commissioner
Maine Department of Behavioral and Developmental Services

*Lisa Wallace (2001)
Maine Department of Behavioral and Developmental Services

WORK GROUP MEMBERS

First Name
Ingrid
Donna
Diane
Kathleen
Peter
Dan
Jan
Elizabeth
Sally

* Debbi

* Liz
David

* Pat
Linda
Marla

* Jean

* Nadine
Barbara

* Sophie
Ellnor
Diane

* DeEtte
Don
Betsy
Kate
Maureen
Joanne
James
Jeffrey
Donna
Julie
John

* Roger
Gilbert
Don
Virginia
Cindy
Tina
Bill
Donald
Sharon

* William
Phyllis
Michael
Jeffrey

* Michelle

Last Name
Albee
Allen
Arbour
Askland
Bates
Bondeson
Bondeson
Branski
Bryant
Byron
Carignam
Clark
Conner
Conover
Davis
Dellert
Edris
Ginley
Glidden
Goldberg
Greslick
Hall
Harden
Hart
Herlihy
Higgins
Iennaco
Jacobsen
Jacques
Jordan
Knight
LaCasse
LaJeunesse
Landry
Leaver
Lewis
Look
Love
Lowenstein
Magioncalda
Martin
McFarlane
McNeily
Meserve
Miller
Mosher

Organization Name

The Chewonki Foundation

Maine DHS, Bureau of Health

Maine DHS, Bureau of Health

Maine DHS, Bureau of Health

Maine Medical Center

Maine Primary Care Association

Maine Primary Care Association

Community Health Program, University of Maine at Farmington
League of Women Voters

Advocacy Initiative Network of Maine

Peer Resource Center

Maine Medical Center

Mid Coast Hospital

Saint Joseph’s College, Department of Nursing
Mid Coast Hospital

Joint Advisory Committee on Mental Health, Uplift
Muskie School of Public Service

Maine Migrant Health Program

Maine DHS, Bureau of Health

Maine Children’s Alliance

Saint Joseph’s College

Maine Department of Education

Catholic Charities of Maine

University of New England

Maine Medical Center

Maine Medical Center

Saint Joseph’s College

Maine DHS, Bureau of Health

Town of Bingham

Central Maine Medical Center

Saint Joseph’s College

Medical Care Development

Muskie School of Public Service

Town of Benton Selectman

Central Maine Medical Center

Maine Primary Care Association

Maine DHS, Bureau of Health

Central Maine Medical Center — Diabetes Education
Maine Department of Behavioral and Developmental Services
Maine General Medical Center

Saint Joseph’s College

Maine Medical Center — Department of Psychiatry
Penobscot Bay Medical Center

Maine Medical Center

Central Maine Medical Center

Maine DHS, Bureau of Health

4
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b
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First Name
Diane

* Nathan

*Luc
Karen
Sally-Lou
Judy
Kiristine
Diane
Terrence
Jayne
Bonnie
Jean
Vickie
Janet
Debra
Tammy
Ted
Joanne
Stephen
Sharron
Wendy
Donna
Carl
Bob

* Lydia

Last Name
Mulkhey
Nickerson
Nya
O’Rourke
Patterson
Peary-Adams
Perkins
Peterson
Pickett
Poprowicz
Post
Rabon
Rea
Rensink
Robertson
Rolfe
Rooney
Rosenthal
Shannon
Sieleman
Tardif
Thompson
Toney
Woods
Wright

Organization Name

Central Maine Medical Center

Portland Public Health Division

Maine Department of Behavioral and Developmental Services
Maine Center for Public Health

Maine DHS, Bureau of Health

Community Health Program, University of Maine at Farmington
Maine DHS, Bureau of Health

Maine Medical Center

Maine Medical Center, Maine Center for Cancer Care

Senior Spectrum

Maine Primary Care Association

Central Maine Medical Center — Trauma Program

Maine Cardiovascular Health Council/Medicaid Case Development
Central Maine Medical Center, Department of Social Work
Community Health Program, University of Maine at Farmington
Maine DHS, Bureau of Health

Health and Work Outcomes

Jewish Family Services

University of New England, College of Osteopathic Medicine
Central Maine Medical Center

Central Maine Medical Center

Central Maine Medical Center

University of New England

Maine DHS, Bureau of Health

Maine Mental Health Connections

* Members who attended half-day Healthy Maine 2010 Mental Health Priority Area Work Group meeting.
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-

¢ 20-2 Reduce work-related
injuries. Rate Of Nonfatal Occupational Injuries
Maine 1997-2000

| 7.8
| I I I
1997 1999 2000

Baseline 1998 Healthy Maine

Age (young and old) is a common Year 2010 Targt
risk factor for work-related injury. Souroa: Stat Of Mane, Departant of Lebar, Bureay of Labor Survy of ¢

In 1999, of the 7,316 injury cases
in Maine involving days away
from work, an estimated 269 or 3.7% involved workers age 15 through 19. An estimated 2,090
or 45% of these cases involved workers 45 years old or older.

Healthy Maine 2010 Baseline: 7.8
Healthy Maine 2010 Target: 4.3

The rates shown are the private sector
industry injury rates which include OSHA
reportable cases.

Incidence rates are not available
by age group. Frequency of cases
is available by age only for
injuries involving at least one day
away from work.

2
£
H
£
S
[
o
3
&
2
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All age groups share sprains, strains, and tears as the most common injury type. However, the risk
factors for teenage workers — inexperience, lack of training — cause them to be at high risk for work-
related injuries. Interventions for teenage workers not only protect them as teens, but give them skills
that can help keep them safe throughout their working lives. Risks and effective interventions for
older workers need to be researched.

Many other risk factors and effective interventions to address them also need research. Examples
include type of industry (such as agriculture, fishing, and forestry), migrant or seasonal worker
status, workers new to their jobs, and contract employment status.

Workers’ Compensation Claims - shows number of injuries and illnesses that result in a
workers’ compensation claim; is not comparable state to state since reporting require-
ments vary across the nation; http://www.state.me.us/wch.

Annual Survey of Occupational Injuries and llinesses - shows rates of injuries and ill-

nesses; comparable state to state since it is part of a nationwide survey from US
Bureau of Labor Statistics; http://www.bls.gov/data/.

Census of Fatal Occupational Injuries - is part of a cooperative Federal/State program,
and, therefore, is comparable state to state; http://www.state.me.us.labor/blsmain.htm.
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¢ 20-3 Reduce work-related injuries

- sas Maine Incidence Rates
due to overexertion or repetitive Involving Days Away From Work Due To Overexertion

motion. And Repetitive Motion 2000

O Healthy Malne 2010 Target

Overexertion
Healthy Maine 2010 Baseline: 101.5 1001
Healthy Maine 2010 Target: 34

£ =
Repetitive motion &
Healthy Ma!ne 2010 Baseline: 27.1 E 601
Healthy Maine 2010 Target: 14 % ol
Maine has a particularly high rate of B
repeated trauma disorders such as carpal 201
tunnel syndrome, tendonitis, ganglionitis, o .
bursitis, and noise-induced hearing loss. Overexertion Repetitive motion
Maine has a much higher total rate of %ﬁl’fﬁfﬁ%ﬂ: oF Labor, Burea o LA Sanda s, Sy fOGcoalons ke

these reportable work-related injuries
than the nation with a rate of 158 com-
pared to about 30 nationally, per 10,000 full-time workers. This rate has also increased in Maine over the
past decade, from a rate of 91 in 1990. In 2000, approximately 5,900 Maine workers were reported to
have repeated trauma disorders. These disorders accounted for about 83% of all private sector work-
related illnesses in Maine in 1999 and 73% of all public sector work-related illnesses. The Healthy Maine
2010 objective is measured using rates of cases involving days away from work.

e 20-1 Reduce deaths from

work-related injuries. Maine Deaths From Work-Related Injuries (All Industry)
Select Years 1990-2000

Healthy Maine 2010 Baseline: 26
Healthy Maine 2010 Target: O

Fishermen have the highest rate

of work-related fatal injuries in §

Maine. In 2001, five fishermen ‘;

died while on the job. For all £

occupations, transportation -

accidents (including land, air, .
and water vehicles) account for : : : : : : —Hh—
more workplace fatalities than e~ i
any other event. Fatal injuries e Targots
are more llkely to occur among Source: State of Malne, Department of Labor, Annual Report, Fatal Occupational Injurles, 1990, 1995-2000.
self-employed workers.

