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BUREAU OF CHRONIC DISEASE PREVENTION AND HEALTH PROMOTION

Motto: Floridians inspired to be healthy and free of preventable chronic diseases and disabling
conditions living in supportive communities.

Goal: To improve individual and community health by preventing and reducing the impact of
chronic diseases and disabling conditions.

Core Processes

Assessment
Assurance

Policy Development
Resources

Strategic Priorities

Customer Satisfaction

Employee Satisfaction

Organizational Performance Excellence

Marketing Chronic Disease Prevention Programs
Increase Activity with Partners, Suppliers, and Providers
Policy Improvement

Introduction

The Bureau of Chronic Disease Prevention and Health Promotion builds awareness of health
issues and promotes lifestyle choices that reduce the risk of chronic disease. Chronic diseases
such as coronary heart disease, arthritis, and diabetes are among the most prevalent, costly,
and preventable of all health problems. In Florida in 2004, almost three of every 10 deaths were
due to heart disease, and almost one of every four deaths was due to cancer. The
consideration of deaths alone, however, understates the burden of chronic disease. The
prolonged course of illness and disability from chronic diseases results in extended pain,
suffering, and diminished quality of life for thousands of Floridians and their families. Our state
cannot reduce its health care costs, much less its priority health problems, without addressing
the prevention of chronic disease in a more aggressive manner.

History and Overview

Established in March 1998, the Bureau of Chronic Disease Prevention has expanded its
capacity to provide a comprehensive approach to preventing, detecting, and reducing
complications of chronic diseases in Florida. The bureau currently houses the following
programs: Heart Disease and Stroke Prevention; Healthy Communities, Healthy People;
Obesity Prevention; Diabetes Prevention and Control; Comprehensive Cancer Control; Breast
and Cervical Cancer Early Detection; Arthritis Prevention and Education; Coordinated School
Health; and Epilepsy. The bureau receives funding from federal and state sources including the
Preventive Health and Health Services (PHHS) Block Grant, the Centers for Disease Control
and Prevention (CDC), state trust funds, and general revenue.

The Bureau of Chronic Disease Prevention strives to be a leader in developing a unified
statewide system to prevent, detect, and reduce complications of chronic diseases. Toward



that end, the bureau collaborates with public, private, and voluntary organizations; establishes
and participates in councils and partnerships; and obtains funding for planning and program
development. The bureau is responsible for assessing the status of chronic diseases in the
state and the adequacy of resources available for prevention, health promotion, and education.
The bureau develops policies and recommends and reviews legislation. The various programs
within the bureau provide education and technical assistance, conduct monitoring of funded
programs, and participate in the county health department quality improvement review process.

Bureau of Chronic Disease Prevention website address:
www.doh.state.fl.us/family/chronicdisease/




Heart Disease and Stroke Prevention Program

Program Goal

To reduce cardiovascular disease, namely heart disease and stroke, and
improve quality of life through awareness; education and social, policy, and
environmental change.

Program Overview

In July 2007, the Florida Heart Disease and Stroke Prevention Program (HDSPP) received a
five year funding award from the CDC to continue to expand efforts to prevent and reduce the
burden of cardiovascular disease in Florida. The essential strategies of the new program are
use of educational policy and systems change to increase heart disease and stroke prevention
with emphasis on the six program priority areas: addressing control of high blood pressure and
high blood cholesterol primarily in adults and older adults; increasing knowledge of the signs
and symptoms for heart disease and stroke and the importance of calling 9-1-1; improving
emergency response; improving the quality of heart disease and stroke care; and eliminating
disparities, focusing on the health care and worksite settings.

Priority Population

The HDSPP focuses resources on adults, and minority races and ethnic groups. These
segments of the population have a high risk of developing cardiovascular disease. In general,
cardiovascular diseases — like heart disease and stroke — disproportionately affect older adults
and members of minority races and ethnic groups. This results in higher death rates, a greater
prevalence of disease, and a greater prevalence of risk factors. In Florida, African Americans
generally have higher cardiovascular disease death rates in addition to higher stroke death
rates. Additionally, African Americans are more likely than non-Hispanic whites to have high
blood pressure and diabetes, to be overweight, and to be physically inactive.

