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Healthy People

West Virginia Healthy People 2010 is
the result of years of work by more than 300
people from both the public and private
sectors. It is built uponthework of the West
Virginia Healthy People 2000 document and
the national Heathy People 2010initiativeand
will serve as aguide for improving the headth
of our state. The purpose of West Virginia
Healthy People 2010 is to provide common
gods and objectives, hopefully leading to
increased collaboration and motivating
individuals and organizations to action. This
publication is dedicated to the hundreds of
individuals who devoted their time and energy
to thisimportant process.

West Virginia Healthy People 2010 is
based on three basic beliefs:

. Posgtive changes can be made to
improve the overall hedth of West
Virginia

. Measurable objectives will be helpful
tools with common targets and
progress tracking.

INTRODUCTION

. People and organizations working
together canaccomplishmorethanany
one could achieve separady.

Posdtive changes can be made to
improve the overdl hedth of West Virginia.
Thisfirst belief isat the root of West Virginia
Healthy People 2010. 1t is fundamental to
this endeavor that we believe as a date that
positive changes are possble and that the
hedth of West Virginia can, in fact, be
improved. When we must bereminded of our
ability to make posgtive changes, we need only
to turn to the large volumes of published
literature in the field of disease prevention.
This documentation clearly demonstrates the
positive impact that policy and environment
changes and individua behavior modification
can have on mortality and morbidity.

Measurable objectives with common
targets and progress tracking are helpful tools
in the West Virginia Healthy People 2010
document. Thevalue of measurable objectives
has been shown time and time agan in
business, industry, government, sports
performance, and so many other aress.
Common gods help motivate action. Regular
tracking of progressisimportant as well snce
periodically monitoring our level of
achievement and improving upon our
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shortcomings help result in more successful
outcomes.

The West Virginia Healthy People
2010 processcertanly believesthat people and
organizations working together can
accomplish much more than any one could
achieve separately. Thisbelief generally holds
true. It is, in fact, the very bass for the
formation of many of the hedth-related
coditionsthat currently exist inWest Virginia
The effectiveness of coalitions in bringing
about change has been demonstrated in many
arenas. Collaboration helps eliminate
duplication of services and prevents us from
“reinventing the wheel.”

Chapter Format

Asyou review this document, you will
note that each chapter has a amilar format.
The chapter begins with the “Background,” a
brief overview of the problem and a
description of the impact on individuas and
the state.  Next, there is a listing of “The
Objectives’ for this particular focus area. For
most objectives thereisameasurable target to
be reached by the year 2010 or before. In
some instances, however, developmental
objectivesweresubstituted. A developmental
objectiveis an objective that currently lacks a
measurement, but one for which the work
group bdieves measurement will be initiated.
Each objective currently has or will have a
baseline, or a starting point, against which to
measure progress.

The next major section for each
chapter is “Meeting the Objectives” At a
minimum, this section liststhe entities that will

be leading the initiatives to reach the 2010
objectives. Some chaptersgo on to provide a
genera description of the resources that will
be used in meeting the objectives. A key to
understanding the role of these organizations
isthe concept of “channels” through which to
deliver our health promotion messages and
interventions. The six channels identified in
each chapter are Worksite, Public Health,
Health Care Systems, Schools, Networks, and
Higher Education, each of which makes a
unigue contribution, each in a different way.
For example, it is largely through the School
Channel that we are able to reach youthin the
school age range. Many adults can be
impacted through policy interventions and
hedth education programs through the
Worksite Channel. The Networks Channel
includes access through the faith community
and servicesfor senior citizens. Underlying the
channelsapproachisthe understanding that no
one channel aone hasthe entire solution.

The final sections in each chapter
include resources for those who want to
become more involved with a particular focus
area or smply obtain additional information.
At the end of the chapter we have listed the
“Work Group Members’ who met to develop
the chepter, a listing of some basic
“Referencesand Resources,” and a“For More
Information” entry, which shows the reader
whereto go for further information.

Implementing Change

A discussion of strategiesfor reaching
the objectives was not included in each of the
29 chapters that make up West Virginia
Healthy People 2010. 1t wasrecognized early
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on that we live in a rapidly changing
environment and that the strategies that are
appropriate today may not be gpplicable inthe
future. Medicd advances, population shifts,
changesin the economy, or new findings from
genetic research, to name only a few, may
make some drategies adopted today obsolete
and require adoption of new strategies in the
yearsto come.

The individuds who helped to write
the objectives and others who want to make a
difference need to work together to deveop
broad strategiesto hel p usreach the objectives
by the year 2010. This will be an ongoing
process of strategy development,
implementation, evaluation, and then the
refinement of old drategies or the
development of new ones.

The interest in sustainability led to the
creation of a document that clearly outlines
where we want to go, but not necessarily how
we are going to get there. It isour hope that
the work groups or lead entitieswill continue
to meet, track and report progress, develop
drategies, implement programs, evaluatethese
programs, and to thereby keep the West
Virginia Healthy People 2010 initiative alive
through this 10-year period.

West Virginia Healthy People 2010 is
entrusted not to specific individuals but to
various coalitions and agencies. Each chapter
contains one or more lead entities that will
continue to monitor and to update progress
toward the objectives.

Successful implementation of West
Virginia Healthy People 2010 requires a
combination of approaches.  Working with
the public school system is important, as is

working through worksites. Participation of
the faith community, government, and the
private sector will be necessary, as will the
involvement of heath care provider
organizations, higher education, and voluntary
associations. The chdlenges aretoo large to
be addressed effectively through any one
channel alone. The combination of approaches
also indudes not only traditional hedth
education and an emphasis on individual
behavior change, but aso an emphads on
policy and environment changes such as clean
indoor air regulationsand the establishment of
more “walkable’” communities

Further, progresstoward the objectives
set forth in West Virginia Healthy People
2010 will be greatly facilitated by an emphass
on “best practices,” or approaches for which
there is science-based evidence that the
intervention is effective. Access to best
practices models can come from the work
done by the 24 Prevention Research Centers
across the country, including the one in
Morgantown, West Virginia, which
concentrates on risk factors in Appalachia.
Other sources are the various professional
journals and materials produced by the U.S.
Centers for Disease Control and Prevention.

Key to the success of West Virginia
Healthy People 2010 is the ability to know
whether what we are doing is effective. The
contributions of entitieslikethe West Virginia
University Prevention Research Center and
others can be invauable in determining
strategies that work and in discarding
approaches that have not been shown to be
effective.

Unlike some of the advancesthat were
made early in the last century againg
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infectious diseases like tuberculoss and
smalpox, there is likely to be no magic bullet
for mogt of the problems outlined in West
Virginia Healthy People 2010. These
challenges will require time and continued
dedication of many individuals and
organizations.

Additional Healthy People
Information

A series of supplements following the
release of West Virginia Healthy People 2010
is expected to be published over the course of
the next 10 years. A group has aready
indicated an interet in a supplement on
minority health issues. Others may include
women'sissues, the elderly, or youth.

A mid-course review will aso be
published around the middleof the decade that
will provide an opportunity to re-examine
objectives. Mid-course corrections may occur
if, for instance, an objectiveis met long before
the year 2010. In that case, the objective
could be replaced by a more ambitious goal.
Likewise, it may become obvious that an
objective will be unobtainable despite our best
efforts. Inthis case, someconsideration might
be given to lowering expectations to a level
that is more realistic.

One of the key factorsin keeping West
Virginia Healthy People 2010 dive over the
entire decade is widespread access to the
Internet. Currently the West Virginia Healthy
People 2010 objectives can be found online.
This gte will also be used to provide periodic
updates and will eventually include the entire
West Virginia Healthy People 2010 document

for downloading. Thissitewill attempt to add
links from the document to other heath-
related webstes. Idedly, thiswould beatwo-
way process with major associations linking
back to the West Virginia Healthy People
2010 document from their own web sites.

Getting Involved

The Commissoner of Health for West
Virginia often speaks of the Bureau for Public
Health’'s “power to convene” or to a least
bring people to the same table.  This
publication, West Virginia Healthy People
2010, is materia evidence of what can be
accomplished when people work together.
While Public Hedth cannot, by itsdlf, achieve
the objectives outlined in West Virginia
Healthy People 2010, it can and has “ created
the space” for people to come together with
COMMON purpose.

Asyou view the document before you,
ask yourself if there is anything you or your
organization can do to help advance this
agenda and to help the state meet the 2010
objectives. If so, weinvite you to contact the
address given for the chapter(s) in which you
areinterested and let us help link you into the
process and to the coditions that are charged
with meeting the objectives.

Commentson the publication should be
addressed to: Healthy People Program
Manager, WV Bureau for Public Hedth, 350
Capitol Street, Room 319, Charleston, WV
25301-3715, (304) 558-0644.
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Background

The geography of West
Virginiain and of itsdf presents problems with
access to qudity hedth care. The surface
elevation of Wes Virginia is extremely
uneven. It ranges from alow of 240 feet in
the Valey of the Potomac to a high of 4,862
feet at Spruce Knob in Pendleton County.
West Virginia s mountains are often steep and
rugged, risng and faling in successive waves
of ranges. Thereis very little flat land in the
state.

Because West Virginia is a
mountainous state, time and distance factors
applicable to theflatlands of the Midwest and
the East Coast are grossly inappropriate when
applied to the state’s rugged terrain.  For
example, time/digance maps depict the
digancefromCharleston, WV, toWashington,
DC, as 250 miles. This “as the crow flies’
distance is underestimated using these maps.
Actual mileage, using the best records
available, is approximately 360 miles, and the
averageautomobiletrip betweenthetwo cities
is about six hours.

1

ACCESS TO QUALITY
HEALTH CARE

Nor-interstate travel through West
Virginia can be treacherous, with numerous
mountains to climb, narrow and winding
secondary roads, ubiquitous coal trucks, and
never-ending road repairs. Duringthe months
of late December through early April, poor
weather conditions add more time or prevent
driving dtogether.

West Virginiaisthe second most rural
state in the nation, with 64% of its population
living in communities of fewer than 2,500.
Forty-five of West Virginia’ s 55 counties are
designatedasrural, that is, “ non-metropolitan”
as defined by the Bureau of the Census.
Almost 16% of West Virginia's population is
aged 65 or older. If, as anticipated, the trend
of an aging population continues, Wes
Virginia can look forward to an older
population presenting a growing demand on
the ga€ shedth care sysem. Thisisan even
greater burden in astate where transportation
(access) problems continue to exist.

Rural Appalachian culture influences
heathinsevera important ways. Appalachians
inhabit aparticular mountain environment that
separates them physicdly from other cultural
groups and the resources of those groups.
Thus, rural Appalachian culturehasdeveloped
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in a historical context of isolation and
exploitation, which has assured major
differences between Appalachian culture and
the dominant wurban culture. Many
Appalachians are reluctant to enter the
mainstream medica system except for
emergencies. Health interventions that are
developed with congderation for Appalachian
culture, values, language, and behaviors have
been most successul in altering the heath
status of mountain dwellers.