Occupational Safety and Health
Administration, part of the US
Department of Labor: the Federal
agency that enforces worksite safety
issues within the private sector.

the State

agency that enforces workforce safety
issues within the public sector. Also
provides voluntary non-enforcement
assistance in public and private sector
workplaces.
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WORK GROUP LEADERS
* Lynne Lamstein, MS

Director, Outreach and Education

Bureau of Labor Standards, Maine Department of Education

WORK GROUP MEMBERS

First Name
Donna

* Diane
Mike
Susan
Ronald
Wendy
Laurel
Sharon
Cheryl
Peter
Phil
Joni

* Barbara
DeEtte
Teresa
James
Jeffrey
Cindy
Lisa
Michelle
Ellie
Kathy
Karen
Dean
Sally-Lou
Juan
Kristine
Bill
Roger
Tammy
Roanne

* William
Andrew
Maureen
Stephanie
Andrea
Anthony
Clough
Debra
Katherine
Bob
Elihu

Last Name
Allen
Arbour
Belliveau
Berry
Blum
Chaston
Coleman
Crowe
DiCara
Doran
Duperry
Foster Garbe
Ginley
Hall
Hubley
Jacobsen
Jacques
Look
Miller
Mosher
Mulcahy
Murray
O'Rourke
Paterson
Patterson
Perez-Febles
Perkins
Primmerman
Richards
Rolfe
Seeley
Shook
Smith
Summers
Swan
Thompson
Tomassoni
Toppan
Wigand
Wilbur
Woods
York

Organization Name

Maine DHS, Bureau of Health

Maine DHS, Bureau of Health

Natural Resources Council of Maine
Maine Department of Education
MAFP

Town of Appleton Selectman

Maine General Medical Center
Workplace Health

Maine DHS, Bureau of Health
American Lung Association of Maine
Maine School Management Association
Maine Department of Education
Maine Migrant Health Program

Maine Department of Education
University of Southern Maine, Institute for Public Sector Innovation
Maine DHS, Bureau of Health

Town of Bingham

Maine DHS, Bureau of Health

The Bingham Program

Maine DHS, Bureau of Health

Maine DHS, Bureau of Health

Maine Department of Agriculture, Food & Rural Resources
Maine Center for Public Health

Health Care Solutions

Maine DHS, Bureau of Health

Maine Department of Labor

Bureau of Health, Oral Health Program
Maine Department of Education
Maine Department of Education
Maine DHS, Bureau of Health

Maine Department of Education

Town of Glenburn

Maine DHS, Bureau of Health

Maine General Medical Center, Workplace Health
Maine Department of Education
Portland Public Health Division

Maine Medical Center

Maine DHS, Bureau of Health

Maine DHS, Bureau of Health

Maine Department of Education
Maine DHS, Bureau of Health

Maine Medical Association

* Members who attended Healthy Maine 2010 Mental Health Priority Area Work Group Meeting.
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Frances W. “Frannie” Peabody

F rannie Peabody was born in 1903, but her life
as an AIDS activist began in 1983 when her
grandson was diagnosed with the disease. At that
time AIDS was still considered a marginal disease
that only affected people at the fringes of
“respectable society.” Mrs. Peabody worked pas-
sionately to bring AIDS into the mainstream and
made us see that this devastating disease can touch
any life, as 1t had touched hers so deeply. She will
long be remembered as a founder of the Peabody
House hospice and The AIDS Project, dual organi-
zations that now comprise the Portland-based
Frannie Peabody Center.

Upon returning to Maine from her grandson’s funeral in 1984,
Mrs. Peabody turned her grief into action. She recognized that
Maine was completely unprepared for the inevitable arrival of the
epidemic sweeping the nation. In 1985, she joined a small support
group of gay men in the basement of a local church. As an 82-
year-old woman, she worried that she might not be welcome, but
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Frances W. “Frannie” Peabody

Since its doors opened on Valentine’s Day 1995, Peabody House
has been a sanctuary for many people in need. Mrs. Peabody
described it as “a place where people can go and feel safe and
have a homelike atmosphere...where they can relax and feel
wanted and loved and cared for.” The mission of the Peabody
House 1s to provide holistic care, supportive services, housing,
and education to people living with and affected by AIDS. The
renovated three-story house can accommodate up to six residents
at a time and includes a guest room so visitors can stay close-by.
More than 150 volunteers join the professional staff in providing
compassionate quality care.

Mrs. Peabody was involved in a variety of charitable causes for
most of her 98 years, but nothing touched her heart the way her
work with AIDS patients did. While she didn’t set out to be a
role model, she became one of Maine’s finest; bringing public
attention to a misunderstood epidemic and inspiring people to
become personally mvolved — by reaching out to gay men and
others disproportionately affected; by offering hands-on care,
services, prevention education, fundraising, and friendship to
people living with AIDS. Mrs. Peabody stayed active in Peabody
House and the community until just days before her death on
June 26, 2001. She served as Grand Marshal of that year’s
Portland Pride Parade, a smiling example of how much we can
accomplish when we work together as a community.



& Physical Activity
and Nutrition

GOAL
Improve health, fitness, and quality of life through daily

physical activity and good nutrition.

Overview

O ver the last century, the scales have tipped dramatically in terms of our physical activity and nutri-
tion; and the resulting impact is profound. One hundred years ago, our ancestors faced a life in
which their daily work — mostly farming and housework — most often included physical activity and fresh
foods. Even maintaining a home — cooking, cleaning, washing laundry — required more physical exertion
than today. Food was most likely to be locally produced and included a fair amount of vegetables. Health
concerns pertaining to nutrition at that time were focused on undernutrition.

By contrast, for most of us today, physical activity is completely segregated from our work lives. Many of us
sit the vast majority of our workday. And, in terms of nutrition, instead of eating locally grown food high in
fiber, many of the foods we eat are processed, high in fat, high in sugar, and low in fiber.

What are the results of this dramatic change in our lifestyle? Instead of focusing on issues of undernutri-
tion, we now have an epidemic of obesity that is disabling and killing us. About 60% of Americans and
Maine people are now overweight or obese. One in five Americans and Maine people are obese; for both
populations, this represents a 50% increase in only 20 years. Even more dramatic is the 100% increase in
the percentage of American youth who are overweight over the same time period.

Poor nutrition and physical inactivity with resulting obesity results in death and disability from cardiovascular
disease (heart disease and stroke), type 2 diabetes, cancer, chronic lung disease, gallbladder disease, sleep
apnea, arthritis, high blood pressure, high cholesterol, and a myriad of other diseases. In fact, an estimated
four people die every day in Maine from an underlying cause of poor nutrition or physical inactivity.

Although obesity has become an epidemic, we must also be cognizant of the fact that food security is a con-
cern for many Maine citizens. In addition to people living with low income, nutritionally vulnerable groups
such as pregnant women, children, and elders who all have increased nuftrient needs compared to healthy
adults, are particularly at risk for food insecurity and hunger.
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e 22-6 Increase the proportion of adoles-

cents who engage in moderate physical Proportion Of Maine And US Adolescents
. . . Engaged In Moderate Physical Activity
activity for at least 30 minutes on 5 or 19952001

i The of Main, Wno Engage In Moderate I Act
more of the previous 7 days - =m Proportion of usA;omm Who Engage In mu-n: p.m&mm

Healthy Maine 2010 Baseline: 32.7%
Healthy Maine 2010 Target: 40%

2001 Healthy Maine
Year 2010 Target

*Physlical actMty for at least 30 minutes on 5 or more of the previous 7 days.
Source: Maine Youth Risk Behavior Survey 1995, 1997, 1999 & 2001,

Maine Department of Education. National Data: Youth Risk Behavior Survey
1995, 1997, 1999, Centers for Disease Control and Prevention.

e 22-7 Increase the proportion of adoles-

A N : Proportion Of Maine Adolescents
cen_tf who engage in ngchfug physu:al Engaged In Vigorous Physical Activity
activity that promotes cardiorespiratory 19952001

fitness 3 or more days per week for 20 portion of Maine Who Engage In Vigorous Physical Activity
- - Proport| scents ct
or more minutes per occasion. % Pt of U Aacisconts o Engs n Vo P A

Healthy Maine 2010 Baseline: 70.6% 1 ss*o%
Healthy Maine 2010 Target: 85%

1995 1997 ' 1999 2001 " Healtny Maine

2010 Target

Year e

*Physical activity that promotes ca dlorespiratory fitness 3 or more days per week for
20 or more minutes per occaslon.

Sou ce: Malne Youth Risk Behavior Survey 1995, 1997, 1999, & 2000,
Malne Department of Education. National Data: Youth Risk Behavior Survey 1995, 1997,
1999, Centers for Disease Cont ol and Prevention.

Physical activity declines throughout adolescence, yet this is one of the most critical times to learn
lifetime habits of regular physical activity. Assuring that high school students are participating in reg-
ular physical education classes held on at least half of school days, spending at least 50% of these
classes engaged in physical activity, and teaching them lifelong habits are effective strategies to
achieve these objectives. Additionally, adolescents should be physically active as part of daily non-
school activities such as play, games, sports, work, transportation, recreation, or planned exercise.
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e 22-1 Reduce the proportion of

H Proportion Of Maine And US Adults Who Engage
ad_ults w_ho engag_e n IIO. . In No Leisure-time Physical Activity
leisure-time physical activity. Select Years 1994—2000
Healthy Maine 2010 Baseline: 27.7% MProportion of Maine Adults Who Engage In No Leisure-time Physical Activity
Healthy Maine 2010 Target: 20% Proportion of US Adults Who Engage In No Lelsure-time Physical Activity

40.7%
34.0%
28.8% Izm* 27.7% 27.7% 27.2% 26.9%
1994 1996 1998 2000

Year

Healthy Maine 2010
Target

*All respondents 18 and older that report no physical activity during the past month.
Sou ce: Malne Behavior Risk Factor Survelllance System 1990 & 2000, Bureau of Health, Maine Department

of Human Services. Natlonal data: Behavior Risk Factor Survelllance System, 1990—2000, Centers for Disease
Control & Prevention.

e 22-2 Increase the proportion of adults

who engage regularly, preferably daily, in Proportion Of Maine And US Adults Engaged In

moderate physical activity for at least 30 Regular M°1d§§‘2i2p'(‘)’6%°a' Activity

minutes per day. mProportion of Maine Adults who engage regularly In moderate physical activity
for at least 30 minutes per day

Healthy Maine 2010 Baseline: 24.2% D oot 0 Mo e gy 51GR foguianty I rRoderato physical activly
Healthy Maine 2010 Target: 30%

30%
24.2%
21.0% 21.0% [ 20.8% 21-8%
1996 1998 2000 Healthy Maine 2010
Year Target
Sou ce: Malne Behavlor Risk Factor Survelllance System 1996, 1998 & 2000, Bureau of Health,

Malne Department of Human Services. National Data: Risk Factor Sur
System 1996, 1998 & 2000, Cente s for Disease Control & Pravention.