Program Objectives/Activities

School District Staff Wellness Programs: One of the primary objectives of the HDSPP is to
change/create policies related to the promotion and implementation of statewide and state-level
comprehensive worksite wellness programs focused on the secondary prevention of
cardiovascular disease.

e The HDSPP collaborates with the Coordinated School Health Program (CSHP) and the
Department of Education (DOE) to implement School District Staff Wellness Programs. In
2008, four school districts were selected to receive financial assistance to assist in creating
a policy change to institutionalize staff wellness programs at the school district level.

0 The comprehensive district staff wellness programs focus on secondary
prevention of heart disease and stroke, including signs and symptoms.

0 The DOE Coordinated School Health Office provides professional development
for the staff leadership of the selected districts on how to implement high-level
worksite wellness programs.

o0 Financial assistance will be provided for the five year grant period in order for
school districts to reach a level of sustainability.

0 The selected school districts are required to track their top five healthcare costs.
Preliminary data results show that all chronic diseases are represented; this
provides an opportunity for all DOH Chronic Disease Prevention Programs to
provide educational resources.

o0 Chronic Disease Self-Management will be a core component of the School
District Staff Wellness Programs, thereby creating program integration with



internal and external partners that have objectives related to the reduction of
disease and disability related to chronic diseases (hypertension, diabetes,
cancer, arthritis, obesity, depression, etc.).

Emergency Medical Services: Another primary objective of the HDSPP is to improve
emergency response. The HDSPP has found two areas to collaborate with Emergency Medical
Services (EMS) to work toward the achievement of that objective:

Emergency Medical Services Tracking and Reporting System (EMSTARS)
o The HDSPP provides assistance to the Office of EMS to facilitate the training of EMS
providers in EMSTARS. The EMSTARS system will provide automated methods for
EMS providers to enter their local incident data into the statewide database and for the
export of statewide data to the national database, NEMIS.

Florida Association of Rural EMS Provider Training
e The HDSPP provides assistance to the Florida Association of Rural EMS to enable rural
EMS providers to access advanced training. Due to lack of staff to cover EMS response
and lack of funds for travel and training costs, these providers would otherwise not be
able to receive this essential training. This initiative is designed to address improved
emergency response and improved quality of care.

Federally Funded Community Health Centers — Cardiovascular Disease (CVD)
Collaborative: HDSPP provides assistance to the Florida Association of Community Health
Centers that agree to adopt the CVD Collaborative — a system of care for cardiovascular
disease patients. Both the association and the HDSPP have an objective to improve the quality
of care; and the federally funded community health centers serve the population of interest:
adults at-risk of developing cardiovascular disease. The CVD Collaborative is also designed to
eliminate treatment disparities.

FMQAI (also doing business as: Florida Medical Quality Assurance Inc.) Pharmacists
Project. HDSP contracts with FMQAI to administer the Working with Pharmacists to Improve
Heart Failure Patient Health project. This project is designed to enhance a process allowing
pharmacists already involved with Medication Therapy Management (MTM) services to
incorporate the Centers for Disease Control and Prevention (CDC) priorities of controlling high
blood pressure, reducing high cholesterol, and educating heart failure patients on heart disease
and stroke. The provider collaborates with two entities already implementing MTM
pharmacology services, Nova Southeastern University (NSU) Clinic Pharmacy and Clinical
Pharmacy Services, to implement a heart failure curriculum on persons diagnosed with heart
failure.

Web-based Modules: The HDSPP recruits presenters and collaborates with St. Pete College
to post web-based educational modules that are certified to provide CME/CEU credit for health
care professionals. By integrating several programs in the course content — for example,
Obesity, Metabolic Syndrome and Diabetes Prevention in Adults — this initiative improves quality
of care.

Heart Disease and Stroke Prevention Program website address:
www.doh.state.fl.us/family/heart/index.html




HEALTHY COMMUNITIES, HEALTHY PEOPLE PROGRAM

Program Goal

To provide funding, technical assistance, and training to county health departments so that they
can develop, implement, and evaluate community health promotion and education projects for
reducing and preventing chronic disease.

Program Overview

The Healthy Communities, Healthy People program is funded by state and federal dollars
provided by the CDC, the PHHS Block Grant, and state general revenue. The state distributes
funding to each of the 67 county health departments so that they can develop, implement, and
evaluate a chronic disease prevention project specific to their respective county.

Healthy Communities, Healthy People affords each county the opportunity to address at least
one Healthy People 2010 objective related to physical activity, nutrition, or tobacco use.
Examples of such interventions include developing walking trails, bike paths, and other
recreational facilities; implementing media campaigns focused on increasing physical activity;
encouraging schools to implement policies that increase physical activity, improve nutrition, and
deter tobacco use; and creating employee wellness programs.