Statigics show that Appaachian
residents were found to be a dgnificantly
higher risk of injury and illness from seatbelt
nonuse, obesty, overweight, and current
smoking and at significantly lower risk of
injury and illness from heavier drinking, binge
drinking, and drinking and driving than non-
Appaachian residents.

Work disability is also a significant
problem in West Virginia. The percentage of
those in the labor force that have work
disahilities, aswell asthe percentage of those
who are prevented from working due to a
work disability, is nearly twice the national
average.

As with most rural areas, physician
shortages are prevdent. The federd Division
of Shortage Designation (DSD), Bureau of
Primary Health Care, Health Resources and
ServicesAdminigration, Department of Health
and Human Services designates an area as a
Health Professional Shortage Area (HPSA).
The designation is usually a geographic area
congisting of a county or a sub-county region
and is based on the ratio of primary care
physician providers to the population. The
state's Divison of Recruitment (DOR)
compilestheinformation and forwardsit tothe

DSD. Currently in West Virginiathere are 50
HPSA service areas that include all or part of
40 courties.

The state adso provides data to the
DSD for the purpose of designating dental and
mental health HPSAs. In addition, 50 counties
arewholly or partially designated asMedicdly
Underserved Areas (MUAS).

The Objectives

FLAGSHIP OBJECTIVE
OBJECTIVE 1.1. Increase the proportion
of persons aged 64 and under with health
insurance coverage.
1.1a. Increase the proportion of
persons aged 18-64 with health insurance
coverage to 90%. (Baseline: 79.4% in 1998)
1.1b. (Developmental) Increase the
proportion of children aged 17 and under
with health insurance coverage to 100%.
(Baseline data available in 2000)

Data Sources: Wes Virginia Bureau for
Public Hedth (WVBPH), Office of
Epidemiology and Health Promotion (OEHP),
Behavioral Risk Factor Surveillance System
(BRFSS); Children’'s Hedth Insurance
Program (CHIP)

OBJECTIVE 1.2. (Developmental)
Increase the proportion of persons with a

personal primary care provider. (Basline
data available in 2000)

Data Source: WVBPH, OEHP, BRFSS
Asnoted above, 50 of West Virginia's

55 counties are conddered medically
underserved. During the program year 2000,
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theWed VirginiaPrimary Care Association, in
collaboration with the date Division of
Primary Care, will be conducting a statewide
assessment of the delivery of primary care
services to determine the penetration level in
the stae’s population. This “market place
analysis’ study will provide baseline data on
persons served by a personal primary care
provider.

OBJECTIVE 1.3. (Developmental) Provide
a staffed ambulance on scene of emergency
calls within eight minutes of receipt of the
call by the Emergency Medical Services
(EMS) agency in 90% of the cases in cities
with populations of 12,000 or more.
(Baseline data avail able in 2000)

Data Source: WVBPH, Officeof Community
and Rurd Heath Services (OCRHS),
Emergency Medical Services (EMS)

The time of response to provide
prehospital care to the ill or injured patient
directly correlates with the type of outcome
for that patient. After researching nationwide
dataand examining the uniquesituation of this
state, the West Virginia Office of EMS
(WVOEMS) has determined that for a
population of 12,000 or more aresponse time
of eight minutes or less would ad in
decreasing the incidence of mortdity within
the state and lead toward an optimal outcome
for al patients. It isaso important that these
responses be accomplished with a team of
qgualified EMS professonds who have the
knowledge and resources required to care for
the ill and injured patient. In order to
incorporate this response time benchmark
across the sate EMS system, the legidative
rule establishing regulaory policy was
amended to include it as a licensing sandard

for EMS agencies. Analyss of current data
indicates that 100% of the agencies that
provide service to areas with a population of
12,000 or more meet this standard.

Representatives from the Regiona
Medical Command Centers in West Virginia
have met and are in the process of formulating
a method of data collection that will be
uniform in nature. This will dlow the data
collected to be used to form abaseline.

The WVOEMS is in the process of
revitalizing the collection and entering of data
fromthe EMSrun form. This will allow data
from all state EM S agencies to be utilized in
the formation of a data baseline.

OBJECTIVE 1.4. (Developmental) Provide
a staffed ambulance on scene of emergency
calls within 20 minutes of receipt of the call
by the EMS agency in 90% of the cases in
rural areas (populations less than 12,000).
(Baseline data available in 2001)

Due to the rurad nature of West
Virginia, a condgstent response time of eight
minutes or less in an areawith apopulation of
lessthat 12,000 isnot realistic. Again, looking
at other rural states and statistics on response
to the ill and injured patient, WVOEMS has
determined that a 20 minute or |ess response
time with qudified personnel would promote
the optimal outcome for the patient in this
setting. Thisbenchmark wasalso incorporated
into the legidativerule. Analys sindicatesthat
82% of dl EMS agencies are currently
meeting or exceeding this standard.

Representatives from the Regional
Medical Command Centers in West Virginia
have met and arein the process of formulating
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a method of data collection that will be
uniform in nature. This will allow the data
collected to be used to form abaseline.

The WVOEMS is in the process of
revitalizing the collection and entering of data
fromthe EMSrun form. This will allow data
from dl state EMS agenciesto be utilized in
the formation of a data baseline.

Data Source: WVBPH, OCRHS, EMS

OBJECTIVE 1.5. (Developmental)
Increase access to emergency care that meets
the special needs of children in prehospital
and hospital settings.

1.5a. (Developmental) Develop
statewide protocols for both on-line and off-
line medical direction of EMTs and
paramedics at the scene of an emergency
involving pediatric cases by 2001. (Basdine
data available in 2000-2001)

The WVOEMS, in concert with the
state's EMS medical director and the sate
Critical Care Committee, has engaged in the
arduous process of developing and
implementing statewide prehospital care
protocolsfor field EMS personnel. The needs
of childrenwere addressed with protocolsthat
stand aone, separate from those for the adult
patient. Fird Responder and Basic Life
Support (BLS) protocolswere addressed first
and were completed and integrated into the
state EM'S system in spring 2000. Advanced
Life Support (ALS) protocols are currently
being developed with an anticipated
completion date of summer 2001.

DataSource: WVBPH, OCHRS, EMS, EMS
for Children Program

The WVOEMS, adong with the EMS
for Children Program, will develop protocols
for children with special needs and then
distribute these protocols to both on-line and
off-line providers of medica direction of
EMTs and paramedics who respond to
pediatric emergencies by 2001. The number
receiving the protocols will be the number of
recipients of the protocols and thus the
baseline.

1.5b. (Developmental) Measure 20
acute care facilities utilizing the pediatric
categorization and evaluation instrument
developed by the American Academy of
Pediatricians for appropriate pediatric
equipment, drugs, trained personnel, and
facilities necessary to provide varying levels
of pediatric emergency and critical care.

(Baseline developed by 2001)

DataSource: WVBPH, OCHRS,EMS,EMS
for Children Program

Children, as a whole, require special
care. Proper equipment and education for dl
medical personnel  will give children the
greatest chancefor an optimal outcomeshould
they become ill or injured. The American
Academy of Pediatricians (AAP) has
developed guiddinesthat assst in determining
if facilities, whether urban or rural, are
prepared to care for children. The West
Virginia Office of EMS, with assistance from
a grant provided by the Office of Maternal,
Child, and Family Health, the EMS-C
program, and the AAP guidelines, has
developed a tool to evaluate and recognize
hospitas that are equipped to ded with the
special needs of the pediatric patient. This
instrument is called the ARK (Always Ready
for Kids) Program. Presently, 12 hospitds
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have been reviewed, and 10 have been ARK
recognized. The remaining two have been
reviewed and are acting on recommendations
for improvement before formd recognition is
granted. There are currently three other
hospitals that have expressed interest in the
ARK program. Unfortunately, the grant used
to fund this program has been expended.
WV OEMSiscurrently exploring other funding
opportunities.

Meeting the Objectives

Health Promotion Channels for
Achieving Objectives:
Worksites
Schools
Public Health Programs
Networks
Health Care System
Higher Education

The Office of Community and Rural
Health Serviceswill beleading theinitiativesin
reaching the objectivesaslisted in thischapter.

Work Group Members

Susan Griffith-Chapman, Work Group Co-
Leader, Assstant Director, OCRHS,
WVBPH

Mark King, Work Group Co-Leader,
Director, WWOEMS, WVBPH

David Haden, Work Group Co-Leader,
Director of Federa Programs, Divison
of Primary Care, WVBPH

References/Resources

Division of Hedth Legislative Review. EMS
Rule 64CSR48. 1997.

West Virginia Code 16-4C. “West Virginia's
Changing Hedth Cae Ddivery System:
Overview and Description of State Programs
for Improving Health.” (Prepared for the West
Virginia Rurd Health Access Program in
association with the Southern Rural Access
Program supported by the Benedum and RWJ
Foundations.)

West Virginia Office of Emergency Medical
Services. Licensure Manual. 1997.

West Virginia Office of Emergency Medical
Services. First Responder and Basic Life
Support Protocol. 2000.

West Virginia Office of Emergency Medical

Services, Technical ServicesNetwork. Always
Ready for Kids Guidelines. July 1998.

For More Information

Office of Community and Rural Health
Services

350 Capitol Street, Room 515

Charleston, WV 25301-3716

Phone: (304) 558-3210; Fax: (304) 558-1437

Visit the Hedthy People 2010 website at:
www.wvdhhr.org/bph/hp2010/
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Background

Wes Virginiahasthe oldest population
in the nation according to 1996 population
estimates. This has focused atention on
preserving quality and quartity of life. Chief
concerns involving preserving the qudity of
life are the prevention and treament of
musculoskeletal conditions. M usculoskel etal
conditions such as arthritis and other
rheumatic conditions, osteoporosis, and
chronic back conditions are the magjor causes
of disability in the United States. As the
population continues to age, the need for
individuals to work at older ages will have a
direct effect on socia and economic
consequences of activity limitation.

Arthritis

Arthritis encompasses more than 100
diseases and conditions that affect joints and
the surrounding tissues. It affects nearly one
of every six Americans, making it one of the
most common diseases in the United States.
By the year 2020, an estimated 60 million
people will be affected. In addition, arthritis
isthe leading cause of disability, limiting daily

10

2

ARTHRITIS,
OSTEOPOROSIS, AND
CHRONIC BACK
CONDITIONS

activities for more than seven million citizens.
Another aspect of this disease is the cost of
treating arthritis and its complications. These
medical and socia costs total nearly $65
billion. In West Virginia, 43% of adults
surveyed in the Behavioral Risk Factor
Surveillance System reported having pain,
aching, stiffness, or swelling in or around a
joint in the past year, and 41% reported
current limitations in many activities because
of joint symptoms.