§

g
8
3
a

g

Increasing physical activity is one of the most critical health improvement interventions we can make;
reducing morbidity and mortality from a wide range of diseases such as cardiovascular disease, dia-
betes, some chronic lung diseases, arthritis, high blood pressure, high cholesterol, and obesity. The high-
est risk of death and disability is found among those who do no regular physical activity, so engaging in
any amount of activity is preferable to none. However, moderate to vigorous physical activity at least 30
minutes per day most days of the week is preferred. This objective can be achieved in a variety of ways,
including integrating three 10-minute bursts of physical activity into one’s day.
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e 19-5, 19-6 Increase the

proportion of adolescents Proportion Of Maine And US Adolescents Consuming At Least Five
. . Or More Servings Of Fruits And Vegetables A Day

consuming at least five or more 19952001

servings of fruits and vegetables —B—Proportion of Maine Adolescents Consuming at Least Five or More Servings of Fruits and Vegetables a Day

a day. —+—Proportion of US Adolescents Consuming at Least Fve or More Servings of Frults and Vegetables a Day

Healthy Maine 2010 Baseline: 26.7% . ”:"

Healthy Maine 2010 Target: 35%

Source: Malne Youth Risk Behavior Survey 2001. Malne Department of Education.

e 19-5, 19-6 Increase

the pr0|_)ort|on of adl_llts Proportion Of Maine And US Adults Consuming At Least Five

consuming at least five Or More Servings Of Fruits And Vegetables A Day

or more servings of fruits 1994—2000

and vegetables a day —E—Proportion of Maine Adults Consuming at Least Five or More Servings of Fruits and Vegetables a Day
" —+—Proportion of US Adults Consuming at Least Five or More 1gs of Frults and a Day

Healthy Maine 2010 Baseline: 26.4%
Healthy Maine 2010 Target: 30%

Hoalthy Maine
2010 Targot

Source: Maine Behavior Risk Factor Survelllance System 1994, 1996, 1998, and 2000, Bureau of Health,
Malne Department of Human Services. National data: Behavior Risk Factor Survelllance System, 1990—:
Centers for Disease Control and Prevention.

Vegetables (including legumes such as beans and peas), fruits, and grains are good sources of vitamins
and minerals, fiber, and other substances that are important for good health. Intake of some high-fiber
fruits and vegetables is associated with lower blood glucose, lower blood lipid levels, and lower risks for
some cancers. Although dark green and deep yellow vegetables are highly recommended, french fries
account for about one-third of vegetable servings consumed by American youth ages 2 to 19 years.

There is a growing body of research that indicates increased consumption of less healthy foods and
beverages such as soda and fatty fast foods is replacing healthier foods such as fruits and vegetables,
especially among our youth.

pPice 156









Healthy Maine 2010: Longer And Healthier Lives

WORK GROUP LEADERS

Janet Leiter, MS, RD
Director; Maternal and Child Health Nutrition Program
Bureau of Health, Maine DHS

Debra Wigand, MEd, CHES
Director; Maine Cardiovascular Health Program
Bureau of Health, Maine DHS

OTHER SIGNIFICANT CONTRIBUTORS
Judith Graber, MS, Bureau of Health, Maine DHS

WORK GROUP

First Name
Ingrid
Laurie
Donna
Pamela
Kathleen
Donna
Kathy

Terry

Peter
Christina
Susan
Cheryl

Leah

Nancy

Janet Whatley
Dan

Jan

Mary

Saskia James
Sue Ellen
Mark

Last Name
Albee
Allard
Allen
Anderson
Askland
Atwood
Baillargeon
Baker
Bates
Beaudoin
Berry
Beyeler
Binder
Birkhimer
Blum
Bondeson
Bondeson
Booth
Bopp
Bordwell
Bouchard
Bruns
Bryant
Caler
Chandler
Chapman
Chapman
Chute
Clancy
Clark
Clark-Albert
Cobb

Cook
Crippen
Croteau
Curtis-Everett
Davee
Davies
DeSerres

Organization Name

The Chewonki Foundation

Brunswick Naval Air Station

Maine DHS, Bureau of Health

Excel, University of Maine Law School

Maine DHS, Bureau of Health

Restoring Inner Balance

Maine Partnership for a Tobacco-Free Maine, Lewiston Auburn Chapter
American Cancer Society

Maine Medical Center

University of Southern Maine, Sports Medicine Division
Maine Department of Education

Maine Dairy and Nutritional Council

Healthy Community Coalition

Maine DHS, Bureau of Health

University of Southern Maine

Maine Primary Care Association

Maine Primary Care Association

Nutrition Consultant

Medical Care Development

East Coast Greenway Alliance

Maine Medical Center, Sports Medicine Program

Maine Chiropractic Association

League of Women Voters

Portland Public Health Division

Maine Senior Games

American Cancer Society

Maine Nutrition Council

Maine General Health

Portland Public Health Division

Maine Medical Center

Maine Dietetic Association

Charles A. Dean Memorial Hospital

University of Maine, Department of Food Science and Human Nutrition
North Country Healthy Communities

University of Southern Maine, Department of Sports Medicine
CIGNA Health Care of Maine

Hannaford

Independent Nursing Project

American Cancer Society

-‘

e
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First Name Last Name Organization Name

Carolyn Dewayne Healthline, Mid Coast Hospital

Mark DiTullio Maine General Health

Thomas Downing University of Southern Maine, Lifeline Center

Ann Durgin Maine Association of Family and Consumer Science Educators
Monique Dutil Lewiston Health Department

Elanna Farnham Eastern Maine Medical Center

Connie Feldman American Cancer Society

Michael Fleming Anthem Blue Cross and Blue Shield of Maine

Joni Foster Maine Department of Education

Rhonda Fournier Western Maine Center for Heart Health, Franklin Memorial Hospital
Linda Gabrielson Southern Maine Technical College

Karen Gallagher Maine DHS, Bureau of Health

Holly Gartmayer Regional Medical Center Lubec

TJudy Gatchell Maine Nutrition Network

Robin Gautier Regional Medical Center at Lubec

Linda Gray American Cancer Society

Cindy Hale Maine DHS, Bureau of Health

DeEtte Hall Maine Department of Education

Gloria Hall Lewiston Health Department

Paul Hammond Saint Joseph’s Hospital — Cardiac Rehabilitation
Megan Hannan American Cancer Society

Chris Hayden Portland Public Health Division

Nellie Hedstrom University of Maine Cooperative Extension

Kate Herlihy Maine Medical Center

Maureen Higgins Maine Medical Center

Brian Hill Miles Memorial Hospital

Teresa Hubley University of Southern Maine — Institute for Public Sector Innovation
James Jacobsen Maine DHS, Bureau of Health

Jeffrey Jacques Town of Bingham

David Johnson SRISSS

Michael Johnson Greater Portland YMCA

Sue Kelly Saint Joseph’s College, Physical Education Department
Joseph Kerwin Maine Chiropractic Association

Stephanie Kimball Maine General Medical Center

Leigh Kirschner Martin’s Point Health Care

Keith Lancaster University of Maine, Maine Center for Coaching Education
Kiristy Lavallee New England Rehabilitation Hospital

Marilyn Lavelle Eastern Maine Technical College, Nursing Program
Maureen Leary American Cancer Society

Kelly LeBlonde Southern Maine Medical Center

Kathy Leen Healthy Communities, Sebasticook Valley Hospital
Jim Leonard Maine DHS, Bureau of Health

Virginia Lewis Maine Primary Care Association

Kiris Lindsey WIC Program, Peoples Regional Opportunity Program
G. Allen LTtalian Eastern Maine Medical Center

Gail Lombardi Maine DHS, Bureau of Health

Cindy Look Maine DHS, Bureau of Health

Donald Magioncalda Maine General Medical Center

Karyn Martin Redington Fairview General Hospital

Dervilla McCann Androscoggin Cardiology Associates

Mary McHugh Southern Maine Medical Center

Helen McKinnon Eastern Maine Medical Center

Phyllis McNeily Penobscot Bay Medical Center

Michael Meserve Maine Medical Center

Peter Michaud Eastern Maine Medical Center

Jeffrey Miller Bicycle Coalition of Maine

Mary Moody Maine Department of Education
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First Name
Nancy
Natalie
Michelle
Ellie
Tracy
Rhonda
Brenda
Thomas
Karen
Mary
Dean
Kristine
Diane
Terrence
Pat

Jan
Jayne
Bonnie
Bill
Karen
James
Judy
Lance
Sandy
Roger

Stephanie
Faith
Edward
Cheryl
Mary

Pat

Fran
Katherine
Bob
Maryann

Healthy Maine 2010: Longer And Healthier Lives

Last Name
Morris
Morse
Mosher
Mulcahy
Nelson
Norman
Obert
Openshaw
O'Rourke
Owen
Paterson
Perkins
Peterson
Pickett
Pierson
Pilotte
Poprowicz
Post
Primmerman
Quirk
Raczek
Rawlings
Reardon
Richard
Richards
Ricker
Rioux
Rolfe
Rosenthal
Ross
Sady
Schow
Sears
Seeley
Shapans
Spencer
Stiphen
Streker
Sullivan
Summer
Swan
Thibodeau
Trainer
Tucker
Walsh
Watson
Wheelock
Wilbur
Woods
Zaremba

Organization Name

Maine Health Alliance

Maine General Medical Center

Maine DHS, Bureau of Health

Maine DHS, Bureau of Health

Maine Medical Center

Healthy Maine Community Coalition
Governor’s Council on Physical Fitness
Eastern Maine Medical Center, Cancer Care of Maine
Maine Center for Public Health

Maine DHS, Bureau of Health

Health Care Solutions

Maine DHS, Bureau of Health

Maine Medical Center

Maine Medical Center, Maine Center for Cancer Care
University of Maine Cooperative Extension
Eastern Maine Medical Center

Senior Spectrum

Maine Primary Care Association

Maine Department of Education

Regional Medical Center at Lubec

Eastern Maine Medical Center

Healthy Community Coalition

Millinocket Regional Hospital

Healthy Community Coalition

Maine Department of Education

Maine DHS, Bureau of Health

MDI Community Health Plan

Maine DHS, Bureau of Health

Jewish Family Services

Penobscot Bay Medical Center

University of Southern Maine, Muskie School — Maine Nutrition Network
Maine DHS, Bureau of Health

Maine General Medical Center

Maine Department of Education

Calais Hospital Home Health
CIGNA Healthcare Of Maine

Fairchild Semiconductor, Health and Fitness Center

Maine Department of Education

Goodall Hospital

Medical Care Development

American Cancer Society

Maine DHS, Bureau of Elder and Adult Services
Stephens Memorial Hospital

Healthreach Network, Inc.