The community projects mobilize resources and develop partnerships with schools, worksites,
churches, and other groups to implement policy and environmental changes that will support
each community member’s ability to achieve and maintain a healthy lifestyle. The Healthy
Communities, Healthy People program also periodically provides mini-grants to county health
departments to initiate projects that augment their Healthy People (HP) 2010 objectives.

Priority Population
All Florida residents benefit from this program.

Program Objectives

1. Acquire and distribute funding from state and federal sources to county health
departments, contingent upon availability of funding and successful program
performance.

2. Assure that each Healthy Communities, Healthy People project has a full-time
coordinator.

3. Provide technical assistance to each county health department coordinator.

4. Monitor each community project’s work plan, budget, and intervention activities to assure
appropriate use of funds and focus on the HP 2010 objectives.

5. Assure that each Healthy Communities, Healthy People project conducts a process
evaluation and produces a report that documents best practices and areas in need of
improvement.

6. Enhance the infrastructure of the community through high quality staff and management
that liaison to federal, state, and community partners.

Healthy Communities, Healthy People website address:
www.doh.state.fl.us/family/CDHPE/index.html
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CONTROL To prevent diabetes and the health-related complications from

diabetes among Floridians.

diabetes
Program Overview
In September 1996, the CDC funded the Diabetes Prevention and Control Program (DPCP) to
build program capacity and expertise to plan, design, and coordinate diabetes activities.
Beginning in March 2003, the DPCP was among 16 state diabetes programs that received
expanded funding from the CDC to establish a comprehensive program to implement statewide,
multi-level, public health approaches to prevent and control diabetes in Florida.

The DPCP strives to improve the Florida diabetes health system. This system is the sum total
of interconnected parts that assist a person with or at risk for diabetes in obtaining health care,
navigating the formal health system, procuring self-management education, increasing health
literacy, learning to make healthier lifestyle choices, and sustaining good control of their
disease, all toward preventing or delaying complications and maximizing the number of healthy
days.

The DPCP works in conjunction with and provides staff support for two external partnerships:
the Diabetes Advisory Council (DAC) and the Florida Alliance for Diabetes Prevention and Care
(Alliance). The DAC is a governor-appointed advisory body of 25 persons who represent
categories related to diabetes that are specifically designated in Section 385.203, Florida
Statutes (FS). The purpose of the DAC is to guide a statewide comprehensive approach to
diabetes prevention, diagnosis, education, care, treatment, impact, and cost. Members of the
DAC advocate, educate, and advise government, academic centers, healthcare providers, and
voluntary agencies about diabetes issues for the purpose of reducing the burden of diabetes
and improving the lives of Floridians with diabetes.

The Alliance is a statewide grassroots partnership of healthcare professionals, healthcare
facilities, community-based organizations, faith-based organizations, and interested individuals
who wish to work together to build local community networks and to communicate ideas and
best practices that promote quality and access to diabetes prevention, education, and care
resources. The mission of the Alliance is to encourage and empower communities to identify,
evaluate, and coordinate local resources and to implement best practices to improve quality of
life for those affected by diabetes. The Alliance, DAC, and DPCP work together to support the
public health goals of the CDC Division of Diabetes Translation.

Priority Population
All Floridians, with a priority on reaching high-risk and disproportionately affected populations.
The Insulin Distribution Program has income eligibility criteria that limit program participation.

Program Objectives
1. Toincrease the proportion of annual dilated eye exams to 81.2% and 84.3% for the
general and non-White populations with diabetes, respectively.
2. Toincrease the prevalence of annual flu immunizations among people ages 65 years
and older to 78% and 71.3% for the general and non-White populations with diabetes,
respectively.



To increase pneumococcal immunization prevalence among people ages 65 years and
older to 90% for the general population with diabetes and 72.7% among the non-White
population with diabetes.

To increase the proportion of individuals who receive A1C testing at least two times
during the year to 74.0% for the general population with diabetes and 71.4% of the non-
White population with diabetes.

To increase the proportion of annual foot examinations by a healthcare professional to
71.7% of the general population with diabetes and 61.0% for the non-White population
with diabetes.

To increase leisure-time physical activity to 74.2% among the general population with
diabetes.