Osteoporosis

Osteoporosis, or porous bone, is a
disease characterized by low bone mass and
structural deterioration of bone tissue, leading
to bone fragility and anincreased susceptibility
to fractures of the bone. Osteopoross is
considered the “silent disease” because its
progression is so inddious; mog individuals
are not aware they have osteopoross until
they actually fracture a bone (most commonly
the hip, spine or wrist). Ten million
individuals are already afflicted with
osteopoross in the United States, and 18
million more have low bone mass, placing
them at increased risk for this disease. One
out of every two women and one out of every
eight men over 50 will have an
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Estimated 1996 Osteoporosis Rates
West Virginia Residents Aged 50+

Characteristic Number Rate per 1,000 Population
Women with osteoporos's 63,683 210.2
Women with low bone mass 119,279 393.7
Women with osteoporosis or low bone mass 182,962 604.0
Men with osteoporosis 15,878 68.2
Men with low bone mass 23,818 102.3
Men with osteoporosis or low bone mass 39,696 170.5
Total with osteoporosis 79,561 148.5
Total with low bone mass 143,097 267.1
Total with osteoporosis or low bone mass 222,658 415.6

Prevalence (%) of Selected Osteoporosis Risk Factors, By Gender
West Virginia Behavioral Risk Factor Surveillance System, 1997

Risk Factor Male Female Total
Small, thin body frame 18.6 36.2 27.9
Family history of osteoporosis 45 16.2 10.7
Menopause (decreased estrogen levels) 45.2 45.2
Thyroid medication, steroids or cancer treatment 11.0 22.9 17.3
Fewer than 3 servings of dairy products per day 83.0 83.7 83.4
Current cigarette smoking 27.4 28.7 28.1
Sedentary lifestyle 62.0 68.1 65.7
60 or more alcoholic drinks per month 4.4 0.6 2.4

osteoporosis-related fracturein their lifetime.
Osteopoross isrespongble for more than 1.5
million fracturesinthe United States annudly.
A woman's risk of a hip fracture is equal to
her combined risk of having bread, uterine, or
ovarian cancer.

11

In West Virginia in 1996, 416 out of
every 1,000 people aged 50 and older had
osteoporosis or were at risk dueto low bone
density. Over one-hdf (¥2) of dl women in
this age group, or approximately six out of 10,
were at risk for osteoporosis.  The National
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Projected Fractures Among Women Aged 45+
West Virginia, 1995-2015
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Osteopoross Foundation (NOF) predicts that
by the year 2015, 227, 246 women and 43,383
men inthe gaewill have osteopoross or low
bone mass. Because osteopoross primarily
affects our older citizens, it is of particular
concern to hedth professonals in West
Virginia. After age 35, both men and women
begin to lose bone mass (0.3% to 0.5% yearly)
as a norma pat of aging, through an
imbalance of the bone remodeling process.
During the years following menopause, a
woman’s bone loss, especialy of trabecular
bone, accelerates due to her decreased
estrogen levels.

Chronic Back Conditions

Chronic back conditions are the most
common physical complaint among American
adults. Chronic back pain is described in
different ways, such asthe occurrence of back
pain lasting for more than seven to 12 weeks,
back pain lasting beyond the expected period

12

of heding, or frequently recurring back pain.
Chronic back pain is measured by where the
pain occurs(such aslower back pain), activity
limitation, impairment, and disability. Most
back problems originate from bad habits,
generdly developed over a long period of
time: poor posture; overexertion in work and
play; dtting incorrectly at a desk or steering
wheel; or pushing, pulling, and lifting things
cardessly. The annual incidence of low back
pain is 5% to 14%, and the lifetime reported
prevaence ranges from 60% to 90%. In
1983-85, chronic back conditions rivaled
arthritis and heart disease asa major cause of
activity limitations.

The Objectives

OBJECTIVE 2.1. (Developmental) Increase
to 35% the proportion of youth aged 13-18
years who are educated about good bone
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health and osteoporosis prevention.
(Baseline data avail able in 2000)

Data Source: Wes Virginia Department of
Education, Office of Healthy Schools, Y outh
Risk Behavior Survey

OBJECTIVE 2.2. Increase to 35% the
proportion of persons aged 18 and over who
have received counseling from their health
careprovider concerning osteoporosis and/or
osteoporosis prevention. (Baseline: 22.5% in
1999)

Data Source: West VirginiaBureau for Public
Health (WV BPH), Officeof Epidemiology and
Health Promotion (OEHP), Behavioral Risk
Factor Surveillance System (BRFSS)

FLAGSHIP OBJECTIVE
OBJECTIVE 2.3. Reduce the prevalence of
osteoporosis, as defined by low bone mineral
density (BMD), in West Virginia to no more

than 30% among people aged 50 and older.
(Baseline: 41.6% in 1996)

Data Source: WVBPH, OEHP, The Burden
of Osteoporosis in West Virginia

OBJECTIVE 2.4. Reduce hospitalizations
due to osteoporosis-related fractures among

persons aged 45 or older to 50%. (Baseline:
68.1% in 1996)

Data Sources: West Virginia Hedth Cae
Cost Authority; WVBPH, OEHP, The Burden
of Osteoporosis in West Virginia

OBJECTIVE 2.5. Reduce to no more than
30% the proportion of people with arthritis
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who experience a limitation in activity due to
arthritis. (Baseline: 40.1% in 1999)

Data Source: WVBPH, OEHP, BRFSS
OBJECTIVE 2.6. (Developmental) Reduce
activity limitation due to chronic back
conditions by 20% of the individuals
affected. (Baseline data available in 2000)

Data Source: WVBPH, OEHP, BRFSS

Meeting the Objectives

Health Promotion Channels for
Achieving Objectives:
Work Sites
Schools
Public Health Programs
Networks
Hedth Care Sysems
Higher Education

The Osteoporosis Prevention
Education Program will use the objectives as
the framework to guide the program's work
plan for the upcoming year. A specid
emphass will be placed on working with the
schools within the gate to begin to educate
West Virginia's children about osteopoross
and other conditions. The Program will also
use the assistance of the Oseopoross
Prevention Education Program Advisory Panel
to develop community-based programs that
will help meet the objectives. The
Osteoporosis Program will also awad
Community-Based Initiative Grants to
programs to continue to educate West
Virginians based on these objectives.
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Work Group Members
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Rita Breedlove, Secretay, Osteopoross
Prevention Education Program
DixieCopley, Nutrition Program Coordinator,

American Dairy Association

Dacey, RN, Outreach Program

Coordinator, Obstetrics and

Gynecology, Robert C. Byrd Hedth

Sciences Center, West Virginia

University (WVU)

Vicki Douglas, Delegate, West VirginiaHouse
of Delegates

Barbara Fleishauer, Delegate, Wes Virginia
House of Delegates

Donna Ford, Osteoporosis Speciality Rep.,
Merck Pharmaceuticals

Nancy Hillen, Concerned citizen

John Fullmer, MD, Regional Osteopoross
Center

Bonita Jackson, Regional American Cancer
Society

Barbara Kaplan-Machlis, Associate Professor
of Clinicd Pharmacy, Robert C. Byrd
Hedth Sciences Center, WVU,
Charleston Division

Alfred Pfister, MD

Elizabeth Richmond, RHEP, Monroe Health
Center

Deborah Smith, PhD, Consultant, GEMS
Business Solutions, Generd Electric
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Victoria Starcher, Bone Densitomitrist,
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CAMC

Mark Stephens, MD, Heathplus Family
Health Centers
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For More Information

Osteoporosis Prevention Education Program
Office of Epidemiology and Hedth Promotion
350 Capitol Street, Room 319

Charleston, WV 25301-3715

Phone: (304) 558-0644; Fax: (304) 558-1553

Visit the Hedthy People website at:
www.wvdhhr.org/bph/hp2010/
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Background

For more than half a century, cancer
has been the second leading cause of death in
West Virginia, surpassed only by heart disease.
In 1997, 4,766 West Virginians died from
cancer. From 1992 to 1996, the dtate's
average annual age-adjusted cancer mortaity
ratewas 232.2 deaths per 100,000 population,
9% higher than the U.S. rate of 213.1. In
1997 nearly one out of every four deaths
(22.8% ) in West Virginia was due to cancer.
Clearly this is a problem of immense
proportions.

The four most deadly types of cancer
are the same in Weg Virginia and the U.S.
For both sexes lung cancer is the greatest
Killer; in 1997, it claimed the lives of 953 of
our men and 631 of our women, one-third of
al cancer deaths. Breast cancer isthe second
leading cause of cancer deathsamong women,
killing 331 women in 1997. Prostate cancer
took 231 lives that year, making it the second
most deadly cancer among men. Colorecta
cancer follows as the third leading cause of
cancer mortdity for both sexes, with 221 men
and 283 women lost to this cancer in 1997.
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CANCER

Each year from 1993 through 1997,
over 9,000 West Virginians were diagnosed
with cancer. This number does not include
basal cell and squamous cell carcinomas of the
skin, which arenot captured inthe state cancer
regisry. The number of new cancer cases
each year was digributed virtually equally
between men and women, with a total of
23,582 cases diagnosed among men over the
five-year period and 22,914 diagnosed among
women. Cancer incidence increases
significantly with age, and West Virginia now
has the distinction of having the “oldest”
population of the 50 states, with amedian age
of 37.7 in 1996, higher even than that in
Florida (37.6). Given this fact, cancer will
continueto increase inthe stateif stepsarenot
taken toward its control.

Each year from 1993 through 1997,
about 1,800 new cases of lung cancer were
diagnosed in West Virginians. Still a disease
that is more prevaent among men than among
women, lung cancer was diagnosed at an
average rate of 101.8 new cases per 100,000
men and 52.4 per 100,000 women annualy
from 1993 through 1997. The gap between
men and women in the number of lung cancer
cases diagnosed was larger in the pad,
however, and it will continue to close as the
smoking prevaence rises among young
women inour state.
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Breast cancer is the most commonly
diagnosed cancer among West Virginia
women. From 1993 through 1997,
goproximately 1,200 new cases were
diagnosed annudly. Theincidenceratein 1997
was 89.5 per 100,000 women.

Among West Virginia men, prostate
cancer is the most commonly diagnosed
cancer, accounting for one in every four
cancer diagnoses. An average of 1,180 new
cases were diagnosed annually from 1993
through 1997. The 1997 incidence rate was
104.3 for every 100,000 men.

Cancers of the colon and rectumwere
the third most common cancer diagnosed in
both men and women in West Virginia. The
1997 incidence rate was slightly higher for
men than for women (52.7 cases among every
100,000 men, compared to 42.7 cases among
every 100,000 women).

