Major Grants Narrative Report Form
Page 9 of 11

[image: image1.jpg]MeHAL kisAe

Maine Health Access Foundation





MAJOR GRANTS REPORTS
General Instructions

· Following are MeHAF’s reporting requirements for major grants:
	2 narrative reports (6 months and 12 months) accompanied by 

2 financial reports (6 months and 12 months)


· Narrative and financial reports deemed to be “interim reports” and cover the first six months of the funding year and are due six weeks after the end of this period.  Consult with the Grants Associate or your grant contract for specific due dates. 
· Narrative and financial reports deemed to be “final reports” cover the funding year as a whole and are due six weeks after the end of this period.  Consult with the Grants Associate or your grant contract for specific due dates.
· Narrative and financial reports shall be completed in compliance with the Foundation’s instructions on forms created by the Foundation.  These are available on the MeHAF website at www.mehaf.org.

· Grantee shall retain copies of all reports in its files for a period of not less than four (4) years after expiration of the Period.  
· Future funding from the Foundation is conditional upon the receipt of timely and acceptable interim and final narrative and financial reports.
· Submit three copies of completed reports as by regular mail to:
Catherine Luce

Grants Associate
Maine Health Access Foundation.

150 Capitol St., Suite 4
Augusta, ME 04330

Reports may be submitted electronically in IBM format to cluce@mehaf.org as well, but hard copies must be sent to the Foundation.

Major Grants Narrative Report Form
Please address each question in the appropriate area of the table below.  As appropriate, contextualize your discussion in the reporting period (if an interim report) or in the funding period as a whole (if a final report).
	Grantee Organization:
	Mount Desert Island Hospital; Healthy Acadia

	Project Number:
	2005-0005

	Project Title:
	Community Care 

	Total Grant:
	$176,870
	Year One Grant (if applicable):
	$99,360

	Project Director:
	Doug Michael (transitioning to Irene Greene Murphy for FY 2007)

	Phone:
	(207) 288-5331 Ext 130 

	Fax:
	

	E-Mail:
	doug@healthyacadia.org

	1. Briefly update us about your organization. Please note any significant organizational changes or challenges that have occurred since your interim report, such as changes in project staffing.  If none, state “none.” (Maximum: 250 words)

	The Community Care Initiative brings together diverse health and community development organizations to promote a stronger connection between communities and health care providers and to expand health care to underserved populations.  Among the active partners are staff of the Mount Desert Island Hospital, the Community Health Center, Behavioral Health Center, Healthy Acadia - a Healthy Maine Partnership, the Harbor House Community Service Center, the Maine Sea Coast Mission and the Hancock County Planning Commission.  The team met monthly during these second six months.  

Staffing changes occurred as we neared the end of the second six month period. 

· Tish Tanski was hired by the Maine Sea Coast Mission -as Island Health Coordinator for a 9-island initiative that is currently funded entirely by the Maine Seacoast Mission, and includes the 2 islands in the MDI Hospital/Healthy Acadia service area.   Tish will serve as an alternate when Sharon Daley, Telehealth RN, is not able to attend. Tish has an extensive background in project/program development and evaluation.
· Corey Fleming, the Health and Fitness Manager for the Harbor House Community Service Center stepped down at the end of June. The director of the Harbor House has agreed to take a more active role in this project in Corey’s place.

· Doug Michael, Director of Healthy Acadia, turned project management over to Irene Greene Murphy who has been involved with the project since its inception. Transfer of the leadership role is a step toward a more sustainable program.  Doug will maintain an active role on the project team supporting community integration of program objectives.
Other than these staffing changes, the structure of the Community Care initiative remains largely unchanged.  




	2. Briefly outline your key strategic activities, their related process results or project outcomes, process or outcome measure(s), data source(s), and timeline, and impact on cost, quality and access.  Add extra rows if necessary.

	Strategic Activities
	Results

	Outcomes
	Measure(s) (include cost, quality and access)
	Data Source(s)
	Timing (2006)

	Program Development

	Monthly meetings

SWOT Process

Keep-Stop-Start Process


	Regular team updates
Identification of future priorities and strategies.
Telehealth Program on the outer islands has been able to integrate services of MDI Hospital/Healthy Acadia into care on the islands.
	Project roles clarified.  Expanded number of people visited by Sharon Daley and the Sunbeam.

	Consensus decisions

Documentation of priorities and policies.
	Meeting minutes, 

SWOT Tables

Keep-Stop-Start tables 
Email, presentation documents, etc.
	January - June

Monthly meetings



	Local experts invited to participate, e.g. communications planner.