Enhance the infrastructure of the DPCP program through high-quality staff and
management that liaison to federal, state and community partners

Program Activities
Program activities focus on reducing the risk factors for, and deaths due to, diabetes. These
activities include the following:

Strategic Planning with Partners: In June 2007, the DPCP conducted the second
statewide assessment of the diabetes health system. As a CDC pilot state for systems
thinking and use of the national Diabetes System Dynamics Model, the DPCP
presented partners with information on systems thinking and insights from the national
model to generate a new perspective about diabetes prevention and control. Systems
thinking is a way of helping a person to view systems from a broad perspective that
includes seeing overall structures, patterns, and cycles in systems, rather than seeing
only specific events in the system. The DPCP conducted the first assessment in March
2004 and used the prioritized recommendations made by the participants to assist in
strategic planning.

Provide support and convene quarterly meetings of the DAC and the Alliance: In 2007,
the DPCP provided planning and staff support for four quarterly DAC meetings, four
guarterly Leadership Council meetings, and an Educational Forum/general membership
meeting for the Alliance in which more than 50 partners participated. The DPCP also
arranged multiple committee conference calls throughout the year for both the DAC and
the Leadership Council.

Compile, analyze, and distribute diabetes data: The DPCP composed the 2006 Florida
Diabetes Surveillance Report, using the Behavioral Risk Factor Surveillance System
(BRFSS) and hospital discharge data. The DPCP makes diabetes data accessible and
understandable so that system partners can assess their impact on communities and
the state.

Increase access to continuing education opportunities for health professionals. The
DPCP developed the Florida Department of Health Chronic Disease Online Resource,
housed at the St. Petersburg College web site, www.onlinece.net. This resource
provides online modules on diabetes, heart disease, obesity, cancer, breast feeding
promotion, cultural competency, and other topics, and provides free continuing
education credits for Florida physicians, nurses, dietetics professionals, and certified
health educators.

Increase access to diabetes self-management education based on the American
Diabetes Association National Standards for Diabetes Self-Management Education.
The DPCP partnered with the University of Florida, Institute of Food and Agricultural



Services (IFAS) Extension Office to provide diabetes self-management education using
the Take Charge of Your Diabetes curriculum developed by IFAS and evaluated by the
DPCP. The DPCP recently sponsored a train-the-trainer opportunity to expand use of
this curriculum.

e Increase access to diabetes medical care by advocating for the use of community
health workers: The use of community health workers in health intervention
programs has been associated with improved health care access, health status, and
health and screening-related behaviors, as well as with reduced health care costs.
The DPCP sponsored community health worker train-the-trainer opportunities and
provided mini-grants for community health worker initiatives.

o Promotes the use of the National Diabetes Education Program’s educational materials:
http://www.cdc.gov/diabetes/ndep/index.htm.

e Provide technical assistance for the statewide Healthy Communities, Healthy People
Program: This program, housed in all county health departments, engages local
partners to develop policy and environmental changes to prevent chronic diseases.

¢ Manage six local “Closing the Gap” projects: These initiatives provide diabetes self-
management education, diabetes wellness programs, diabetes risk assessments, and
prevention activities among minority populations disproportionately affected by diabetes.

o Promote delivery of high quality diabetes medical management by encouraging
providers to use the American Diabetes Association’s annual practice
recommendations.

¢ Manage the Insulin Distribution Program: This program, implemented by county health
departments, provides insulin to individuals who meet residency and income
requirements.

Diabetes Prevention and Control Program website address:
http://www.floridadiabetes.org




Cancer COMPREHENSIVE CANCER CONTROL PROGRAM
PROGRAM
Program Goal
To reduce cancer incidence, morbidity, and mortality by utilizing communication, coordination,
and collaboration of public and private organizations at the local, regional, and state levels
throughout Florida.

Program Overview

The purpose of the Comprehensive Cancer Control (CCC) Program is to develop and
implement a strategic, collaborative approach to implementing data- and evidence-based
cancer education, prevention, and control activities statewide. The CCC Program focuses its
efforts on colorectal, lung, ovarian, prostate and skin cancers. Cancer activities and initiatives
throughout Florida are reflected in the Florida Cancer Plan. These cancer prevention activities
include addressing health jeopardizing risk behaviors such as tobacco use, poor nutrition, lack
of physical activity, and UV exposure. The CCC Program and many cancer stakeholders utilize
the Florida Cancer Plan as a guiding document, which provides goals, strategies, and action
steps for focusing and maximizing efforts in cancer control and prevention. The Florida Cancer
Plan Council (FCPC) is responsible for promoting, implementing, and updating the Florida
Cancer Plan. The FCPC is comprised of volunteer representatives from the Department of
Health, the American Cancer Society, American College of Surgeons, Cancer Control and
Research Advisory Council, Florida Cancer Data System, Florida Department of Education,
Susan G. Komen for the Cure, Florida’s universities and colleges, cancer hospitals, cancer
survivors, and other cancer stakeholders.