Maine Department of Education

Maine DHS, Bureau of Health

Maine DHS, Bureau of Health
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e 27-10 Reduce the proportion of nonsmokers exposed to secondhand smoke.

27-10a Increase the number of public indoor and outdoor places that are legally protected

from secondhand smoke.
(see insert below)

27-10b Reduce the proportion of Maine
adolescents who were in the same room with
someone who was smoking.

Maine High School Students
Healthy Maine 2010 Baseline: 68%
Healthy Maine 2010 Target: 54%

Maine Students Grades 6-8
Healthy Maine 2010 Baseline: 56%
Healthy Maine 2010 Target: 45%

27-10c Reduce the proportion of
Maine adolescents exposed to smoke
in a car seven days a week.

Maine High School Students
Healthy Maine 2010 Baseline: 18%
Healthy Maine 2010 Target: 14%

Maine Students Grades 6-8
Healthy Maine 2010 Baseline: 14%
Healthy Maine 2010 Target: 11%

Most public indoor places In Maine are
smokefree, including workplaces.
Major exceptions are:

¢ class A lounges and taverns (licenses
that do not allow unaccompanied minors
under age 21)

* pool halls when minors under age 18 are
allowed

* licensed beano or bingo halls when game
Is being played

* tobacco stores under 2,000 square feet

* motel and hotel rooms

Proportion Of Adolescents In The Last Week Who Were
In The Same Room With Someone Who Was Smoking
Maine 2001

[ Healthy Maine 2010 Target

Maine High ' Maine Students
School Students Grades 6-8

Sou ce: Malne Youth Tobacco Survey, Bureau of Health, Mane Department of Human Services.

Proportion Of Adolescents Exposed To Smoke
In A Car Seven Days A Week
Maine 2001

[0 Healthy Maine 2010 Target

Maine High
school Students

Maine Students
Grades 6-8

Source: Malne Youth Tobacco Survey, Malne Department of Education.
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27-10d Reduce the average hours Maine
workers are exposed to secondhand
smoke at work.

Healthy Maine 2010 Baseline: 1.5 Hours Per Week
Healthy Maine 2010 Target: 0.0 Hours Per Week

Proportion Of Adults Who Do Not Allow
Smoking In Their Home
Maine 2000

2000 Healthy Maine 2010 Target

Sou ce: Malne Tobacco Survey 2000.

Average Hours Workers Are Exposed To
Secondhand Smoke At Work Per Week
Maine 2000

24

i
H
5
o
£
2

[
L

0 Hours

2000 Healthy Maine 2010 Target

Sou ce: Malne Tobacco Survey 2000.

27-10e Increase the proportion of Maine adults
who do not allow smoking in their home.

Healthy Maine 2010 Baseline: 63%
Healthy Maine 2010 Target: 80%

National surveys indicate that 65% of nonsmokers, age four
years and older 1988-1994, were exposed to tobacco smoke as
measured by blood cotinine levels. Data sources in Maine to
measure this objective are from Maine Tobacco Surveys.

Secondhand smoke is the unfiltered smoke coming
off the tip of the cigarette and the sidestream smoke
exhaled by the smoker. Secondhand smoke is also
found with pipe and cigar smoking. Since it is mostly
unfiltered, secondhand smoke contains higher con-
centrations of many of the harmful chemicals found
in cigarette smoke. Exposure to secondhand smoke

is associated with unhealthy low birth weight, sudden
infant death syndrome (SIDS), childhood pneumonia,
childhood and adult asthma, childhood ear infections,

heart disease, emphysema, and lung cancer. Secondhand smoke is classified by the Environmental
Protection Agency and others as a Class A carcinogen, in the most toxic class of all cancer-causing
chemicals — that for which there is no safe human exposure.

Exposure to secondhand smoke should decline as efforts to eliminate public smoking, to prevent
tobacco addiction, and to help those who wish to quit are increasingly successful.

According to the 2000 Maine Adult Tobacco Survey, 88% of employed respon-
dents said smoking Is not allowed in any areas of their workplace; 6.3% sald
it is allowed In some areas; and 6.2% sald It is allowed In all areas. Ninety-four

percent (94%) said they believed secondhand smoke Is harmful and 91% said
they feel the public should be protected from secondhand smoke.
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¢ 26-9 Increase the age and proportion of adolescents who remain alcohol- and drug-free.

26-9a Reduce the proportion of

H H Proportion Of Adolescents (Grades 9-12)
Maine and US adolescents who first Who Firet Used Alcohol Before Age 13
used alcohol before age 13. Maine And US 1997 And 2001
Healthy Maine 2010 Baseline: 21.7% W Malne Adolescents (Grades 5-12) [ US Adolescents (Grades 9-12)

Healthy Maine 2010 Target: 18.0%

314%

Percentage

28.5% | 29,
I ]
1997 2001 Hoalthy Malne 2010 Target

Year

Source: Malne Youth RIsk Behavior Survey 1997 and 2001, Malne Department of Education.
National Data: Youth Risk Behavior Survey 1997 and 2001, Centers for Disease Control and Prevention.

26-9b Reduce the proportion of

Maine and US adolescents who first Proportion Of Adolescents (Grades 9-12)
. Who First Used Marijuana Before Age 13
used marijuana before age 13. Maine And US 1997 And 2001

Healthy Maine 2010 Baseline: 12% W Maine Adolescents (Grades 8-12) I US Adolescents (Grades 5-12)
Healthy Maine 2010 Target: 10%

26-9c (Developmental) Increase
the proportion of Maine and US
adolescents who never used

12.3% 12.0%
any drug. o 1025
Data not available for Maine.
1997 ' 2001 '

Year

Healthy Maine 2010 Targot

Source: Maine Youth Risk Behavior Survey 1997 and 2001, Maine Department of Education.
Natlonal Data: Youth Risk Behavior Survey 1997 and 2001, Centers for DIseasa Control and Prevention.

The age at onset of drinking or use of other drugs strongly
predicts development of dependence. Therefore, an impor-
According to a recent Maine tant prevention goal is to increase the age and proportion of
Office of Substance Abuse adolescents who remain alcohol- and drug-free. Nationally,
report, It appears that prescrip- nearly 40% of those who start drinking at age 14 or younger
tion oplates, such as oxycontin, will develop alcohol dependence sometimes in their lives; of
may be one of the first drugs those who start drinking at age 21 or older, only 10% will
abused among Maine young become dependent.

people.
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e 27-2 Reduce tobacco use by adolescents (students in grades 9-12).

27-2a Reduce cigarette smoking
among Maine and US adolescents.

Healthy Maine 2010 Baseline: 28.6%
Healthy Maine 2010 Target: 15.0%

&
£
g
&

Proportion Of Adolescents (Grades 9-12)
Who Smoked A Whole Cigarette
For The First Time Before Age 13
Maine And US 1997 And 2001

W Maine Adolescents (Grades 9-12) US Adolescents (Grades 9-12)

Cigarette Smoking
Among Adolescents (Grades 9-12)
Maine And US 1993-2001

—fl— Maine Adolescents (Grades 9-12) —4¢— US Adolescents (Grades 9-12)

%

" Heartny maine
2010 Target

1999
Baseline

Year

Source: Malne Youth Risk Bahavior Survey 1993, 1995, 1997, 1999, and 2001, Malne Department of Education.
National Data: Youth Risk Behavior Survey 1993, 1995, 1997, 1999, and 2001, Centers for Disease Control
and Prevention. 1993 and 1999 Malne YRBS data are unwelghted, so cannot be rellably used for comparison.

27-2b Reduce the proportion of US and Maine
adolescents who smoked a whole cigarette for
the first time before age 13.

Healthy Maine 2010 Baseline: 22.5%
Healthy Maine 2010 Target: 12.0%

2001 Nlou(ly Maine 2010 Target

Year

Source: Malne Youth Risk Behavior Survey 1997 and 2001, Malne Department of Education.
Natlonal Data: Youth Risk Behavior Survey 1997 and 2001, Cente s for Disease Cont ol and Prevention.
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Ninety percent (90%) of adult smokers started
their tobacco addiction as youth. One-third of
those youth who try tobacco become addicted,
and of those youth who smoke, one-third will
die from a tobacco-related disease. Therefore,
giving our youth the tools to prevent tobacco
use is critical to reducing tobacco’s burden.
However, effective prevention efforts need to
be in the context of a comprehensive program
that includes treatment, enforcement, counter-
marketing, education, and local interventions.

Cigarette Smoking By Gender
Grades 9-12
Maine And US 2001

Il Maine Adolescents US Adolescents
40%

29.2%
27.7%

23.0%

10%

ME us
Male Female

Source: Malne Youth Risk Behavior Survey, Maine Department of Education.
Natlonal Data: Youth Risk Behavior Survey, Cente s for Disease Control and Prevention.
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* Reduce tobacco
consumption
Tobacco use is measured by two
major statewide indicators — the
percent of a population that is
addicted, commonly known as
smoking rates, and tobacco
consumption, which is the packs
sold per adult. The early result
of effective prevention and
treatment interventions is that
smokers reduce their overall
consumption before a significant
proportion of them are no longer
tobacco addicted.