Statigics reflect only a portion of the
enormous heath problem of cancer, yet there
isevidencethat the prospect of preventing and
surviving cancer continues to improve.
Perhaps 50% or more of cancer incidence can
be prevented through smoking cessation and
changed dietary habits. The early detection of
cancersthrough screening can save even more
lives.

The American Cancer Society reports
that smoking is responsible for 87% of lung
cancersand is aso associated with cancers of
the mouth, pharynx, larynx, esophagus,
pancreas, cervix, kidney, and urinary bladder.
Smoking accountsfor about 30% of all cancer
deaths. 1n1997, 27% of Wes Virginia adults
were current cigarette smokers (27% of men
and 28% of women). The state ranked fifth
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among the 50 states, the District of Columbia,
and Puerto Rico in the prevaence of current
smoking.

Even more alarming is the prevalence
of smoking among theyouth of West Virginia
In 1997, the Youth Risk Behavior Survey
(YRBS), which was conducted in 33 states,
found that West Virginiaranked third among
those states in frequent cigarette use by high
school students. Of those surveyed, one in
four (24%) were frequent smokers, 23% of
girlsand 25% of boys. Three out of every four
high school students surveyed had tried
smoking cigarettes at least once.

Mortality from breast cancer can be
subgtantidly reducedif thetumor isdiscovered
at an early sage. For women in their forties,
there is recent evidence that having
mammograms on a regular basis may reduce
their chances of dying from breast cancer by
about 17%. For women between the ages of
50 and 69, mammography is even more
effectivein preventing breast cancer mortdity.
Thereisstrong evidencethat regular screening
among women of these ages reduces breast
cancer deaths by about 30%.

Opinions vary regarding routine
screening of asymptomatic men for prostate
cancer; however, the American Cancer Society
suggests an annual digital examination and
Prostate Specific Antigen (PSA) test for men
over 50 who have a life expectancy of at |east
10 years.

Many cancersrelated to dietary factors
also can be prevented. Diets high in fat and
low in fiber have been associated with cancers
of the colon and rectum, uterus, prostate, and
breast. Sciertific evidence suggeststhat are
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approximately one-third of the cancer deaths
related to diet. In 1997, West Virginiaranked
first among the 50 states, the District of
Columbia, and Puerto Rico in prevalence of
obesty (41%). Inaddition, many of the skin
and lip cancers could be prevented by limiting
exposureto the sun and by wearing protective
clothing and using sunscreens.

Many types of resources are necessary
to reduce the burden of cancer in West
Virginia.  First, the means of providing
informationon prevention, early detection, and
treatment to the public and to hedth care
professonals must be improved. Second,
access to state-of-the-art cancer treatment for
dl Wed Virginians must be made available.
Third, surveillance of cancer occurrence inthe
state must be maintained. Gapsin the network
of resources exist, and it is imperative that
these gaps in information, practice
patterns, surveillance, and other areas be
recognized and filled to meet the objectives.

The Objectives

FLAGSHIP OBJECTIVE
OBJECTIVE 3.1. Reduce lung cancer
deaths to no more than 59 per 100,000 West
Virginia residents. (Age-adjusted Baseline:
62.2 per 100,000 WV residents in 1997)

Data Sources: Wes Virginia Bureau for
Public Health (WVBPH), Office of
Epidemiology and Health Promotion (OEHP),
Health Statigics Center (HSC); West Virginia
Cancer Registry (WVCR)

Lung cancer is the leading cause of
cancer deaths for both men and women in
West Virginia and the U.S.  Lung cancer
deathsin West Virginiain 1997 accounted for
approximately 33% of all cancer desaths and
8% of al desths. West Virginids high
smoking rates, high rates of occupational lung
disease and exposure to environmental lung
carcinogens, and insufficient intake of dietary

Lung Cancer Mortality
West Virginia, 1985-1998
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antioxidants such as fruits and vegetables
among state residents make lung cancer
prevention a particularly important target.

OBJECTIVE 3.2. Reduce breast cancer
deaths to no more than 21 per 100,000 West
Virginia females. (Age-adjusted Baseline:
22.6 per 100,000 West Virginia femaes in
1997)

Data Sources: WVBPH, OEHP, HSC;

WVCR

The breagt cancer death rate among
West Virginiawomen steadily decreasedinthe
1990s, from 34.2 deaths per 100,000 women
in1990to 22.6in 1997. Experts believe that
this decline is largely due to increased
mammography screening. The percentage of
women in West Virginia aged 18 and older
who have ever had a mammogram increased
from 38.2% in 1988 to 58.9% in 1997. This
suggests that improved breast cancer
management, from early detection to
treatment, is having abeneficial effect.

OBJECTIVE 3.3. Reduce prostate cancer-
related deaths to 19.5 per 100,000 West
Virginia males. (Age-adjusted Baseline:
20.5per 100,000West Virginiamaesin 1997)

Data Source: WVBPH, OEHP, HSC; WVCR

Since 1991, U.S. mortality rates for
prostate cancer have decreased modestly each
year due to early detection and improved
treatment. This same downward trend has
beennotedin state rates, from 25.7 deaths per
100,000 men in1993t0 20.5in 1997. At this
rate of decline, the 2010 objective of 19.5
deaths per 100,000 men will be met.
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OBJECTIVE 3.4. (Developmental) Decrease
the number of persons who have had a
sunburn with redness lasting at least 12
hours within the past 12 months. (Basdine
datafor Wes Virginia will be available from
the 1999 BRFSS.)

Data Source: WVBPH, OEHP, BRFSS (The
Comprehensive Cancer Plan needsto identify
a source of funding to repeat the question in
the 2002 and 2005 questionnairesto assessthe
progress toward this objective.)

Exposure to the sun’s ultraviolet rays
appears to be the most important
environmental risk factor in developing skin
cancer. Melanomaisthe most serious form of
skin cancer, and since 1973 its incidence has
been increasing at a faster rate than any other
cancer. By the year 2000, the lifetimerisk for
melanoma in the U.S. will be one in 75.
Educating West Virginians to protect
themselvesagainst exposureto ultraviol et rays
by wearing protective clothing and using
sunscreen with Sun Protection Factor (SPF)
15 or more and decreasng the number of
persons who experience sunburn would
prevent many medanomas and other skin
cancers.

OBJECTIVE 3.5. (Developmental) Increase
the proportion of adults aged 18 and older
who have received from a physician:

3.5.a. Counseling about tobacco use
cessation (Baseline data on tobacco use
cessation will be available from the 2000

BRFSS);
3.5b. Counseling about diet
modification (Baseline data on diet

modification will be available from the 2000
BRFSS);
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3.5c. Counseling about cancer
screening recommendations. (The
Comprehensive Cancer Plan needsto identify
a source of funding to add a question on
cancer screening counseling to the 2001
guesgtionnaire to assess the progress toward
this objective.)

Data Source: WVBPH, OEHP, BRFSS

Physicians are akey resource for
informing their patients a&bout cancer
prevention and early detection. Opportunities
for providing counseling about reducing the
risk for cancer must not be missed.

OBJECTIVE 3.6. Increase to at least 95%
the proportion of women aged 18 and older
who have ever received a Pap test and to at
least 85% those who received a Pap test
within the preceding three years. (Baseline:
by 1997, 93.4% of women aged 18 and older
in West Virginia had ever had a Pap test and
78.9% of women aged 18 and older in West
Virginia had a Pap test in the previous three
years)

Data Source: WVBPH, OEHP, BRFSS

Data from 1995 show the annual age-
adjusted mortality rate for cervical cancer in
West Virginia was 51% higher than the
corresponding U.S. rate (4.1 deaths per
100,000 women vs 2.7 deaths). Ealy
detection of cervica cancer through regular
Pap test screening, followed by proper
treatment, clearly lowers the mortality from
this disease.

OBJECTIVE 3.7. Attain a level of at least
50% of people aged 50 and older who have
received a colorectal screening examination
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(fecal occult blood testing) within the
preceding 1-2 years and increase to at least
40% those who have ever received
proctosigmoidoscopy. (Baseline: by 1997,
27.2% of West Virginians aged 40 and older
had ever had a sigmoidoscopy or proctoscopy
examination)

Data Source: WVBPH, OEHP, BRFSS

There is increasing evidence that the
detection and treatment of early-gage
colorectal cancers and adenomatous polyps
can reduce mortality. The American Cancer
Society recommends screening for persons 50
years and older with an annud fecal occult
blood test plus either flexible sigmoidoscopy
every five years, colonoscopy every ten years,
or double contrast barium enema every five to
ten years. Screening for persons with
increased risk factorsshould begin at an earlier
age, depending on the family history of
colorectal cancer or polyps. Although
screening for colon cancer isclearly bendficid,
studiesarestill being done to determine which
test or combinations of screening tests provide
the most practica and effective approach.

OBJECTIVE 3.8. Increase to 95% the
expected number of cancer cases reported to
the West Virginia Cancer Registry within 12
months of the close of the diagnosis year and
publish incidence and mortality data within
18 months of the close of the diagnosis year.
(Baseline: 75% of the expected number of
1997 cases were reported to the WVCR by
December 31, 1998, and the 1997 incidence
rateswill bepublished by December 31, 1999.)

Data Source: WVBPH, WVCR
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The completeness and timeliness of
West Virginia cancer daa is dependent upon
the reporting practices of a vast number of
hedth care providers, including hospitals,
physicians, pathology laboratories, cancer
treatment centers, surgery centers, nursing
homes, other state cancer registries, the Office
of Vital Registration, and the Wes Virginia
Breast and Cervicd Cancer Screening
Program. Itisimperativeto keep al of these
reporting sources informed of their
respongbility for cancer reporting to the
WV CR within six months of initial diagnosis.

With improving technology and
changing patterns of diagnosis and treatment
of cancer, anincreasing number of patientsare
receiving all of their cancer care outside the
hospital setting. This poses challengesto the
WVCR to identify these cases and to obtain
the information necessary to include them in
theregigry. Greater emphasis must be placed
on identifying new reporting sources,
informing them of the reporting requirements
and monitoring the quality, completeness, and
timeliness of their reporting.

OBJECTIVE 3.9. (Developmental) Increase
the number of cancer survivors who are

living five years or longer after diagnosis of
cancer. (Baseline data available in 2002)

Data Source: WVBPH, WVCR

Inthe early 1900s, few cancer patients
had hope of long-termsurvival. Inthe 1930s,
about one in four was alive five years after
treatment. About 491,400 Americans, or four
of every 10 patients who were diagnosed with
cancer in 1998 were expected to be alive five
yearsafter diagnoss. Thisfour in 10, or 40%,
is called the observed survival rate. When

adjuged for normal life expectancy (factors
such as dying of other causes), arelative five-
year survival rate of 58% is seen for dl
cancers. Five-year relative survival rates,
commonly used to monitor progressin early
detection and treatment, include persons who
areliving five yearsafter diagnoss, whether in
remisson, disease free, or under treatment.
While these rates provide some indication
about the average survivd experience of
cancer patients in agiven population, they are
less informative when used to predict
individual prognosis.