Using the Florida Cancer Plan as a guide, the CCC Program provides health information and
data; promotes appropriate health screenings; and the utilization of health services for palliative
care, survivorship, and end of life care. The CCC Program also actively seeks integration
opportunities with other bureau programs to foster the practice of healthy behaviors associated
with primary prevention.

The CCC Program is funded through a cooperative agreement with the CDC in order to provide
cancer prevention and education programming to Floridians. The CCC Program maintains
strong partnerships with the American Cancer Society, the Cancer Control and Research
Advisory Council, county health departments, universities, cancer centers, hospitals and others.
The CCC Program is responsible for the following: providing technical assistance to regional
cancer control collaboratives; providing program and technical support to the county health
departments and various cancer groups; maintaining a CCC Program web site; distributing
cancer health educational materials, information, and data; and providing administrative support
to the FCPC, oversee contractual agreements. The CCC Program also serves as a convener
and facilitator of cancer stakeholders by providing networking opportunities, mobilizing cancer
partners, promoting public and professional cancer educational campaigns, providing leadership
and support on cancer issues statewide, and coordinating with the federal agencies.

In addition, the CCC Program, for a third consecutive year, has successfully received additional
funding through a competitive CDC grant process to provide oversight and guidance on an
ovarian cancer project (Survivors Teaching Students (STS): Saving Women'’s Lives®™ Program)
and a skin cancer project (Sun Protection in Florida — SPF).
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The CCC Program manages two cancer contracts that seek to reduce the disparity of colorectal
and prostate cancer in minority populations working with groups in Jacksonville and the Orlando
area and is funded through the Closing the Gap grant dollars.

Priority Population
All residents of Florida can benefit from the Comprehensive Cancer Control Program.

Program Objectives

1. Mobilize support for comprehensive cancer planning activities by assessing and building
support among public and private entities.

2. Assess and address the cancer burden by coordinating the revision of the
comprehensive cancer control plan, collaborating on the integration of regional cancer
plans into the state plan, implementing department activities identified in the plan,
coordinating activities with the statewide council, and ensuring that all key objectives in
the plan are implemented by a key stakeholder to ensure accountability and full
integration of the plan.

3. Conduct systematic evaluation of the comprehensive cancer control planning process
and the program through identifying resources and staff for evaluation, defining planning
evaluation questions, assessing the planning process, and identifying emerging
challenges, solutions and outcomes of the planning process.

4. Utilize data for comprehensive cancer control planning that promotes collaboration and
coordination among state cancer data and surveillance systems to enhance program
components and to support evaluation efforts.

5. Build and sustain partnerships among new and existing state-level coalitions to ensure
broad-based representation and a comprehensive cancer focus are maintained or
augmented.

6. Implement public and professional educational campaigns to create awareness and
leadership development around comprehensive cancer prevention and control issues, as
well as coordinate with the CDC on education and training issues.

7. Enhance the infrastructure of the CCC program through high-quality staff and
management that liaison to federal, state and community partners.

Comprehensive Cancer Control Program website address:
www.doh.state.fl.us/family/cancer
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Florida Breast
& Cervical Cancer BREAST AND CERVICAL CANCER
Early Detection I EARLY DETECTION PROGRAM
Program Goal
To reduce morbidity and mortality of breast and cervical cancers.

Program Overview

The National Breast and Cervical Cancer Early Detection Program was the first nationwide
chronic disease initiative implemented by the federal government in 1990. The national goal is
to implement comprehensive screening programs that are culturally sensitive and encourage all
women to participate in breast and cervical cancer screening.

The Florida Breast and Cervical Cancer Early Detection Program received its initial grant award
in 1994. In 2001, the Florida Legislature established the Mary Brogan Breast and Cervical
Cancer Early Detection Program as described under section 381.93(2), FS. Sixty percent of the
award must be spent for direct patient services (screening services such as Pap smears, clinical
breast exams, and mammograms, and diagnostic services such as colposcopies, breast
ultrasounds, and biopsies). Program screening goals for the current year are to reimburse
10,000 mammograms and 5,000 Pap smears.