	Guidance from communications, mental/behavioral health specialists
	Communications plan developed.

Behavioral health programs enhanced.
	Communications products including How’s Your Health postcards and posters, coupons and more.
	Meeting minutes, 

Archive of marketing communications
	January – June


	Transition leadership 
	Health Acadia shifts leadership to Irene Green Murphy
	Moving leadership toward existing medical community.  Potential for greater sustainability.
	Transition
	Documentation from meetings.
	June

	Community Engagement (GOAL 1)

	Harbor House / Community Health Outreach (CHOW)
	Meeting with target population in community settings.
	Interviews conducted at Food Pantry, Town Office, Churches, 
	50+ Interviews of individuals and businesses completed since inception. 
	CHOW records. Completed interviews.
	January – June

	Promoted “How’s Your Health” web-based individual assessment.
	Distributed hundreds of HYH post cards

Placed HYH posters in public spaces

Created uniform website messages, logos and links.
	Online self-assessment is operational. 

Use of HYH is less than expected

Quality of use is higher than expected (results printed, used for referral.)
	As of August 7, 2006 77 persons had completed the HYH online survey. 

57 Female, 20 Male

38% have easy access to health care

57% state healthcare could be better
	HYH online administrative tools (HCPC) cross tabulations
	January – June 

	Coupons for Health Initiative (MDI)
	MDI:  Distributed coupons to persons visiting health fairs, food pantry and other programs.
	Coupons appear to be popular. Provide greater incentive to follow up with referral.
	Program recently launched, numbers not yet available.  
	Administrative records:
Sending – Community Health Outreach Worker (CHOW)

Receiving – Healthy for Life HFL
	May – June

	Southwest Harbor Health Fair
	Distributed HYH postcards and information about community care project
	Demographics distinct from food pantry.  Built awareness of programs. Will participate next year.
	180 – 200 persons attended
health fair.
	Records from Community Health Outreach worker.
	March

	Sunbeam continues visits to outer islands (2 each month for each island, weather permitting)
	
	Understanding needs of outer island communities. Engaging community members to address local issues.  Referring patients to health services.
	Conducted 476 surveys on health needs on outer islands (summer, 2005 – under separate MEHAF Funding). Provided informational materials. Met with local leaders to discuss weight loss program.
	Sunbeam/Sea Coast Mission records.
	January – June

	Outer Island Leadership Engagement
	Meeting with leadership to develop and Island health care network.
	Leaders from Swans Island and Frenchboro continued to participate in developing and implementing an inter-island health plan.

Swans Island is forming a health committee.  
	Agreements created for health network.
	Meeting minutes, attendance, action items.
	July - June

	Increase the number of persons receiving actionable personal health information by participating in low-barrier worksite and community health screening, assessment and education events.
	Coordinate outreach (health risk screening & assessment) events targeting uninsured/ underserved populations 

Implement a communications campaign to promote community use of free, web-based health assessment www.howsyourhealth.org
Coordinate  educational programs/events in collaboration with “local leaders”.
	Screening Clinic (cholesterol, blood pressure,  blood sugar and flu shots)
Preschool Screening
Nutrition Ed:

Telemedicine& health counseling encounters (nutrition, exercise, smoking cessation):

Screening Clinics
Preschool Screening clinic

Education

Telehealth (primary care, education and counseling)
	Swans Island: 13 people—would have been more but ran out of flu vaccine.  .  

Frenchboro:  23 participants. 

on Frenchboro, May 2006.  

Swans Island planning screening. 

Swans:  11 attended

Frenchboro: 6 attended.  

Frenchboro: 110 encounters (estimated) Swans Isl. (110)
Swan’s Island: 100% increase in participants over 2004.  4.0% of total population served. 

Frenchboro: 64% increase from prior year.  50% of population served.

Frenchboro: 6 children screened (100% of population) 1 identified for early intervention
Swans: 3.4% of total population (do not have data on adult or target population):

Encounters (nutrition, exercise, smoking cessation
	Clinical records
	July, ‘05 – June, ‘06

	Increasing access of at risk, uninsured and underinsured participants in health programs.
	Expand Healthy for Life outreach.  Identify funding mechanisms for underinsured.

	Streamlined hospital protocol for including uninsured in participating Healthy For Life programs.

Revised Free-Care/Cost Share Brochure to promote program for uninsured and underinsured patients. Created database for client tracking and referral.

A majority of persons coming to Healthy for Life present with concerns about weight. Of this group, preliminary follow-up data suggest that a significant percent are adopting weight control measures.