The WVCR currently contains five
completeyearsof cancer data, i.e., 1993-1997.
As the registry matures, five-year surviva
rates will become available. U.S. five-year
survival rates are available for specific cancer
sites from the National Cancer Ingtitute's
Surveillance, Epidemiology, and End Results
(SEER) program. The SEER program
currently has cancer datafor 1973-1996.

Meeting the Objectives

Health Promotion Channels for
Achieving Objectives:
Worksites
Schools
Public Health Programs
Networks
Health Care System
Higher Education

The Weg Virginia Comprehensive
Cancer Control Coalition (WVCCCC) will use
the objectives as the framework for the West
Virginia Comprehensive Cancer Plan to be
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developedin 2000. The WV BPH’s Office of
Epidemiology and Hedth Promotion is the
coordinating agency for the Codlition. The
misson of the WVCCCC is to provide
leadership through facilitating and
coordinating satewide and community level
collaborations resulting in a comprehensive
effort to reduce the human and economic
impact of cancer in West Virginiaa The
Coditionwill addressthe problem of cancer in
the state by using the six hedth promotion
channels liged above.

The following is a partial list of
agenciesrepresented on the WV CCCC:

American Association of Retired Persons

American Cancer Society

Betty Puskar Breast Cancer Center

CamCare Health Education and Research
I nstitute

Center for Rura Health Development

Charleston Area Medica Center

Codition for a T obacco-Free Wedt Virginia

HBA Cytology Center, Inc.

Kanawha County Schools

Leukemia Society of America

Marshall University School of Medicine

Mary Babb Randolph Cancer Center

Weg Virginia Cancer Registrars Association

WV Depatment of Hedth & Human
Resources-Bureau for Public Hedth

Weg Virginia Hospital Association

West Virginia School of Osteopathic Medicine

Wes Virginia State Medica Association

West Virginia Rurd Health Education
Partnership

West Virginia University (WVU) Center on

Aging

WV U Extenson Service

WVU School of Dentigry

WV U School of Medicine
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WV U School of Pharmacy
Young Women's Christian Association-
ENCORE Plus

There are currently two cancer
programs within the Bureau for Public Hedlth:
the West Virginia Breast and Cervical Cancer
Screening Program (WVBCCSP) and the
West Virginia Cancer Registry. The
WVBCCSP will continue to address
Objectives 2 and 6 and the WV CRwill address
Objective 8.

The remaining six objectives will be

addressed in the upcoming West Virginia
Comprehensive Cancer Control Plan.

Work Group Members

Beverly Keener, RN, MPH, Work Group

Leader, Director, Wes Virginia
Cancer Registry, WVBPH
Hersha Arnold, Cancer Control

Manager/Advocacy, American Cancer
Society, Wes Virginia Division

Pamda Brown, MPA, Assoc. Dir. of
Education, Mary Babb Randolph
Cancer Center

Alan M. Ducatman, MD, MSC, Chair,
Department of Community Medicine,
Robet C. Byrd Heath Sciences
Center, WVU

Delilah Foster, Past President, American
Association of Retired Persons-West
Virginia Chapter

Gladys Kuhn, Corporate Director, Oncology
Services, Charleston Area Medical
Center (CAMC) -Memorial Division

Leesa Prendergast, Community Health
Promotion Specialist, Region 7 North
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Amy Reasinger Allen, CIS Project Director/
Assistant Director for Cancer
Prevention, Mary Babb Randolph
Cancer Center

Robin Seabury, Acting Director, West
Virginia Breast and Cervical Cancer
Screening Program, WV BPH

Judith Schreiman, MD, Professor and Vice
Chair, Radiology Department, Robert
C. Byrd Health Sciences Center, WV U

Mary Shuttlesworth, Americorps volunteer

Susan Watkins, RNC, MSN, Clinical Nurse
Specialist, Family Resources
Department, CAMC - Women and
Children’s Division
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Visit the Hedthy People website at:
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Background

Kidneys perform several vita
functions. they remove wastes from the body
in the form of urine, filter toxins from the
blood, and regulate blood pressure and the
balance of certain important body nutrients
including potassium and calcium. If both of a
patient’ skidneys fail to function properly due
to one of many kidney diseases, one may
experience end stage renal disease (ESRD) or
total kidney failure.

Anyone can develop kidney disease,
and eventualy ESRD. Diabetes and high
blood pressurearetwo of theleading causesof
kidney disease. Diabetes accounts for 42% of
the new cases of kidney failure in the United
States, while high blood pressure contributes
to 26% of the new cases

According to the latest U.S. statistics
avalable at the time of publication, the overadl
incidence rate of ESRD was 318.46 cases per
one million persons in 1998. In the Mid-
Atlantic Rend Codition (MARC) Network 5
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4
CHRONIC
KIDNEY DISEASE

region, whichincludesWes Virginia, Virginia,
Maryland, and Washington, DC, the ESRD
incidenceratewas 376.57 per million peoplein
that year. In Wegt Virginia, the rate was
33791 per million. Nearly al of these
individuals became permanently dependent on
renal replacement therapy (RRT) to stay alive.

RRT is a life-saving process that
artificially replaces the function of diseased
kidneys and aids patients suffering from
ESRD. Two primary options exis for RRT
patients: dialysis or kidney transplantation. In
1999, West Virginiahad 1,303 people actively
receiving someform of dialyss and over 20%
of adult dialyssfacility patients were awaiting
transplantation.

There ae two types of dialyss:
hemodialysis and peritoneal diayss.
Hemodialyss involves removing blood from
the body and filtering it into a machine that
continuously draws blood, cleanses it and
removes excess fluids, and then returns the
blood to the patient. Hemodialysis requires a
person to have athree-to-four-hour treatment
three times a week, typicdly in a treatment
facility. Peritoned diaysisisaninternal or in-
body diaysis in which a blood-cleansing
solution is injected into a peritoneal cavity,
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extracting toxins and excess fluids and then
drained from the body cavity. Peritoneal
dialyss is performed each day and is usudly
performed at home.

Many patients also benefit from a
kidney transplant. A functioning transplant
will end the need for dialysis. Donated organs
from cadavers or living donorswho match the
patient are used for transplantation.

The importance of early referra for
patients with ESRD cannot be overstated.
Studiesfrom the U.S. and abroad have shown
that earlier patient referrads may lead to fewer
complications, shorter hospitad says, and
decreased medical costs. Today, there are
new and better treatments choices for ESRD
patients. Learning about treatment choices
canassist patientsin determining thetreatment
that works best for them. No matter what
treatment ischosen, the patient will experience
lifdong changes. The addition of adequate
nutritional counseling, treatment choices, and
social services before rena replacement
therapy can help ensure the patient leads the
fullest life possible.

Predidysis referral to a renal team
consisting of a nephrologist, nurse, dietician,
and socia worker providestimeto establish a
working relationship to acquaint the
patient/family with the various modes of renal
replacement therapy, and to determinewhat is
the optimal therapy, both medically and
psychosocially, for the individual. Should
hemodialyss be the therapy of choice, early
intervention with the renal team also provides
the necessary time for referral for the creation
and subsequent maturation of the
arteriovenous (AV) fisula.
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Nutritional education and intervention
are aso of utmost importance in the
maintenance of optimum protein/albumin and
electrolyte levels. Early referra allows the
medical team to hdp prevent acceeration of
renal function loss by ensuring the avoidance
of situations such as the use of potentially
nephrotoxic drugs and dehydration states.
Including patients in decisons involving their
careand encouragingtheir activeparticipation
will help empower patientsto be proactive in
learning about ther care with the goal of
decreasing morbidity ultimatdy related to
noncompliance.

The Objectives

FLAGSHIP OBJECTIVE
OBJECTIVE 4.1. Slow the rate of new cases
of end-stage renal disease (ESRD) by 10%.
(Baseline: 337.91 per million West Virginia
population in 1998)

Data Source: Mid Atlantic Renal Codlition
(MARC)

Accordingto preliminary MARC data,
583 new cases of ESRD were diagnosed in
1999; of these, the primary causes were
diabetes, 49%; hypertension, 26%;
glomerulonephritis, 12%; cystic  kidney
disease, 3%; and other causes, 10%. Some
warning sgns may include high blood
pressure, sweling in the face and ankles, eye
puffiness, rusty or brown urine, back painjust
beneath the rib cage, or frequent urination.

OBJECTIVE 4.2. Increase to 40% the
proportion of new hemodialysis patients who
use arteriovenous fistulas as the primary
mode of vascular access. (Baseline: 18.9%)
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Data Source: Nationa Kidney Foundation,
Dialysis Outcomes Quality Initiative (DOQI),
Vascular Access for In-Center Hemodialysis
Patients: Preliminary Finding, 1999

Primary AV fisulas should be
constructed in at least 40% of all new patients
electing to receive hemodialyssas their initial
formof RRT. The AV figulaisestablished by
aurgicdly attaching aperson'sarteryto avein.
The increased pressure in the vein causesthe
vein to swel and the walls of the vein to
srengthen. This provides the site to insert
hemodialyssneedles(fistulaneedles). Despite
drawbacks in terms of cardiac load on the
heart, the AV fistula is consdered the "gold
standard" of blood access. A primary AV
fistula using the cephalic vein confers the best
permanent access with the fewest
complications, requires fewer interventions
compared to other access types, and has a
sufficient patency rate.

Advantages of AV Fistulas are:
Longest functiond life
Lowest rate of infection and thrombosis
Predictable performance
Supported by a large body of literature

OBJECTIVE 4.3. Increasethe proportion of
dialysis patients awaiting transplantation to
50%. (Baseline: 21.4% of dl ESRD patients
in WV were awaiting transplantation in 1998)

Data Source: MARC data

Patient survival rates for
kidney transplantation continue to
increase. According to the United
Network of Organ Sharing (UNOS)
Annual Report, 1998 data reveals
kidney surviva rates a one year of
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88% for cadaveric recipients and
94% for living donor recipients.
UNOS reports that patient surviva
rates at one year at 94% for
cadaveric recipients and 98% for
living donor recipients. The cost of
cae for those patients who have a
successful kidney transplant is
significantly lower compared to
ESRD patients on long-term dialyss.

Transplant referrals are
monitored and reported by MARC

annudly. Of the 78.6% of dl WV
ESRD patients who were not
awaiting a kidney transplant in 1998,
19.6% had been referred for
evaluation, 19.1% had refused
referral, 28.2% were medically
unsuitable, and 11.7% were not
established. In 1999, MARC
Network 5 sent facility specific
Transplant Referral  Pattern  reports  to
each dialyss provider. Each was
asked to determine the need for
educational programs or internal
assessment to deliver complete
transplant information to every
medically eligible patient. It was

noted that many pdients in WV may
have limited access to these services
due to geographic location. There ae
currently only two UNOS transplant
centers located in the state
(Charleston and Morgantown).