The national program, administered through the CDC, requires all state, tribal, and territorial
programs to supply data reports on every client who receives screening or diagnostic services.
The minimum data elements are a set of standardized data elements developed to ensure that
consistent and complete information on screening location, patient demographic characteristics,
screening results, diagnostic procedures, tracking and follow-up, and treatment information are
collected on women screened or diagnosed with national program funds. These are the data
items that are minimally necessary for the nationally sponsored programs and the CDC to
monitor clinical outcomes.

Program clients who are diagnosed with breast or cervical cancer may be eligible for Medicaid
benefits to cover treatment and other medical costs. Section 381.931, FS, requires the
Department of Health to prepare an annual report to the Florida Legislature about Medicaid
enrolliment and expenditures for each fiscal year.

Closing the Gap Contracts

The Florida Breast and Cervical Cancer Program works with the Office of Minority Health to
manage two Closing the Gap contracts. The objective of these contracts is to further address
disparities in care and treatment especially related to breast and cervical cancer.

e The YWCA of Miami-Dade County, Inc., and His Great Commission, Inc., in Palm
Beach County provide breast and cervical screenings to low-income, minority women
ages 40-49.

e The Haitian American Association Against Cancer, Inc., in Miami-Dade County was
funded through the Legislature (general appropriations) and also provides breast and
cervical cancer screening to low-income, minority women ages 40-49.

Priority Population
The priority population is women in Florida between the ages of 50 and 64 who meet eligibility
requirements.

Program Objectives
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To screen women for breast and cervical cancers as a preventive health measure.

To provide appropriate referrals for medical treatment of women screened and to

ensure, to the extent practicable, the provision of appropriate follow-up services and

support services such as case management.

3. To develop and disseminate public information and education programs for the detection
and control of breast and cervical cancers.

4. To improve the education, training, and skills of health professionals (including allied
health professionals) in the detection and control of breast and cervical cancers.

5. To monitor the quality of screening procedures for breast and cervical cancers including
the interpretation of such procedures.

6. To evaluate activities conducted in the above five objectives through appropriate

surveillance or program monitoring activities.

N =

Breast and Cervical Cancer Early Detection Program Website Address:
www.doh.state.fl.us/Family/bcc/index.html
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‘Scr'.‘_?fn Florida Colorectal Cancer Control Program COLORECTAL CANCER CONTROL PROGRAM
for [{/{' Funded by the Centers for Disease Control and Prevention Screen fO rL | fe

Program Goal
To increase colorectal cancer screening rates among persons 50 years and older and ultimately
reduce incidence, morbidity and mortality of colorectal cancer in Florida.

Program Overview

The national Colorectal Cancer Control Program (CRCCP) was launched by the CDC to
increase population-based screening efforts and provide limited colorectal cancer screening
services to low-income men and women aged 50-64 years who are underinsured or uninsured
for screening, when no other insurance is available. The CRCCP was awarded funding by the
CDC in July 2009, screening services will begin early 2010.

The Florida CRCCP Screen for Life will be focusing efforts for awareness raising and education
statewide. The limited screening program is available in three areas of the state through the
leadership of the health departments in Putham, Manatee and Miami-Dade counties in
coordination with Moffitt Cancer Center in Tampa, Shands Medical Center in Gainesville, and
Jackson Memoarial Hospital health center in Miami, respectively. Navigators in those areas will
be assisting in the awareness raising and education efforts throughout the state.

Priority Population
The priority population for regional screening services is individuals between the ages of 50 and
64 years old, who meet eligibility requirements.

Program Objectives

1. Provide Colorectal Cancer screening exams (colonoscopies and fecal occult blood tests)
to several areas of the state with efforts to study behaviors of participants, reduce
barriers to screening and explore and improve provider practices.

2. Build and sustain partnerships among new and existing state-level coalitions, including
participating as representative members (Navigators) to Comprehensive Cancer Control
Collaboratives and seat on Florida Cancer Plan Council

3. Case management to all clients through Patient/Program Navigators to assure the
provision of screening services, appropriate referrals for medical treatment of patients
screened and to the extent practicable, the provision of appropriate follow-up services
and supportive services.