Tobacco consumption also drops
in response to price hikes. Maine’s

New York

(NYC has an additional $1.50 per pack)
New Jersey
Washington
Rhode Island
Michigan
Hawali
Connecticut
Alaska

MAINE
Maryland
Pennsylvania
Illinois
Vermont
California
Wisconsin
Massachusetts
Kansas

Utah

Oregon
Arizona
Indiana

Ohio

New Hampshire
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Trends In Packs of Cigarettes Consumed Per Adult

—®— New Hampshire

Tobacco Consumption

In Maine, NH, US 1995-2000

—&— Us

—— Maine

196.4

1532 155.1

1990 1991 1992

NH does not use

2001 data use 2000 population data for Maine.
Sou ce for NH data: Tax Bu den on Tobacco, Historical

1993 1994 1995 1996 1997

Year

Volume 36, by and walker.

abrupt change at 2000.

Tom DHS, BOH, ODRVS.

$1.50

$1.50
$1.425
$1.31
$1.25
$1.20
$1.11
$1.00
$1.00
$1.00
$1.00
$0.98
$0.93
$0.87
$0.77
$0.76
$0.70
$0.695
$0.68
$0.58
$0.555
$0.55
$0.52

Sou ce for Maine data: Maine Revenue Service. (Also published In Tax Burden, etc.)

for \g to NH State Planning Office, partly accounting for

excise tax increased from 37 cents to 74
cents per pack in November of 1997, then
increased to one dollar per pack in October
of 2001.
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¢ 26-19 (Developmental)
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Increase the proportion of One-third of all traffic fatalities in Maine are alcohol-

youth am_i ad_ults = ihe related - an average of 62 deaths per year.
criminal justice system

receiving substance abuse
treatment in correctional
facilities.

Nationally, criminal offenders frequently have high occurrences of a substance abuse history, have not
received treatments; yet without treatment, have a greater likelihood of committing additional crimi-
nal offenses.

26-21 (Developmental) Reduce the treatment gap for alcohol and other drug problems.
Availability of resources and access to clinically appropriate and effective treatment for alcohol problems
vary between different areas of the State. This is especially true since effective treatments must be offered
in different settings and modalities. For instance, the treatment for someone whose alcohol problem is
acute versus intermittent or chronic is usually different. Likewise, the treatment for someone whose alco-
hol problem is mild is different than for someone whose problem is severe. Assuring access to culturally
competent and linguistically appropriate services also is a challenge.

26-7 (Developmental) Reduce intentional injuries resulting from alcohol and illicit drug-related
violence.

The Uniform Crime Report lists alcohol and drug offenses (manufacture and possession) and homicides, but does not report
homicides or intentional injuries where alcohol or drugs were involved. Therefore, this is a developmental objective.

During a 12-month period, the Maine

Injury Prevention Program at the
Bureau of Health found that 32% of
the individuals who were considered at While the good news is that most kids
risk for suicide were using drugs or don’t drink, alcohol is still the drug of
drinking at the time. This is consistent choice for youth both in Maine and around
with national studies on the issue. the nation. Thirty percent of Maine stu-
dents grades 6 through 12 have consumed
Nationally, an estimated 60% of alcohol in the past 30 days, and that
homicide offenders were drinking increases to about 49% for 12th graders.
alcohol when they committed the (2002 MYDAUS, Maine BDS, Office of
offense. Other studies reported in Substance Abuse). Youth are at high risk
Healthy People 2010 show that those for the detrimental effects of alcohol
arrestees testing positive for drugs including cloudy judgment, poor academic
are most often arrested for violent achievement, early and unprotected sex,
offenses such as robbery, assault, and assault, car crashes, suicide, and drownings.

weapons offenses. Two-thirds of
victims who experienced violence by
an intimate partner report that alcohol had been involved. And almost one-third of strangers who are
victimized believe that the offender used alcohol.
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WORK GROUP LEADERS
Kimberly Johnson, MSED

Director; Office of Substance Abuse
Maine Department of Behavioral

& Developmental Services

MaryBeth T. Welton, CHES
Director; Partnership for a Tobacco-Free Maine
Maine Department of Human Services,

Bureau of Health

Bill Lowenstein

Associate Director; Office of Substance Abuse
Maine Department of Behavioral

& Developmental Services

OTHER SIGNIFICANT CONTRIBUTORS

Judith Graber, MS, Maine DHS, Bureau of Health

Barbara Leonard, MPH, Maine DHS, Bureau of Health
Dorean Maines, MPA, Maine DHS, Bureau of Health

Patti Robinson, RN, MBA, MS, Maine DHS, Bureau of Health
Kathy Tippy, MPH, Maine DHS, Bureau of Health

WORK GROUP MEMBERS

First Name
Laurie
Donna
Pamela

* Deb
Donna

* Kathy
Susan

* Nancy

Last Name
Allard
Allen
Anderson
Andrews
Atwood
Baillargeon
Berry
Birkhimer
Bondeson
Bondeson
Bourque
Branski
Bryant
Caler
Chandler
Chute
Clancy
Clarkin
Conner
Conover
Crowley
Curtis-Everett
Davies
Davis
DiCara
DiTullio
Foster
Foster
Gartmayer
Gautier
Gedat

Organization Name

Brunswick Naval Air Station

Maine DHS, Bureau of Health

Excel, University of Maine Law School
Center for Community Dental Health
Restoring Inner Balance

Maine Partnership for a Tobacco-Free Maine, Lewiston-Auburn Chapter
Maine Department of Education

Maine DHS, Bureau of Health

Maine Primary Care Association

Maine Primary Care Association

Maine DHS, Bureau of Health

University of Maine at Farmington, Community Health Program
League of Women Voters

Portland Public Health Division

Catholic Charities of Maine

Maine General Health

Portland Public Health Divison

Maine Children’s Trust, MAPP

Mid Coast Hospital

Saint Joseph’s College, Department of Nursing
Maine Association of Prevention Programs
CIGNA Health Care of Maine
Independent Nursing Project

Mid Coast Hospital

Maine DHS, Bureau of Health

Maine General Health

Maine Department of Education

Midcoast Substance Abuse Counseling
Regional Medical Center at Lubec
Regional Medical Center at Lubec

Child Health Center
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First Name Last Name Organization Name
Barbara Ginley Maine Migrant Health Program
* Layne Gregory Portland Public Health Division
Diane Greslick Saint Joseph’s College
DeEtte Hall Maine Department of Education
* Larry Hames Your Choice, Inc.
Chris Hayden Portland Public Health Division
Joanne Tennaco Saint Joseph’s College
James Jacobsen Maine DHS, Bureau of Health
David Johnson SRISSS
Donna Jordan Central Maine Medical Center — Department of Case Management
Stephanie Kimball Maine General Medical Center
* Ruth Kisseloff Wabanalei Mental Health Association
* Julie Knight Saint Joseph’s College
Roger LaJeunesse Muskie School of Public Service, USM, Coordinated School Health Program
Don Leaver Central Maine Medical Center
Jennifer LeDuc Child Health Center
* Virginia Lewis Maine Primary Care Association
Cindy Look Maine DHS, Bureau of Health
Tina Love Central Maine Medical Center — Diabetes Education
Sharon Martin Saint Joseph’s College
* Peter MecCorism AMHC/RTF
* Paul McDonnell Milestone
Natalie Morse Maine General Health Medical Center
Michelle Mosher Maine DHS, Bureau of Health
Diane Mulkhey Central Maine Medical Center
Pamela Nelon The Women’s Project
* Pamela Nelson The Women’s Project
Luc Nya Maine Department of Behavioral & Developmental Services
* Jeanne Ogden OSH
Karen O’Rourke Maine Center for Public Health
Sally-Lou Patterson Maine DHS, Bureau of Health
Judy Peary-Adams University of Maine at Farmington, Community Health Program
Juan Perez-Febles Maine Department of Labor
Kristine Perkins Maine DHS, Bureau of Health
Bonnie Post Maine Primary Care Association
Bill Primmerman Maine Department of Education
Jean Rabon Central Maine Medical Center — Trauma Program
Janet Rensink Central Maine Medical Center, Department of Social Work
* Roger Richards Maine Department of Education
Lewis Rioux MDI Community Health Plan
Debra Robertson University of Maine at Farmington, Community Health Program
Tammy Rolfe Maine DHS, Bureau of Health
* Brent Scobie Acadia Hospital
Stephen Sears Maine General Health Medical Center
Roanne Seeley Maine Department of Education
Paul Shapans
Sharron Sieleman Central Maine Medical Center
Toby Simon Portland West
Philip Slocum Martin’s Point Health Care
Dawn Stiphen CIGNA Healthcare of Maine
* Jeanie Stone Child Health Center — Teen Impact
Tina Streker
Anne Summer
Stephanie Swan Maine Department of Education
Wendy Tardif Central Maine Medical Center
Andrea Thompson Portland Public Health Division
Donna Thompson Central Maine Medical Center
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First Name Last Name Organization Name
Clough Toppan Maine DHS, Bureau of Health
Edward Trainer Medical Care Development, Inc.
Carol Troy The Women’s Project — PROP
* Melissa VanOrman University of Maine at Farmington
Lisa Wallace Maine Department of Behavioral & Developmental Services
Debra Wigand Maine DHS, Bureau of Health
Katherine Wilbur Maine Department of Education
Bob Woods Maine DHS, Bureau of Health

* Members who attended half day Healthy Maine 2010 Substance Abuse Priority Area Work Group meeting.
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The following pages are a few public health concepts to

assist in mterpreting data presented m Healthy Maine 2010.