OBJECTIVE 4.4. (Developmental) Increase
the proportion of persons with Type 1 or
Type 2 diabetes and proteinuria who receive
recommended medical therapy to reduce

progression to chronic renal insufficiency.
(Baseline data available in 2001)
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Data Source: West Virginia Primary Care
Chart Audits from 1997 and 2000

The West Virginia Primary Care Chart
Auditswere performed by Marshall University
Center for Rural Health in 1997 and 2000.
Data exist on the 15 selected primary care
clinics audited these years. These data were
collected inorder to compare diabetes carein
West Virginiato dataanalyzed in 11 dinicsin
1997. The sample group followed in 1997
was not the same sample group followed in
2000. A tota of 1,200 charts were reviewed
in 2000 compared to 991 charts in 1997.
Health center staff, using aprotocol developed
by Marshdl Universty, performed these chart
reviews. Data were collected on annual foot
and eye checks flu shots, HbAlc x 2/year,
lipid checks, average HbAlc value (actual
vaue), lipid profile (actual vaue), tobacco use,
and cessation offered.

Meeting the Objectives

Health Promotion Channels for
Achieving Objectives:
Worksites
Schools
Public Health Programs
Networks
Health Care System

Higher Education

Some of the offices and organizations
that are helping to lead the initiatives to reach
the objectivesinclude:

Diabetes Control Program, Wes Virginia
Bureau for Public Health (WVBPH)
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National Kidney Foundation of the Virginias

Charleston Area Medical Center (CAMC)
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Carla VanWyck, RN, CNN, Nurse Manager,
Renal Services, CAMC

Tammie Mitchell, RN, CNN, Clinical
Management Coordinator, Renal Unit,
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Karen Miller, RN, BSN, CNN, Program
Director, Renal Services, CAMC

Peggy Adams, RNC, MSN, CDE, Diabetes
Control Program M anager, Division of
Health Promotion, WVBPH

Dr. Julian Espiritu, Jr., nephrologist,
Charleston

Dr. Charles Schade, Medica Epidemiologist,
Weg Virginia Medicd I nstitute

Samantha Mullins  Regional  Director,
National Kidney Foundation of the
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Dr. Mary Emmett, Camcare Hedth Education
and Research Ingtitute, CAMC

Jennifer Bragg, MSW, Rend Transplant
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References/Resources

American Society of
WWW.asn-0nine.org

Nephrology.




WEST VIRGINIA HEALTHY PEOPLE 2010

Mid-Atlantic Renal Coalition. 1999 Annual
Report Mid-Atlantic Renal Coalition ESRD
Network 5. June 2000.

National Kidney and Urologic Disease
Information Clearinghouse.
www.niddk.hih.gov

U.S. Department of Hedth and Human
Services. Tracking Healthy People 2010.
Washington, DC: U.S. Government Printing
Office, November 2000.

For More Information

Digbetes Control Program

Office of Epidemiology and Health Promotion
350 Capitol Street, Room 319

Charleston, WV 25301-3715

Phone: (304) 558-0644; Fax: (304) 558-1553
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Background

The 2010 goals for diabetes care in
West Virginia focus on the following
challenges: increasing the demand for better
digbetes care through public awareness;
increasing early detection of Type 2 diabetes;
improving management of diabetes care;
increasing the collection of statewide digbetes
data; and monitoring and evaluating the
effectiveness of diabetes care statewide
Overdl, themain god isto increase the quality
of life for persons with diabetes living in West
Virginia.

Didbetes is a significant public hedth
issue in West Virginia Data from the
Behaviora Risk Factor Surveillance System
(BRFSS) survey indicate that, as of 1997, an
estimated 88,635 persons had been diagnosed
with diabetes, representing 6.3% of al West
Virginian adults. Weg Virginia's obesty rate
as self-reported by regpondents to the 1998
BRFSS survey was 43%, the highest in the
naion. That same year, 70.0% of adult West
Virginians reported having a sedentary
lifestyle. West Virginids median ageis37.6,
the oldest in the nation. An estimated 577,300
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DIABETES

West Virginians are a increased risk for
diabetes due to these risk factors.

Convincing evidence shows that
digbetes prevalence continues to escdate
nationwide in a costly and devastating
manner, primarily due to lifestyle changes.
Negative changes in eaing habits, meals
containing higher levels of fat, and the ever-
increasing consumption of fast foods are
resulting in the occurrence of obedty at
younger-than-ever ages. Physical activitiesare
frequently being replaced by sedentary
lifestyles, exacerbating the obedty problem.
A large percentage of West Virginians live in
very rurd areas, with limited accessto hedth
care. Education andincomelevelsremain low,
contributing to less-than-desrable health care
outcomes. These factors are creating a
diabetesepidemic. Diabetesisamajor disease
challenge for both persons with diabetes and
their hedlth care providers.

Didbetes is more common among
certan recid and ethnic populations.
According to the BRFSS, from 1996-1998,
17.2% of African-American women were
diagnosed with diabetes, comparedwith 6% of
Caucasian women. Nine percent (9.4%) of
African-American men were diagnosed with
diabetes, comparedto 6.3% of Caucasianmen.
Didbetes-related death rates are higher among
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the minority populations as well. The death
rate in West Virginia for AfricanrAmerican
maes with digbetes is 68.8% while the death
rate for white males is 32.8%. The death rate
for AfricanrAmerican females is 57.4% as
compared to 30.8% for white females
(BRFSS).

The majority of persons with diabetes
have Type2 diabetes, with gpproximately 5%-
10% having Type 1. Some of the early but
vague symptoms are fatigue, blurred vision,
and irritability. Complications from diabetes
include damage to small and large blood
vessls, damage to nerves, and decreased
ability to fight infections. A woman with
diabetes who gives birth is more likely than
other women to have an infant who has
congenital anomalies or dies within the
perinatal period. A person with digbetes is
more likely to have cardiovascular problems,
including heart attacks and strokes, lower
extremity amputation, kidney problems, and
blindness, than persons without diabetes;
Persons with diabetes are two to four times
more likely to develop heart disease or to
suffer agroke. An edimated 60% to 65% of
the diabetes population suffers from
hypertenson.  Over one-half of lower
extremity amputations occur among persons
with diabetes. Nerve problems occur in 60%
to 70% of persons with diabetes. Diabetes
continuesto be the leading cause of new adult
blindness, as well as end-stage renal disease.
According to the National Hedthy People
2010 goals, “Both type 1 and type 2 diabetes
have a dgnificant genetic component. For
type 1 diabetes, genetic markers that indicate
a greater risk for this condition have been
identified; they are sengtive but not specific.
Type2 diabetes, especially invulnerableracial
and ethnic groups, may be associated with a
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‘thrifty gene”  Family and twin studies
demonstrateconsderableinfluence of genetics
for Type 2 diabetes, but a specific genetic
marker for the common variety of Type 2
diabetes has not been identified.”

Didbetesisafamily disease. It requires
behavior modification and adaptions that
involve not only the person diagnosed but
immediate family as well. It requires
education, self-care management techniques,
dietary and lifestyle changes. Diabetes is a
cosly disease that requiresincreased medical
visits, medication and/or supplies, and
education.

Recent research has been completed
that reveds the benefits of near-euglycemic
management. This means tha with near-
normal blood glucose levels, persons are less
likely to develop some of the complications
commonly associated with diabetes. Thismay
prevent or delay complications of micro-
vascular origin. It is essential that hedth care
providersremain knowledgeable and share up-
to-date information and treatment guidelines
with their patients.

The Objectives

OBJECTIVE 5.1. Reduce perinatal
mortality in infants of mothers with diabetes
to no more than 12 per 1,000 births.
(Baseline: 14.6 per 1,000 births from 1990-
1999)

Data Source: West VirginiaBureaufor Public
Health (WVBPH), Officeof Epidemiology and
Health Promotion (OEHP), Health Statigics
Center (HSC)
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Pregnant mothers need to beinstructed
inmed planning and how to do blood glucose
monitoring. Insulin is often required during
pregnancy to attain adequate blood glucose
control. Diabetes control is achievable when
families have the needed professona
assistance fromtheir hedth care providersand
if they have adequate financial resources.
Expectant mothers are usualy motivated to
achieve the best outcome.

OBJECTIVE 5.2. Reduce the frequency of
major congenital malformations in infants
of mothers with diabetes to no more than 15
per 1,000 births. (Baseline: 26.5 in 1997)

Data Source: WVBPH, OEHP, HSC

Reduction of magor congenital
malformationsininfantsincludesprepregnancy
counseling and planning for the pregnancy
after near-normal blood glucose levels are
achieved. Careful monitoring needs to be
continued during pregnancy. With
prepregnancy planning and tight control of
blood glucose levelscongenital maformations
areegual to those of motherswithout diabetes.

OBJECTIVE 5.3. Reduce the frequency of
lower extremity amputations to 15 per 1,000
persons with diabetes. (Baseline: 20 per
1,000 persons with diabetes in 1992-95)
Data Source: WVBPH, OEHP, BRFSS

It is estimated that half of lower
extremity amputations can be prevented.
Persons with diabetes need to be taught to be
assertive and remove their shoes and socks at
each physicianvisit. They need to incorporate
checking their own feet into their daily
routines and reporting any noted problems.

32

Also, they need to be made aware that it is
recommended that their health care provider
completeacomprehensvefoot examannudly.

OBJECTIVE 5.4. Decrease the incidence
of end-stage renal disease (ESRD) requiring
dialysis or transplantation to no more than
253 per 1,000,000 population. (Baseline:
337 per 1,000,000 population in 1998)

Data Source: Mid-Atlantic Rena Coalition
(MARC), contractor for ESRD Network 5

Decreasing theprevalence of end-stage
renal disease due to diabetes requires critical
attention to blood pressure control. It is
currently recommended that blood pressures
stay below 130/85. It is dso important to
evaluate themicro albuminuriaand ensurethat
safelevelsaremaintained. The importance of
maintaining good blood glucose levelsin order
to prevent kidney diseae needs to be
emphasized.

OBJECTIVE 5.5. Increase to at least 90%
the proportion of patients with diabetes who
annually obtain lipid assessment (total
cholesterol, LDL cholesterol, HDL
cholesterol, triglyceride). (Baseline: 87.1%
in1997)

Data Source: WVBPH, OEHP, BRFSS

It is highly recommended that persons
with diabetes obtain lipid assessments
annudly. Optimal care of persons with
diabetes includes intensve glycemic control,
proper nutrition, physica activity, smoking
cessation, and weight control.  Medical
management, including that of co-morbid
conditions, will actualize improved outcomes
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and decreased cost of diabetes and its
complications.