4. To provide outreach and public education in regions and statewide

5. Data collection and utilization to conduct systematic evaluation of the program’s
effectiveness in meeting both qualitative and quantitative indicators

6. Provide training and ongoing technical assistance by the state office personnel to the 3
lead CHD regional navigators

7. To monitor the quality of screening procedures for colorectal cancer including the
interpretation of such procedures.

8. Develop and implement strategies and partnerships for enhancing knowledge of
healthcare providers and the general public about colorectal cancer issues and the
importance of screening.

9. Annual linkages with the Florida Cancer Data System, Florida’s statewide cancer
registry, which promotes collaboration and coordination among state cancer data and
surveillance systems to enhance program components and support evaluation efforts.

14



10. Enhance the infrastructure of the CCC program through high-quality staff and
management that liaison to federal, state and community partners.

Colorectal Cancer Control Program website address:
www.doh.state.fl.us/Family/cancer/crc/index.html
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arthritis ARTHRITIS PREVENTION AND
prevenlion education EDUCATION PROGRAM

Program Goal
Reduce the occurrence, impairment, activity limitation, and restriction in social participation due
to arthritis and other rheumatic conditions.

Program Overview

The Florida Department of Health received funds from the Center for Disease Control and
Prevention to reduce the burden of arthritis and other rheumatic conditions through the creation
of an Arthritis Prevention and Education Program. The program was initially funded through a
four-year cooperative agreement, which began in September 1999, and in June 2003 received
another five-year agreement. The program uses a population-based approach that
complements traditional medical treatment with an emphasis on prevention.

The Arthritis Prevention and Education Program assists community partners implement arthritis
evidence-based self-management and physical activity programs. The Stanford University
Patient Education Research Center programs' approved are Living Healthy (Chronic Disease
Self-Management Program, the Arthritis Foundation Self-Help Program, and the Spanish
Arthritis Self-Management Program. Also implemented is EnhanceFitness a physical activity
program developed by the University of Washington.

The Arthritis Prevention and Education Program staff serves as the aging representative for the
Bureau of Chronic Disease Prevention and Health Promotion in a partnership with the Florida
Department of Elder Affairs.

Priority Population

The Arthritis Prevention and Education Program focuses on individuals diagnosed with arthritis,
those that have symptoms of arthritis or possible arthritis. In Florida, the prevalence of doctor
diagnosed arthritis is 27% in adults 18 years of age and older. One in two adults over 65 has
arthritis, though arthritis can affect people of all ages. Arthritis is not a normal process of aging,
as almost half of the elderly population never gets arthritis. Some types of arthritis, like
osteoarthritis and Lyme disease, are preventable. Although there is currently no cure for most
types of arthritis, there are many ways to control arthritis with exercise, surgery, medications,
and self-management techniques.

Program Objectives

1. Empower persons with arthritis to improve their quality of life.

2. Increase knowledge, awareness, and healthy behaviors related to arthritis and its
prevention.

3. Increase access to needed resources for persons with arthritis, especially in underserved
groups and communities. Underserved populations are those without access to needed
services.

4. Sustain and expand effective local and statewide arthritis partnerships.

5. Increase the availability of data about arthritis and its impact on Florida for assessing needs
and evaluating progress.

Arthritis Prevention and Education Program website address:
http://www.doh.state.fl.us/family/arthritis/index.htm|
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EPILEPSY PROGRAM

Program Goal

To improve the quality of life and productivity of Floridians with epilepsy by providing services to
maximize seizure control, education to eliminate the stigma of epilepsy, and awareness to
prevent injuries that may lead to epilepsy.

Program Overview

The Epilepsy Program, authorized by Section 385.207, FS, consists of the Epilepsy Services
Program (ESP) and the Antiepileptic Drug Program (ADP). The ESP has a broad statutory
mandate to provide client services for the care and treatment of persons with epilepsy, maintain
an educational program regarding epilepsy, and promote the prevention of epilepsy. Client
services consist of case management and medical care, which are provided to all clients.
Dental care, psychological care, vocational assistance, and transportation are optional services
provided based on client need and the availability of funds. The client services component of
the program is supported by a specific appropriation of general revenue funds. Revenue for
epilepsy prevention and education is derived from the Epilepsy Services Trust Fund. The
Epilepsy Program is implemented statewide through a single lead agency with both fiscal and
administrative responsibility. The DOH contract is managed by the ESP manager in
Tallahassee.