WHY ASSOCIATION DOES NOT NECESSARILY MEAN CAUSATION:

Epidemiology often looks at associations of events and diseases, for instance, exposure to cigarette smok-
ing and developing lung cancer. Although studies showing associations are often reported in medical and
public health journals and subsequently picked up by the media, an association does not necessarily mean
causation. Four common possibilities that can explain an association:

1. The association can be due to chance. Tests of statistical significance are important in determining
the probability the association is due to chance. Some examples include a T-test (which compares
the means of two sets of data) and a chi-square test (which also compares the outcomes of two
sets of data). P values are often measured from tests of statistical significance in order to assess
the probability a test result occurred by chance. By convention, if the P value is less than or equal
to 0.05, there is no more than a 5% or 1 in 20 probability the result is seen by chance and, there-
fore, the association is probably statistically significant. Even if an association is true and due to
an effect causing a disease, the P value can be large because of a small sample size. Confidence
intervals are used to show the range of data results within which the true values are assured to be.
Generally, the width of the confidence interval is affected by the sample size — a larger sample
size results in a narrower confidence interval.

2. The association can be due to a bias such as
when non-comparable criteria are used to
enroll participants (selection bias), or when

Epidemiology Is the study of the

non-comparable information is obtained from distribution and determinants of
the different populations studied (observation disease frequency In people. That
bias), or when investigators elicit or interpret Is, epidemiology Is concerned with
information differently (interviewer bias), or the the and types of lll-
participants report events in a non-comparable nesses In of people and

manner (recall bias). with the that Influence

r .. their distribution.
3. The association can be due to a mixing of

effects between the exposure, the disease, and a
confounding factor — a third factor that is associ-
ated with the exposure and that can affect the
risk of developing the disease. Age is a common confounding factor, especially with many chron-
ic diseases. Therefore, when comparing chronic disease rates between different time frames or
geographical areas, the rates should be age-adjusted in order to make them comparable.
Alternatively, disease rates only for pertinent age groups should be compared.

4. The event (exposure) may contribute toward causing the disease; i.e., the association is a
causal one. Determining this requires addressing all of the above issues and also looking at the
strength or magnitude of the association, the biologic credibility, consistency with other results, if
the time sequence makes sense, and if there appears to be a dose-response relationship.
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Relative Risk is a common measure used to show the magnitude of an association, and is often examined
in making a judgment pertaining to causality. Relative risk can be expressed in different ways, depending
on the study design. For instance, in a Cohort study (in which participants are selected based on their
exposure or non-exposure to a possible risk factor for a disease), relative risk is expressed as the inci-
dence of a disease in those exposed to a possible risk factor divided by the incidence of the same disease
in those not exposed to the risk factor. In a Case Control study, (in which the participants are selected
based on their disease status), the relative risk can be expressed as an Odds Ratio. The Odds Ratio is the

ratio of the odds of exposure among the cases to that among the controls.
Hennekens, C, J Bunng, Epidemiology in Medicine, Little, Brown, and Company, 1987

SENSITIVITY AND SPECIFICITY

* Screening tests are evaluated based on their sensitivity and specificity.

* A test with high sensitivity means it has a high ability to assure that people who have the disease will test
positive and, therefore, will have a high likelihood to avoid missing a true case of the disease.

* A test with high specificity means that it has a high ability to assure that a negative test result means
people do not have the disease.

» Sensitivity and specificity are interrelated. Loosening
the criteria that makes a test positive means that more
people who have the disease will test positive
(increased sensitivity), but so will more people who do

not have the disease (decreased specificity, resulting in One common problem comparing
false positive results). disease or death rates between pop-

ulations Is that the groups may dif-
fer with respect to characteristics
such as age, sex, or race that may
affect the overall rate of disease.
These differences can make crude

* And, conversely, making more stringent the criteria that
makes a test positive means that more people who
actually have the disease will test negative and their
disease will, therefore, be missed (decreased sensitivity,
resulting in false negative results); yet more people who
test negative will actually not have the disease
(increased specificity).

rates not comparable. For Instance,
crude death rates due to cancer in
the US have dramatically increased

MEDIAN AND MEANS over the past 100 years. However,
Median is the 50th percentile, or the middle of the data, the population has also aged. Since
the value at which half of the observations are above cancer mortality rates rise dramati-
and half are below. cally with age, the higher crude

) death rates seen now are at least
Mean is the average of the data. In part due to overall aging of
When can medians and means be very different from the population.

one another when used to describe the same data? A
common example is when there are extreme values, or
outliers. For instance, if five people’s ages are: 34, 35, 36, 37, and 80, the median is 36 and the mean is
44. Therefore, the advantage of using the median is that it is not affected by extreme values. However,
this can also be a disadvantage because it provides no information about distribution of the values since
its derivation is based on rank.
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THERE ARE TWO WAYS TO MAKE TWO POPULATIONS
COMPARABLE WHEN KNOWN CHARACTERISTICS ARE
DISTRIBUTED DIFFERENTLY BETWEEN THEM:

1. Compare category-specific rates. For example, one can compare cancer mortality rates in 1900 and
2000 for each age group. Age-specific rates for cancer deaths tended to increase only slightly.

2. Adjust the rates for the characterization; in other words, perform standardization. This can be done by
direct and indirect methods, but both methods use a weighted average of category-specific rates. They
differ in the source of the weights and rates used. In indirect standardization, rates from a standard
population are applied to weights in the study group. In direct standardization, category-specific rates
observed are applied to a single standard population. Often the US population for a census year is used
as a standard population for comparison.

RATIO, PROPORTION, PERCENTAGE, RATE

pPice 182

Ratio is a general term that means there is a numerator (the top number in a fraction) and a denominator
(the bottom number in a fraction). Types of ratios include proportions, percentages, and rates.

Proportion is a ratio in which the population in the numerator is also included in the denominator. An
example is proportion of women giving birth who have a C-section — 25 out of 100. Proportions are often
expressed as a percentage. The above example would be 25%.

Rate is a ratio in which a measure of time is included in the denominator. An example is the incidence
(number of new cases) of breast cancer in a given year.

Ratios, proportions, and rates can easily be confused because they are often used interchangeably, though
technically they often should not be. In order to interpret the data correctly, the most important factor is
determining exactly what constitutes the numerator and the denominator.

The Confidence Interval (Cl) Iis a range of values that represents the true value of a
statistic. Most often, a 95% Cl Is given, which means that there Is a 95% chance the
range given includes the true value. If the Cl Is very wide, the estimate Is less reliable.
The main factor affecting the width of the Cl Is the number of people surveyed or
otherwise Included In the population being measured. So, for small surveys, the Cis
are often wide.

When comparing data points such as the answers to survey questions between differ-
ent age groups or genders, one often looks at the Cis to decide whether or not there
are true differences. In general, If the Cls overlap, the numbers are not statistically
different. One common method for dealing with wide and overlapping Cls is to compile
multiple years of data together to create a sufficiently large sample size.
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INCIDENCE AND PREVALENCE

In chronic diseases, we commonly measure disease rates with two different methods:

Incidence: the number of newly diagnosed cases of a disease occurring in a population in a given period
of time (usually a year).

Prevalence: the total number of cases of a disease in a population at a given point or period in time.

Why is it important to distinguish between these two measures? Incidence gives us a barometer of how
many new cases of a disease are being detected, while prevalence gives us a barometer of how long
people are living with a disease. For instance, cancer incidence rates are declining across the United
States, although not in Maine. Incidence may be declining due to a reduction in causative factors for
cancer, such as tobacco addiction. Cancer prevalence rates are rising across the nation, which may be
due to improved treatments leading to longer survival.

For short-lived diseases, in which people either die or are cured quickly, incidence and prevalence
are very similar. Examples include many acute infectious diseases such as bacterial meningitis or
bacterial diarrhea.
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Some Major Maine Public Health Data Sets

BEHAVIORAL RISK FACTOR SURVEILLANCE SYSTEM (BREFSS)

BREFSS is an ongoing State-based system of health surveys conducted by telephone interview using random
digit-dialed probability samples of adults ages 18 years and over. Conducted and collected in Maine by the
Bureau of Health, BRFSS is funded and analyzed by the Centers for Disease Control and Prevention (CDC).

The national sample size, which is increasing annually, yielded over 200,000 interviews in 2001. It should be
noted that national BRFSS data is an average of each state’s weighted data and not a weighted average.

Maine’s sample size was over 2,400 in 2001, which is up from less than 1,700 in 1999, representing over a
40% increase. Major topics include alcohol and tobacco use, physical activity, nutrition, screening for certain
cancers, health status, health care access, hypertension awareness, and diabetes awareness. Some topics are
asked annually, some biennially, and others at the discretion of each state.

In 2000, MaineHealth funded extra surveys to be conducted as part of BRFSS in order to collect more local-
ized data. Over 4,600 people were surveyed that year. The Bureau of Health worked on analyzing the data,
and as a result of this collaboration, there is county-level BRFSS data for 10 out of 16 counties in Maine

for 2000.

Data from BRFSS is available on-line at www.cdc.gov/brfss or www.state.me.us/dhs/bohodr/brfsspge.htm
for county-level data. Maine’s coordinator for BRFSS is Judith Graber at the Bureau of Health
(207) 287-1420 or judith.graber@state.me.us.

INFECTIOUS DISEASE REPORTS

Infectious disease reporting requirements are established by statute. Maine licensed health care providers and
facilities are required to report approximately 50 diseases to surveillance professionals to the Bureau of
Health’s Division of Disease Control. These reports are used to help identify any outbreaks and to assure that
appropriate interventions are being implemented to prevent the spread of diseases. Data that are stripped of
personal identifying information are available in annual reports as well as through the Centers for Disease
Control and Prevention that collects this aggregate data from each state and reports it in their Morbidity and
Mortality Weekly Report. For more information, contact the Bureau of Health’s Division of Disease Control
at (207) 287-3960.