Follow up data indicate that emotional support and resource referrals are most frequently cited outcomes.


	Contacts Feb, 06 - July, 06
In-person (lifestyle)  
97
In-person (care mgt) 
6
Phone (lifestyle)   
71
Phone (Care Mgt) 
67

Patient Contacts Other
35
Provider Contacts
Physicians (inc nurses)
30
Caregivers 
2
Vendors 
43
Others 
12
Total # contacts  
363

Healthy for Life visits
Self pay

15

Private

22

Maine Care

14

Medicare

13

Other

0

Qualifies for Cost Share

13

Qualifies for Free Care

1

Does not qualify for 
free care/cost share

50

Referrals

Medication Assistance

5

Mental Health Services

6

Exercise/Healthy Lifestyle Support

10

Financial Assistance

14

Physicians

16


	Clinical Records

Report from clinical partner.
	Feb, ’06 – July, ‘06

	Adapting Clinical Practice (GOAL 2)

	Sunbeam Telehealth conducts health screenings and referrals
	Began integrating primary care and mental health services on outer islands via telemedicine.
	Conducted health screenings on outer islands.
	Provided lab services at reduced cost. 
36 clients received formal services.  
100 clients received services.

- 70 telemedicine visits

- 30 contacts through phone, fax, email, etc.
	Sunbeam/Sea Coast Mission records.
	July – June

	Behavioral change practices integrated into primary care  services. 
	Motivational inter-viewing used by Healthy For Life program to support health behaviors.
	Motivational Interviewing training completed.  
	Protocols documented.
	Report from Health of life coordinator.
	January – June

	Behavioral Health Services


	Coordinated outreach and referral with Sunbeam
	Developed protocol to work with the behavioral health program. Initiated process to increase patient utilization from outer island population.
	Four additional target clients received services on Frenchboro (10.5% of total population) with 15 encounters throughout the year.  Use is expanding to other islands.. . 
	Report from Maine Sea Coast Mission.
	January – June

	Establishing Lasting Community Supports (GOAL 3)

	
	
	
	
	
	

	Create new, local community health programs.
	Establishing grass routes organizations for community health.
	Diet and exercise program planning in outer islands.
	Pending program implementation.
	Sunbeam/Sea Coast Mission records.
	2006 – 2007

	Using separate project to explore creation of Federally Qualified Health Clinic (FQHC) for outer islands.
	Initial inquiries made.  Looking at models from other FQHCs.
	Still at exploratory stage.  
	Initial demographic data compiled by MSCM.  
	Demographics and service needs documentation.
	May, 2006 – July, 2006

	Identifying support for mental health services.


	Exploring program for reimbursement of patient visits with LSWs.
	Still at exploratory stage.  
	Pending program implementation.
	Program documentation.
	2006 – 2007

	Evaluation

	Baseline assessment – population and clinical data
	Ongoing compilation of community health data.  
	Health status for area population.  
	Summary data on health care utilization by uninsured and underinsured.


	Hospital survey research (PHRG), census data. 

Hospital admissions data.
	January – June

	Conducted SWOT analysis
	Discussion of relationship of Community Care program to external environment
	Employed findings to improve communications strategies and partner roles
	Changes in organizational structure and protocol.

Changes in communications strategies.


	Summary of findings available on request.


	January

	Conducted Keep – Stop – Start exercise
	Planning exercise for FY 2007
	Identified areas for program expansion, critical needs to meet objectives.
	Strategies for marketing, increasing program participation and sustainability.
	Summary of findings available on request.
	June – July


	3. In a brief narrative, add to our understanding of your overall progress in completing your contracted activities during the reporting period.  This might include a discussion of such topics as how MeHAF funds were applied, key collaborators, or obstacles you encountered and resolved. Do not duplicate the information presented in (2) above; rather, highlight any additional matters worthy of comment.  If none, state “none.” (Maximum: 500 words).

	The second six months have seen significant progress in stabilizing institutional roles and relationships, including: outreach by the Harbor House in Southwest Harbor and the Sunbeam Telehealth program  traveling to the outer islands, clinical programs including Healthy for Life and the Behavioral Health Center at MDI Hospital, coordination by Healthy Acadia and evaluation by the Hancock County Planning Commission.  
We confronted a few significant challenges:
· Communications continued to be a challenge for this project.  During the second six month period a communications plan was completed and elements were implemented, including press releases, enhanced websites, distribution of “How’s Your Health” postcards (attached) and posters, participation in health fairs and on-site projects.  