FLAGSHIP OBJECTIVE
OBJECTIVE 5.6. Increase to 85% the
proportion of persons with diabetes who have

a glycosylated hemoglobin measurement at
least once a year. (Baseline: 15.9% in 1998)

Data Source: WVBPH, OEHP, BRFSS

The HgAlc is the gold standard for
dicbetes care. To help prevent diabetes
complications, the HgAlc should be
maintained at 7% or below according to the
Didbetes Control and Complications Trial
(DCCT) and United Kingdom Prospective
Diabetes Study (UKPDS) findings.

OBJECTIVE 5.7. Increase to 73% the
proportion of persons with diabetes who have

an annual dilated eye exam. (Baseline:
65.5% in 1998)

Data Source: WVBPH, OEHP, BRFSS

Annua eye exams ae important
because diabetes is the primary cause of adult
blindness. Serious eye problems can be
prevented and treatments such as laser surgery
or vitrectomy can be performed to save
eyesght.

OBJECTIVE 5.8. Increase to 55% the
proportion of persons with diabetes who
perform  self-blood-glucose monitoring
(SBGM) at least daily. (Baseline: 50.3% in
1998)

Data Source: WVBPH, OEHP, BRFSS
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Every person having diabetes needsto
be performing salf-blood-glucose monitoring
at least daily. Thistechnique enablespeopleto
make intelligent decisions based on facts.
Each person who checks his or her blood
glucose should record it and share it with the
hedth care provider. SBGM can show
patterns and heighten awareness of where
persons can change exercise routines and
eating habitsto feel better. Oneof the barriers
to successin SBGM isthe need for hedth care
providers to undersand more fully the
reimbursement issues.

OBJECTIVE 5.9. Increase to 52% the
proportion of persons with diabetes who have
received diabetes education in the past year
from someone other than their physician,

such as a registered dietician or certified
diabetes educator. (Baseline: 29.5%1in1997)

Data Source: WVBPH, OEHP, BRFSS

Didbetes is a condition that persons
need to self-manage. Almost all of diabetes
management isdone outside of the physician’s
office. It is imperative that people have a
good knowledge base so that they can make
appropriate decisions.

Meeting the Objectives

Health Promotion Channels for

Achieving Objectives:
Worksites
Schools

Public Health Programs
Networks

Health Care System
Higher Education
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Background

According to the Americans with
DisabilitiesAct of 1990, apersonisconsidered
as having a “disability” if he or she meets at
least one of the following criteria: (1) He or
she hasaphysica or cognitive impairment that
subgtantialy limits one or more mgor life
activities; (2) he or she hasarecord of such an
impairment, and/or (3) he or sheisregarded as
having such an impairment.

In spite of recent federa legidative
initiatives and funded programs, thereremains
a discrepancy in the quality of life between
personswith disabilitiesand their non-disabled
peers in the areas of self-care, independent
living, social <Kills, self-determination,
education, hedth and safety, employment, and
leisure. Programs that serve persons with
disabilitiesvary fromstaeto satewith respect
to the extent and quality of services provided.
This is due, in pat, to the geographic and
demographic make-up of each state,
unemployment rate, and tax base within the
individud dae For example, states that
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6
DISABILITY AND

SECONDARY
CONDITIONS

are largely rural, like West Virginia, are less
likely to have an accessble system of
transportation; persons with low incidence
disabilities may be widely scattered, making it
difficult to provide services, persons with
disabilitiesarelesslikely to secureemployment
when they must compete with non-disabled
peersfor asmall pool of jobs; and the wedth
of individud date and loca governments
determines the amount of state funding
avalabletoinitiateor sustainprogramsserving
individualswith disabilities. The elimination of
suchbarriersiscrucia toimproving the quaity
of life for al individuals with disabilities.

The U.S. Cenaus of 1990 reports that
35% of West Virginians are identified as
having adisability. Of those, 19% are rated as
severe. Approximately 3% of this population
have difficulty with sdf-care, a major quality
of life area. Survey research conducted by
Keith and Stewart in 1992 found that
agoproximately one-third of West Virginia
households included a person with an
identified disability. Of the adults who
responded to this survey, one infive reported
requiring professiond care for their disability.
Primary disabilities with concomitant chronic
heath problemsand physical limitations occur
within the aging population of West Virginia
Additionally, poverty, low educational levels,
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lack of prenatal care, and teenage pregnancies
may contributeto high incidences of disability
among infants born in the state.

One of the most important quality of
life issues influencing a person’s emotional,
social, and financia well-being is their
employment status. Not just having ajob, but
having a job that complements one’s work
personality, is criticd to a feeling of
satisfaction with one’s state in life. Holland
theorized that an individua’s occupational
choiceis areflection of on€ spersondity. For
example, a person with an artidic-type
personality would be hegppiest in a work
environment that allowed themfull expression
of their taent. Where jobs are scarce, people
with disabilities are often steered into available
jobs versus jobs that suit their individual work
personality type. If job satisfaction is directly
linked to the closeness of fit between work
personality type and work environment, then
dissatisfaction with one’s job could lead to
poor performance and failure to retan
employment. In West Virginia, employment
options for people with disabilities are often
limited to sheltered workshops or part-time,
low-paying jobs. Y e, supported employment
options and a move to competitive
employment may offer awider range of career
choices for people with disabilities.

As employment fosters the mentd,
social, and financia well-being of adults,
educational placement opportunitieswith non-
disabled peers have been shownto build social
skills, producel ong-term employment options,
and promote mental health and self-eseemfor
school-agechildrenwith disabilities. Statistics
provided by the West Virginia Department of
Educaion (WVDOE) indicate that, in fiscal
year 1999, 20% of students receiving special
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education services participated in full-time
regular classroom placementsand 60% werein
part- time regular education services. This
corresponds to smilar numbers nationwide.
Boththe gatetraumatic brain injury and spinal
cord injury model plans call for promoting
participation in regular educational programs.
A statewide commitment to making rural
schools more accessible and the WV Office of
Specia Education’s strategic improvement
plan will impact the number of children
participating in regular education.

Survey research hasidentified avariety
of bariers to the health and well-being of
people with disabilities in West Virginia.
Theseinclude (a) physical barriersthat prevent
access to work, education, recreation, and
community participation; (b) informational
barriers in rura communities that limit the
amount of health care and other information
for people with disabilities; (c) transportation
barriers that limit access to health care and
socia interaction; (d) lack of access to
assgtivetechnologiesand specialized curricula
that would promote independence at work,
home, and school; and (e) governmental
policies that limit health care services and
supports.

The U.S. Department of Hedth and
Human Services has designated areas in 40
West Virginia counties as dl/part Hedlth
Professional Shortage Areas and 50 counties
asall/part Medicaly Underserved Areas. This
severdy impacts people with disabilities
because of their special health care needs. A
recent survey conducted by the Wes Virginia
University Affiliated Center for Developmental
Disahilities (UACDD) questioned clients of
WV Children with Special Health Care Needs
and found that 57% of children with seizure
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disorders, 50% with myelomeningocele, 48%
with orthopedic issues, and 25% with cardiac
problemswerein need of feedingand nutrition
intervention.

Mental Health: A Report of the
Surgeon General, 1999 stresses that mental
hedth is a critica public hedth problem.
Annually, approximately 40 million Americans
are reported as having some type of mental
illness. Based on figures published in the
Federal Register, approximately 2.6%
(35,099) of the adult populaion and 13%
(54,847) of the child population of West
Virginia experience serious mentd illness or
emotiona digurbance. Treatment for such
disorders is often dependent on the
individua’s financial status. As Dr. David
Satcher, United States Surgeon Generd,
notes, “...formidable financial barriers block
off needed mental health care from too many
people regardiess of whether one has hedth
insurance with inadequate mental hedth
benefits, or isone of the 44 million Americans
who lack any insurance.”

Leisure, respite, and recreational
activities are known to improve satisfaction
with life, increase the number of health days,
and promote personal and emotiond support.
According to both the traumatic brain and
spinal cord injury surveys conducted in 1998
and 1999, the lack of recreational and leisure
opportunitiesfor people with disabilitieslimits
their ability to integrate successfully in their
communities and ease pressures associated
with disability. Specific needs areindicated in
the areas of family and emotional support
systems enhanced by leisure and recreational
opportunity.
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The Objectives

OBJECTIVE 6.1. (Developmental) Include
a comparable core set of items to identify
people with disabilities in data sets used for
Healthy People 2010. People with
disabilities should be part of the overall
collection of data. (Baseline dataavailablein
2001)

Data Sources: West Virginia Developmental
Disahilities Council (DDC); UACDD; Office
of Behaviord Health Services, Traumatic
Brain Injury (TBI) Registry

The last statewide collection of
information regarding the incidence and
prevalence of disability in West Virginia was
conducted by Lindberg and Putnam in 1979.
Several small sample surveys have
subsequently assessed the needsof people with
developmental and other disabilities. These
aurveys provide some information for the
current objectives but, as indicated in the
nationa Healthy People 2010 draft, “the
elements...that explicitly call for improvement
for people with disabilities are limited by the
availability of data with which to set targets.”
Aswith national data, approachesto include a
demographic-like variable identifying people
with disabilities is yet to emerge in West
Virginia. The addition of disability questions
to ongoing data assessments would more
successfully include the same type of hedth
care staus information for people with
disabilities as information available regarding
the general public.
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FLAGSHIP OBJECTIVE
OBJECTIVE 6.2. (Developmental)
Increase employment rates among people
with disabilities to reflect equal percentages
of employment opportunities for people who
want to work both with and without
disabilities. (Baseline dataavailable in 2000)

Data Sources: Wes Virginia Division of
Rehabilitation Services (WVDRS), Spina
Cord Injury Survey; Job Accommodations
Network; DDC

Employment promotestheincdusion of
people with disabilities in the mainstream of
adult life, identifies them as valuable
contributorsto their community, and enhances
their sdf-eteem. However, according to
nationd data, the unemployment rate is 70%
among adults with severe disabilities. In a
recent survey of people with spind cord injury
in West Virginia, of the 70% of adults
employed prior to injury, only 24% remained
employed after their injury. Furthermore,
according to the 1990 census, only 21% of
West Virginians with disabilities between the
ages of 21 to 64 are employed. Data from a
National Organization on Disability
(NOD)/Haris Survey of Americans with
Disabilities reports that “ (a) only threein 10
working-age (18-64) people are employed full
or part-time, comparedto eightin 10 working-
age people without disabilities (32% versus
81%); (b) two out of three unemployed people
with disabilities would prefer to be working;
and (c) fully 56% of people with disabilities
who say they are able to work are working
today, compared to 46% in 1986.”