MAINE CANCER REGISTRY

Created in the 1980s, the Maine Cancer Registry, housed in the Bureau of Health, collects statewide cancer
incidence and mortality data; identifies cancer trends among Maine’s citizens; and responds to queries and
data requests from researchers, other agencies, and the public. The goal of these activities is to facilitate
cancer prevention and control. The Cancer Registry may be contacted at (207) 287-5272.
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MAINE HEALTH DATA ORGANIZATION (MHDO)

MHDO was established as an independent executive agency in 1996 to continue the data collection function
of the former Maine Health Care Finance Commission. Although the original data collection focused on
hospital inpatient (1986) and non-hospital ambulatory data (1990), MHDO is now moving toward collecting
all health care claims data from all health care providers and all payers. Pertinent web sites include:
www.healthweb.state.me.us for an interactive health data site or www.mhdo.state.me.us

for MHDO’s homepage.

MAINE YOUTH DRUG ALCOHOL USE SURVEY (MYDAUS)

MYDAUS is conducted by the Maine Office of Substance Abuse, Department of Behavioral and
Developmental Services. It has been conducted periodically since 1988. The 1998 and 2000 surveys were
administered to about 22,000 and 30,000 students respectively in grades 6-12. However, since the survey did
not use a random sample of schools, the data collected was not representative of all schools or students in
the State, just those who completed the survey. Methodologies used by this survey have varied between the
different years it has been conducted, so the ability to compare them is limited. MYDAUS data can be found
on-line at http://www.state.me.us/bds/osa/ostats.htm.

PREGNANCY RISK ASSESSMENT MONITORING SYSTEM (PRAMS)

PRAMS is an ongoing sample survey conducted since 1987 and administered by the Bureau of Health to
Maine mothers within a few months after delivery. The goal of this survey is to provide State-specific infor-
mation that assists in program and policy planning that will improve the health of mothers and infants.
Questions are asked about experiences before, during, and after pregnancy and include such items as tobacco
and alcohol use, breastfeeding, prenatal care, health insurance coverage, infant care, and exposure to vio-
lence. PRAMS is funded by the Centers for Disease Control and Prevention (CDC) and is conducted in most
but not all states. The average sample size in Maine ranges from 1,500 to 2,000 annually. Marty Henson is
Maine’s coordinator for PRAMS. Information may be obtained by calling (207) 287-5445 or by visiting the
following Web site: http://www.state.me.us/dhs/bohodr/index.htm.

VITAL RECORDS

Vital records are reported to the Bureau of Health and include records of births, deaths, fetal deaths, mar-
riages, and divorces. Although Maine became a state in 1820, vital records were not collected routinely by
the State until 1892. Approximately 42,000 events are currently registered each year. Information can be
obtained by calling (207) 287-5500 or visiting http://www.state.me.us/dhs/bohodr/index.htm.
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YOUTH RISK BEHAVIOR SURVEY (YRBS)

YRBS uses a questionnaire administered to a sample of Maine high school students (and middle school stu-
dents grades 6-8 starting in 1999) gathered every two years since 1993. YRBS is conducted in other states;
the Centers for Disease Control and Prevention (CDC) funds and analyzes the survey. With a sample size of
about 2,200, the survey collects data on six categories of health risk behaviors: injury, tobacco use, alcohol
and other drug use, sexual behavior, diet and nufrition, and physical activity. In Maine, the Department of
Education administers the survey. Information collected from YRBS is used to more effectively address
health issues our youth are facing.

When the response rate has an overall response rate of 60% or higher, the CDC statistically weighs the
results so that the numbers can be generalized to all public schools for the grades surveyed. When the overall
response rate is below 60%, the CDC cannot perform such statistical analysis, and the data applies only to
the students who actually completed the questionnaire. Maine’s YRBS data for 1993 and 1999 was
unweighted, so information cannot be compared reliably with data from 1995, 1997, and 2001.

Data from the YRBS is available on-line at http://www.mainecshp.com/survey.html. National figures can be
found at http://www.cdc.gov/needphp/yrbs/indext.htm.

THE MAINE ADULT TOBACCO SURVEY (MATS)

The Maine Adult Tobacco Survey (MATS) of 5,000 Maine adults, ages 18 and over, was conducted from
August 1999 to May 2000 by the Maine Bureau of Health, Partnership For A Tobacco-Free Maine. The
sample was selected from six regions in the state. Each region encompasses two to four counties of the state,
matched on demographic and economic characteristics. The respondents were randomly selected and inter-
viewed by telephone on Cigarette Use, Cessation, Use of Other Tobacco Products, Environmental Tobacco
Exposure and Policies, Tobacco Beliefs and Perceptions, and Demographics. A modified version of the
survey will be conducted in 2003. For more information on the MATS, please contact Dorean Maines at the
Maine Bureau of Health at (207) 287-3268.

THE MAINE YOUTH TOBACCO SURVEY (MYTS)

The Maine Youth Tobacco Survey (MYTS), a school-based survey of Maine youth in grades 6-12, is con-
ducted as part of the Independent Evaluation of the Partnership For A Tobacco-Free Maine. The survey is a
self-administered questionnaire developed to obtain the opinions, attitudes, beliefs, and behaviors of Maine
youth with regard to tobacco use and related behaviors. The instrument is more extensive but similar to the
core Youth Tobacco Survey that has been implemented by the Center for Disease Control and Prevention
(CDC) throughout the US. The survey was conducted in Maine in 1999 and 2001, using a slightly shorter
version of the survey for students in grades 6-8. A random sample of 120 schools was selected that was rep-
resentative of all middle and high schools from across the State. Of these 120 schools, approximately 100
schools participated in the surveys. The entire population of the school completed the survey in the selected
schools, resulting in sample sizes of nearly 25,000 students. Weighting of the sample was done for the
school level and for the student level. Another youth survey is planned for 2004. For more information on
the MYTS, please contact Dorean Maines at the Maine Bureau of Health at (207) 287-3268.
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Some Helpful Government-Related Health Websites

Aging
National Aging Information Center
http://www.aoa.gov/naic

AIDS/HIV
CDC National Prevention Information Network (NPIN)
http://www.cdenpin.org

Alternative Medicine

National Center for Complementary and Alternative
Medicine (NCCAM) Clearinghouse

http://nccam nih.gov

Asthma

National Heart, Lung, and Blood Institute (NHLBI)
Health Information Center

http://www nhlbi nih.gov

Centers for Disease Control and Prevention (CDC)
http://www.cde.gov

Consumer Information
Consumer Information Center
http://www.pueblo.gsa.gov

Criminal Justice
National Criminal Justice Reference Service
http://www ncjrs.org

Deafness/Communication Disorders

National Institute on Deafness and Other Communication
Disorders (NIDCD) Information Clearinghouse

http://www nided nih.gov

Disability/Rehabilitation

National Center for the Dissemination of Disability
Research (NCDDR)

http://’www neddr.org

The New Freedom Initiative for People with Disabilities
http://www.disabilities.gov

Disease Prevention/Health Promotion
Centers for Disease Control and Prevention (CDC)
http://www.cde.gov

Healthfinder
http://www healthfinder.gov

National Center for Chronic Disease Prevention and
Health Promotion (NCCDPHP)
http://www.cde.gov/necdphp

Drug Policy
White House Office of National Drug Control Policy
http://www.whitehousedrugpolicy.gov/policy/index htm

Environmental Health
Environmental Protection Agency
http://www.epa.gov/natlibra/hgirc/about.htm

Family Planning
Office of Population Affairs
http://www hhs.gov/opa/clearinghouse html

Food and Drug Safety
Food and Drug Administration
http://’www fda.gov

Health Care Policy and Research
Agency for Healthcare Research and Quality (AHRQ)

http://’www.ahrq.gov
National Information Center on Health Services Research

and Health Care Technology (NICHSR)
http://’www nlm nih.gov/nichsr/nichsr html

Health Statistics
National Center for Health Statistics
http://www.cde.gov/nchs

Highway Safety
National Highway Traffic Safety Administration (NHSTA)
http://www nhsta.dot.gov

Homelessness
National Resource Center on Homelessness and
Mental Illness

http://www.prainc.com/nre

Infectious Disease & Immunization
National Institute of Allergy and Infectious Diseases

(NIAID)
http://www niaid nih.gov/

Injury Prevention
US Consumer Product Safety Commission (CPSC)
http://’www.cpsc.gov

Kidney/Urologic Diseases
National Kidney and Urologic Diseases Information

Clearinghouse (NKUDIC)
http://www niddk nih.gov/health/kidney/kidney.htm

Lead Poisoning
National Lead Information Center
http://www.epa.gov/lead/nlic htm

Library Services
National Library of Medicine
http://www nlm nih.gov

Limited English Proficiency

US Department of Education
http://www.ed.gov/offices/OCR
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Some Helpful Government-Related Health Websites

Maine Addresses
Maine State Government
http://www maine.gov

Department of Human Services
http://www.state me.us/dhs

Bureau of Health
http://www.state me.us/dhs/boh
http://www mainepublichealth.org

Bureau of Medical Services (MaineCare)
http://www.state me.us/bms

Department of Behavioral and Developmental Services
http://www.state me.us./bds

Department of Environmental Protection
http://www.state me.us/dep

Maine Center for Public Health
http://www meph.org

Healthy Maine Partnerships
http://www healthymainepartnerships.org

Maternal/Child Health

Maternal Child Health Bureau, Health Resources
and Services

http://www mchb hrsa.gov

National Center for Education in Maternal and
Child Health
http://www ncemch.org

National Maternal and Child Health Clearinghouse

(NMCHC)
http://www.ask hrsa.gov

Medicaid
Centers for Medicare and Medicaid Services (CMS)
http://www.cms hhs.gov

Medicare
Center for Medicare and Medicaid Services (CMS)
http://www medicare.gov

Mental Health

Center for Mental Health Services’ Knowledge Exchange
Network

http://www mentalhealth.org

National Institute of Mental Health (NIMH)
http://www nimh nih.org
http://www.samhsa.gov