· Information management protocols have been established within each program.  Information sharing between programs occurs through referrals and summary reports.  Electronic data sharing remains very limited.  We are still seeking a balance between keeping adequate records to document improvements in health care utilization by underserved populations with the needs to protect the privacy of participants and the need to minimize paperwork.  Mount Desert Island Hospital continues to investigate overhaul of their management information system.
· Clarifying roles: At the beginning of the second six month block the team engaged in a “SWOT” (strengths, weaknesses, opportunities and threats) analysis and identified steps to clarify who is doing what and where improvements were needed.  Uncertainty about roles appears to have been resolved in the second six month block.  
Program continuity: Details will follow, but with the close of the first year of grant support, the team is stepping up efforts to assure that the community care program contributes sustainable institutional and community change beyond the second year of MEHAF support.  Two meetings were devoted largely to developing a “Keep-Stop-Start” table, identifying programs that are working and may be sustained over the long run.  The focus of the September work-team meeting will also be sustainability.
Major issues, such as identifying a sustainable process that encourages access for uninsured participants have been resolved for the time, and protocol for patient referral are being established.  
The online “How’s Your Health” survey continues to be utilized at a slow yet steady pace.  The results are very interesting.  A majority of those using How’s Your Health appear to be in the target population.  The quality of use may be more significant than the number of users.  The outreach team will step up efforts to encourage HYH users to print the assessments and couple them with a coupon for a free visit with Healthy for Life!  
Outreach efforts have progressed well with many, varied contacts made.  Program awareness is building, but will need mid-term adjustments to turn awareness into participation.  


	FOR INTERIM NARRATIVE REPORTS ONLY:


	4.  Will the project continue beyond MeHAF’s current funding? If so, what planning has taken place or is anticipated to assure sustainability?  What challenges and opportunities have been identified?  What strategies are being developed (financial, workforce, dissemination of results, etc.)? (Maximum: 250 words)

	Sustainability will be the big challenge for FY2007.  Several changes in outreach and clinical practices suggest paths to sustainability in the absence of MEHAF grant support. 

· Integrating insured, under-insured and uninsured clients – provides clinicians with a funding base, but implies undesirable cost shifting.  
· Clinical programs continually seek alternative funding sources that will permit uninsured patients to use programs without undo financial burden.  

· Keep up efforts for early intervention and preventive care (see engagement below)

Elements of this project, such as better organizational collaboration and information sharing appear to be durable.  The Community Care Partners are showing increasing commitment to the basic goals of this project.  

· The Maine Seacoast Mission has actively promoted the project on the outer islands (Swans Island and Frenchboro), and has effectively used the project to integrate behavioral health services, and educational programs with primary care services via telemedicine to outer islands.
· Swans Island has voted to support construction or renovation of an on-island health clinic.
· MDI Hospital continues to integrate “Healthy for Life!” with other clinical programs.

· The Harbor House is showing stronger commitment to promoting life-long health programs. 
· Healthy Acadia is following-up on assessing needs and opportunities to better serve food insecure populations.  Additional funding has been secured by Healthy Acadia for formative assessment of food pantry recipients. 
Innovation to engage underserved people will continue in year 2

· Bringing preventive care to the community and workplace – increased use of health fairs, job site screening and communications programs seek to reduce overall cost of providing health care services. This is a long term strategy that will continue to struggle for financial resources.

· Sustaining outreach and health services in this rural environment will continue to be a challenge.  In addition to having a dispersed and often difficult to reach population, economic indicators for Mount Desert Island do not present this as a high-need region.  
Our strategy continues to be to pursue reimbursement for case/care management services and to identify local “assets” that are able to support community care through partnerships and other creative arrangements.


	FOR FINAL NARRATIVE REPORTS ONLY:

	5. Have any strategies been employed to evaluate the project, internally or externally, other than the GREF metric mandated by MeHAF?  If so, please briefly describe these. If not, please state “not applicable.” As appropriate, please provide summary reports of other evaluation activities.  (Maximum: 250 words)

	

	6.  Briefly summarize the evolution of your project’s sustainability plan to date.  Do you still plan to continue the project beyond MeHAF’s current funding? If the project will continue, how will it go forward?  What strategies will be applied to sustain the project (financial, workforce, etc.)?  If relevant, describe how project results and outcomes will be disseminated (“lessons learned,” data, policy analysis, etc.)? (Maximum: 250 words)

	


Financial Report

Please fill out the Financial Report form (an EXCEL spreadsheet).  The same form is used for both Interim and Final reports. If required for clarity, you may attach a brief budget narrative to the Financial Report form (500 words maximum).  