The ADP provides medications essential for seizure control. The Epilepsy program is
responsible for administering the program statewide. The ADP is funded by general revenue
appropriated to the Central Pharmacy and implemented by the 67 county health departments.
The Central Pharmacy budget is divided among a number of medication programs based on
prior year expenditures and current year needs. The Epilepsy Program Office administers the
ADP jointly with the Central Pharmacy. Decisions regarding program eligibility and the
antiepileptic medications on the state formulary are made in conjunction with the Central
Pharmacy and the Pharmacy Advisory Committee.

Priority Population

The ESP is open to any resident of Florida with a confirmed diagnosis of epilepsy or an
indication of probable epilepsy who is in need of services, which the program can provide.
Services are primarily provided to low—income, uninsured individuals. Fees are charged on a
sliding scale for services provided to individuals whose income exceeds 100% of poverty.

Based on the service area needs, professional and public groups are selected annually to
receive head injury prevention and epilepsy education presentations. These groups include
nurses; professionals in county health departments, human services, and emergency services;
program clients; abused children and spouses; elderly people; students; teachers; and support
staff.

Participation in the ADP is limited to residents of Florida with a diagnosis of epilepsy, no
medication coverage through Medicaid or other insurance, a gross family income at or below
100% of poverty, and no more than $2,500 per family in private funds, bank accounts or
investments.
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Program Objectives

1.

2.

3.

Develop and maintain ESP policies, procedures, and performance measures, contract
Model Attachment |, and program manual.

Compile data reports that document the accomplishments and activities of the ESP
providers.

Develop and maintain Antiepileptic Drug Program policies, procedures, administrative
rule, and technical assistance guidelines. Participate in Pharmacy Advisory Council
meetings as necessary.

Monitor epilepsy contract activities and the policies and practices related to the ADP.
Provide technical assistance on the ESP and the ADP to county health departments and
contracted providers.

Create an awareness of epilepsy and the ESP among state and national entities, the
Florida Legislature, and the general public.

Build and maintain a partnership between the ESP providers, county health
departments, and Department of Health headquarters staff through the routine
communication of information and ideas.

Build partnerships with professional organizations, DOE and other state agencies, civic
groups, associations and other entities to meet the needs of people with epilepsy.

Epilepsy Program website address: www.doh.state.fl.us/family/epilepsy/index.html
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QUALITY IMPROVEMENT

The Bureau of Chronic Disease Prevention and Health Promotion participates in the
Department’s county health department (CHD) quality improvement (QIl) process as directed by
the Office of Performance Improvement. The focuses of the CHD QI review are the health
status of the county and the efficiency and effectiveness of the CHD. In this process the bureau
fulfills two of the core functions of public health: assessment and assurance. Specifically, the
bureau assesses chronic disease health status indicators and provides technical assistance to
assure the adequacy and effectiveness of chronic disease prevention efforts.

The chronic disease health status indicators currently reviewed by the bureau in the CHD QI
review process are:

Coronary Heart Disease Age-Adjusted Death Rate

Stroke Age-Adjusted Death Rate

Diabetes Age-Adjusted Death Rate

Lower Extremity Amputation Attributable to Diabetes Age-Adjusted Hospitalization Rate
Colorectal Cancer Age-Adjusted Incidence Rate

Percentage of Adults who are obese (Body Mass Index (BMI) >= 30)

Percentage of Adults with no regular moderate physical activity

Percentage of Adults who are overweight (Body Mass Index (BMI) >= 25 to < 30)

The bureau also implements a continuous QI process in the Healthy Communities, Healthy
People Program. This process consists of an annual work plan review and monthly contacts
between the bureau liaison and the CHD coordinator. The process provides an opportunity to
identify areas of excellence and areas in need of improvement, share best practices, and
provide technical assistance.
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PERFORMANCE MEASUREMENT

A performance measurement system has been established at the Florida Department of Health
to improve public health performance. Quarterly county-level performance reports and the
Secretary’s Quarterly Performance Measure Report are available to provide continuous
indicator review and focus on goal achievement. These performance measurement reports are
tools to review chronic disease activity statewide and at the county level.

For more information on chronic disease prevention, please contact:
Bureau of Chronic Disease Prevention and Health Promotion
Florida Department of Health
HSFCD Bin # A18
4052 Bald Cypress Way
Tallahassee, FL 32399-1744
Phone: (850) 245-4330
Fax: (850) 414-6625
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