Minority Health
Office of Minority Health
http://’www.omhre.gov

Nutrition
Food and Nutrition Information Center
http://’www nal.usda.gov/fnic/

Occupational Safety

National Institute for Occupational Safety and Health
(NIOSH)

http://www.cde.gov/niosh

Oral Health
National Oral Health Information Clearinghouse (NOHIC)
http://www nohic nider nih.gov

Osteoporosis

NIH Osteoporosis and Related Bone Diseases —
National Resource Center

http://www.osteo.org

Physical Fitness
President’s Council on Physical Fitness and Sports
http://www fitness.gov

Primary Care
Health Resources and Services Administration (HRSA)
http://www.ask hrsa.gov

Rural Health
Rural Information Center Health Service (RICHS)
http://www nal.usda.gov/ric/richs

Substance Abuse

Substance Abuse and Mental Health Services
Administration

http://’www.samhsa.gov

Tobacco
http://’www.cde.gov

Veterans Affairs
http://’www.va.gov

Violence Prevention

National Youth Violence Prevention Resource Center
(NYVPRC)

http://www.SAFEYOUTH.org

Women’s Health
National Women’s Health Information Center (NWHIC)
http://www.4woman.gov



Bureau of Health

DoraAnne Mills, MD, MPH
Director
Bureau of Health
State Health Officer

Philip W. Haines, DrPH N. Warren Bartlett, MDiv

Deputy Director Director, State Registrar

Bureau of Health Office of Health Data and

Program Management

t Environmental Toxicology

Office of the State Toxicologist
(Andy Smith)

— Vital Records (Lorraine Wilson)
— BRFSS (Judith Graber)
— Fiscal Office (Annette Tibbetts)
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- — Data and Research (Don Lemieux)
Anthmﬁigmnt;@, ) — Coordinated School Health (Jaki Ellis)
Steven J. Trockman, MPH, CHES L— Office of Rural and Primary Care
Coordinator (Sophie Glidden)
Office of Public Health Emergency
Preparedness
| | | |
Valerie Ricker, MSN, MS Paul Kuehnert, MS, RN, CPNP Clough Toppan, PE, MS, MPA Barbara Leonard, MPH Jack Krueger, MSChE
Director Director Director Director Chief, Lab Operations
Division of Family Health Division of Disease Control Division of Health Engineering Division of Community Health Health and Environmental
Testing Laboratory
— Healthy Families — HIV/STD Program (Sallylou Patterson) Plumbing Control (Russell Martin) — Oral Health Program (Judy Feinstein) — Chemistry (Chris Montagna)

— Public Health Nursing (Beth Patterson)
— Genetics Program (Ellie Mulcahy)

— WIC Program (Ron Bansmer)

— Nutrifion Program (Janet Leiter)

— Women and Children’s Preventive Hedlth
(Jan Morrissette)

— Lead Poisoning Prevention (MaryAnn Amrich)

— Coordinated Care Services for Children with
Special Health Needs (Toni Wall

— Matemal Child Heclth Medical Director
(Richard Aronson)

— Women's Health Coordinator
(Sharon Leahy-Lind)

— Matemal Child Hedlth Epidemiology

— Medical Epidemiology (Kathleen Gensheimer)

— Infectious Epidemiology Program
(Sandra Dzyak)

— |mmunization Program (Lisa Tuttle)
® EPSDT
® |mmPact

Radiological Health (Jay Hyland)
Eating and Lodging (Becky Vigue)
Drinking Water (Nancy Beardsley)

— Tuberculosis Control Program (Joan Blossom)
® Refugee Health Assessment Program

— Diabetes Confrol Projedt (Maryann Zaremba)

— Breast and Cervical Health Program
(Sharon Jerome)

— Maine Asthma Program

— Microbiology Testing Lab (Jim Martin)
— Environmental Organics

— Environmental Inorganics (Tom Croshy)
L— Quality Assurance/Certificafion

— Teen and YoungLAdult Health Program (Richard French)
(Nancy Birkhimer)
— (hronic Disease Epidemiology
— Maine Injury Prevention Program
(Cheryl DiCara and Diane Arbour)
— Maine Concer Registry Partnership For A Tobacco-Free Maine
— Comprehensive Cancer Control (Anita Ruff) (Mary Beth Welton)
L— Healthy Maine Parerships (Patricia Robinson)=t—Maine Cardiovascular Health Program
(Debbie Wigand)

Community Health Program (Pat Jones)
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Maine Department of Human Services

Commissioner

Region I Program

Executive Manager Operations
Region IT Legislative and

Executive Manager Constituent Affairs
Region 111 Office of

Executive Manager Administrative Hearings

| ] | ] | ]
Office of Bureau of Bureau of Bureau of Bureau of Bureau of
Management and Budget Family Independence Medical Services Health Child and Family Services Elder and Adult Services
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US Department of Health and Human Services

Administration for Children
and Families (ACF)

Food and Drug
Administration (FDA)

Administration
on Aging (AoA)

Health Resources and Services
Administration (HRSA)

Office of Public Health
Preparedness

Centers for Medicare and
Medicaid Services (CMS)

Indian Health
Services (IHS)

Center for Faith-Based and
Community Initiatives

Agency for Healthcare Research
and Quality (AHRQ)

National Institutes
of Health (NIH)

Office for
Civil Rights

Centers for Disease Control
and Prevention (CDC)

Substance Abuse and Mental
Health Services Administration
(HRSA)

Inspector General

Agency for Toxic Substances
and Disease Registry (ATSDR)

Program Support
Center (PSC)
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Highlights of Healthy Maine 2010 Evolution

January 2000:

Healthy People 2010 is unveiled at a national conference. Several from Maine attend and return with ideas
for Healthy Maine 2010.

Summer 2000:

Bureau of Health holds a stakeholders’ meeting with about 50 in attendance to obtain input to the process for
creating Healthy Maine 2010.

September 2000:

Healthy Maine 2000: A Decade in Review is printed by the Bureau of Health in order to communicate final
progress on Healthy Maine 2000 goals and objectives.

October 2000:

Maine Public Health Association’s Annual Conference in collaboration with the Bureau of Health officially
kicks off the Healthy Maine 2010 Initiative. Participants attend priority area break-out sessions, give input to
the content of AMZ010, and sign up for work groups.

October-January 2001:

Members for Priority Area Work Groups are recruited through the Maine Public Health Association annual
meeting, Bureau of Health mailing lists (a mailing to organizations representing disparate populations),
newsletters, and Listservs.

January-June 2001:

Priority Area Work Groups meet, each for a half day, to discuss and choose goal and objectives for
each focus area, as well as to discuss health disparity and other major issues that should be included in
Healthy Maine 2010 for that priority area. Some provide this input by email. About 450 from across
Maine participate.

January 2001-September 2002:

A Listserv for work group members is created and maintained by Sharon Leahy-Lind for each Priority Area
Work Group for periodic updates, as well as for ongoing input.

June-September 2001:

Work Group input is reviewed and Dr. Mills prepares the first drafts of Priority Area Chapter narratives for
Healthy Maine 2010: Longer and Healthier Lives. Sharon Leahy-Lind and Bureau of Health staff begin data
collection efforts.

August-October 2001:
Chapters are sent by email over the priority area Listservs to all Work Group Leaders and Members, who in
turn provide edits and other suggestions for the first drafts of Priority Area Chapters.
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September 2001-March 2002:

HMZ2010work is, for the most part, put on hold while Bureau of Health and many other Maine health and
public health professionals work to prepare Maine for a possible weapons of mass destruction attack, and
respond to national anthrax attacks. Data gathering and analysis continues during this time.

April-July 2002:
* Dr. Mills incorporates edit suggestions into Healthy Maine 2010: Longer and Healthier Lives,

* An additional round of reviews and submission of additional edit suggestions of chapter text by Work
Group Leaders are conducted and then incorporated by Dr. Mills;

* Data for objectives are collected and analyzed by Sharon Leahy-Lind with assistance from Work Group
Leaders and a number of Bureau of Health staff:

* Preliminary graphs for each objective are created by Sharon Leahy-Lind;
* 2010 targets are chosen for each objective by Work Group Leaders and pertinent experts;

* Some preliminary information for Healthy Maine 2010: Opportunities for All is collected and some
interviews with subject experts are conducted by Sharon Leahy-Lind and other staff.

June-September 2002:
* First draft of Healthy Maine 2010: Opportunities for All is written by Dr. Mills using input from gathered
information, Bureau of Health data resources, some Work Group Leaders and Members, and a number of
statewide experts.

* CD&M Communications Team does layout and creates graphics for a first full draft of Healthy Maine
2010: Opportunities for All.

» Work Group Leaders, pertinent Bureau of Health staff, and all participants and contributors to this com-
plimentary publication review and provide edit suggestions to Healthy Maine 2010: Opportunities for All
Dr. Mills edits and incorporates these suggestions into an updated draff.

August-October 2002:

* CD&M Communications Team puts together first drafts of Healthy Maine 2010: Longer and Healthier
Lives with chapter text and objective graphs. Work Group Leaders and some other significant contribu-
tors provide edit suggestions. These edits are incorporated by Dr. Mills, along with three additional
rounds of edits.

* Second round of layouts is conducted by the CD&M Communications team, and a second round of edits
is conducted of Healthy Maine 2010: Opportunities for All by Dr. Mills.

November-December 2002:
* Final edits are done on both companion books. They are printed.

* 7,000 order forms are sent across the State, notifying people how to obtain copies of both Healthy Maine
2010: Longer and Healthier Lives and Healthy Maine 2010: Opportunities for All.
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If you think you are too
small to make a difference,
try sleeping in a closed room

with a mosquito.
—African Proverb