There are mgjor disincentives to
employment for peoplewith disabilities. These
include the fear of losing Medicaid or other
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hedth care benefits and the need for
accommodations at the work place. Thetotal
number of persons (working and nonworking)
with awork disability within Wegt Virginiais
143,379. According to a March 2000 the
Socia Security Administration report, West
Virginia has 1,954 working recipients. This
represents 3% of al WV SSl-disabled
recipients. New work incentives a the
nationa level should have apositiveimpact on
eliminating these barriers over the next 10
years. The Job Accommodations Network
confirms tha accommodations needed for
employment supports are generdly low-cost
and low-tech.

OBJECTIVE 6.3. Increase to 87% the
proportion of children with disabilities
includedin regular education programs with

appropriate supports. (Baseline: 82% in
1999)

Data Source: WV DOE, Exceptional Students
in West Virginia's County School Districts:
Sdected Child Count and Financial Data

As reported in fiscal year 1999,
currently 80% of school-age children in West
Virginia are being served through a
combination of full- or part-time participation
in regular education classrooms.

OBJECTIVE 6.4. (Developmental) Ensure
that environmental factors are identified as
barriers to participation at home, work, and
in the community by equal proportions of
people with and without disabilities. These
factors include:

6.4a. Access to buildings (Basdline
data available in 2000);
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6.4b. Access to information,
communications, devices, and technology
(Baseline data available in 2000);

6.4c. Transportation (Baseline data
available in 2000); and

6.4d. Governmental
(Baseline data available in 2000)

policies

Data Sources: West Virginia Assdive
Technology System (WVATS); WVDRS,
Spina Cord Injury Survey; DDC; WV’s
Americans with Disabilities Act Office

OBJECTIVE 6.5. (Developmental) Increase
the number of service providers offering
appropriate health care with special
emphasis on dental, nutritional, and mental
health care needs. (Baslinedataavailabdlein
2003)

Data Sources: U.S. Department of Health
and Human Resources, Bureau of Heslth
Professions, Weg Virginia Bureau for Public
Health (WVBPH), Officeof Maternal, Child &
Family Health, Children’s Dentistry Services

Although children with disabilities can
receive dental care through Children with
Specid Health Care Needs, adults with
disabilities havefew or no supports for dental
services. Recently anew program, Donated
Dental Services, has offered a limited number
of West Virginians with disabilities the
opportunity for dental care.

OBJECTIVE 6.6. (Developmental) Increase
the accessibility of leisure and recreational

opportunities for people with disabilities.
(Baseline data avail able in 2002)

Data Sources: WVATS, TBI; WVDRS,
Spinal Cord Injury Survey
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Meeting the Objectives

Health Promotion Channels for
Achieving Objectives:
Worksites
Schools
Public Health Programs
Networks
Health Care System
Higher Education

West Virginia offers a number of
agencies that provide services to people with
disabilitiesasthe cornersone of their misson.
Their missions are consistent with meeting the
previous six objectives. Theseinclude, but are
not limited to:

Developmentd Disabilities Council
University Affiliated Center
Developmental Disabilities:
Parent Network Specialists
State Program for TBI/SCI
Maternal and Child Hedth/LEAD
Grant
Rural Education for Appalachian
Community Health (REACH)
Grant
West Virginia Assstive Technology
System (WVATS)
West Virginia Advisory Council for the
Education of Exceptional Children
Klingberg Center for Child
Development
Wegt Virginia Department of Education
West Virginia Division of Rehabilitation
Services
West Virginia Office of Behaviord Health
Services

for

W.G.
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Work Group Members

Mary Ellen Zeppuhar, EJD, Work Group
Co-Leader, Assistant Director for
Educaion and Community Support,
UACDD, Robeat C. Byrd Hedlth
Sciences Center, West Virginia
University (WVU)

Sherry Wood-Shuman, EdD, Work Group
Co-Leader, Senior Deputy Director,
UACDD, Robert C. Byrd Hesdlth
Sciences Center, WVU

Colleen Anderson, Parent Network Specialist,
UACDD, Robet C. Byrd Hedth
Sciences Center, WVU

Chet Johnson, MD, Director, Klingberg Child
Development Center, School of
Medicine, Department of Pediatrics,
wWvu

Frank Kirkland, BS, Director, Division of
Developmental Disabilities, Office of
Behavioral Headlth Services, WVBPH

G. Thomas Minshall, MAT, MA, Program
Development Specidist, Wes Virginia
Dividon of Rehabilitation Services

Samud K. Mullett, TBI/SCI Rehahilitation
Fund Board Member. Consumer who
has experienced a traumatic bran
injury.

Mary Nunn, MA, Assistant Director, Office of
Special Education, WVDOE

Jeff Werner, MS, RD, LD, Program Manager,
REACH, UACDD, Robert C. Byrd
Health Sciences Center, WVU

Steve Wiseman, MS, Executive Director,
West Virginia Developmental
Disabilities Council
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For More Information

University Affiliated Center for Developmenta
Disabilities

955 Hartman Run Road, Research Park
Morgantown, WV 26505

Phone: (304) 293-4692; Fax:(304) 293-7294

Visit the Hedthy People website at:
www.wvdhhr.org/bph/hp2010/
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Background

National Overview. In the past
century we have witnessed a shift from
infectious disease to chronic, lifestyle-related
illnessasthemagjor antecedent tomortality and
morbidity in the United States. In the past
few decades alone, the paradigm shift from
infectious disease to chronic disease has
resulted in the knowledge tha the heelth of a
community does not solely rest on an
individual’s hedth status, but aso on the
social, educational, and physcal resources
avalable that are conducive to improving
hedth status. Today, anincreasing number of
communities across the nation have adopted
various community planning processes to
reduce the negative poor hedlth choices and
replace them with positive health behaviors
through education of the community.

The settings/channels in  which
educational and community-based programs
prosper are as diverse as our nation's
population. The most successful communities
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7
EDUCATIONAL AND
COMMUNITY-BASED

PROGRAMS

have involved multiple sectors of the
community: public health, hedth care,
businesses, local government, schools, civic
organizations, voluntary hedth organizations,
faith organizations, and many other groupsand
private citizens who ae interested in
improving the health status of their
community.

Over the next decade, it is projected
that thecomposition of the nation's population
will become more racidly and ethnicdly
diverse. For usto continue to make progress
in reducing health disparities and increase
accessto carefor ethnic and cultural minorities
and for the elderly, educational and
community-based programs must be culturdly
competent, age appropriate, and gender
specific.

State Overview. The Wes Virginia
Bureau for Public Health (WVBPH) has
responded to the shift from infectious to
chronic disease by placing agreater emphads
on preventing chronic disease through
promoting more healthful behaviors.
Preventive approaches that hold the greatest
promise for changing behaviors are
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community-based efforts that focus on both
individud and societa influences. The
Division of Health Promotion has numerous
programs and networks aimed at increasing
the capacity of local community groups to
promote hedth. The three channels that will
be addressed in the Educationa and
Community-Based Objectivesarecommunity,
schools, and worksites.

Community Health Promotion.
Community hedth promotion focuses on the
community to promote informed decison-
making on hedth issues. Hedth behavior
change occurs more often, ismore successful,
and islonger laging when the need for such a
change is decided upon by the community
members themselves. Many hedth problems
cannot be solved by individuas alone, nor do
they exist in a vacuum. Community hedth
promotion programs must therefore use
broader approaches, drawing upon as many
facets of community life as possible.

With limited resources available, the
need exists for increased coordination and
collaboration among the various county,
regional, and statewide initiatives. The West
VirginiaHealth Promotion Programwithinthe
WVBPH has addressed this need through the
network of Weg Virginia Hedth Promotion
Specialists (WVHPS). The WVHPS provide
locally based technical assistance to support
communities in their community heath
promotion endeavors. This, in turn, enables
the Community Heath Promotion Program,
through the WV HPS network, to establishand
support community heath promotion at a
loca/county level as well as accomplishing
West Virginia Healthy People 2010
Objectives.
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School Health Promotion. Two
strategies are currently being implemented in
West Virginia to improve the hedth gatus of
West Virginias children: activities of the
Governor's Cabinet on Children and Families
andtheWYV Department of Educationworking
with the WV Bureau for Public Hedth. In
1990, the legidaure created the Governor's
Cabinet on Children and Families. The
Cabinet bringstogether sate agency leadersto
overseethedelivery of servicesto childrenand
families,incdudingtheelimination of barriersto
access. The mission isto enhance the ability
of families to protect, nurture, educate, and
support the development of ther children so
that each child's full potentid isachieved. The
overd| god of the drategy isto shift from an
illness/treatment model to one that promotes
health, development, and well-being.

Family Resource Network. One
aspect of the Governor's Cabinet on Children
is the statewide system of Family Resource
Networks (FRNs). Theintent of establishing
the FRNs was to develop a family-centered,
comprehensive, community-based system for
the provision of social services, programs, and
facilitiesfor familiesand children. At thistime,
there are 45 Family Resource Networks
covering the 55 counties. The common
misson of the45 FRNsisto facilitate asystem
of prevention, education, and early
intervention activities amed at enabling
families, children, and their communities to
reach their fullest potentid through
community-based planning activities. The
various FRNs do not accomplish this charge
alone; all persons, organizations, and
community groups, especially consumers of
services, are invited to become active
members.
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West Virginia Children's Health
Insurance Program. Another
accomplishment of the Governor's Cabinet on
Children and Families is the West Virginia
Children's Hedth Insurance Program. On
April 9, 1998, Governor Cecil Underwood
signed into law the West Virginia Children's
Health Insurance Program (WVCHIP). This
new program can help al children get the
necessary and preventative health care they
needto grow into strong, healthy adults. Phase
| gives health cae coverage to children
through age five years whose household
income does not exceed 150% of the Federal
Poverty Level (FPL). There are about 1,700
children eligible for Phase | of WVCHIP.
Children in this phase are provided services
fromthe WV Medicaid Program. Phase |l may
help more than 20,000 children between the
ages of six and 19. Since the WV CHIP first
reviews children to seeif they may be digible
for Medicaid, there maybe another 20,000
childrenwho qudlify for Medicaid but are not
enrolled.

West Virginia Healthy Schools
Program. The second strategy is the state's
Healthy Schools Program. In acollaborative
effort, the WV Department of Education and
the WV Bureau for Public Hedlth areworking
together to facilitate the bridging of school
hedth programs with prevention programs
from hedth cae institutions and the
community at large. The purpose of the WV
Healthy Schools Program is to develop and
strengthen school health programsdesigned to
prevent important health problems and
improve educational outcomes. The WV
Department of Education and the WV Bureau
for Public Health are dedicated to extending
this program to dl county school systems
through continued professional development

opportunities. The Hedthy Schools Program
hasthree areas of emphasis: building the state
education agency and the state health agency
infrastructure for school health programs,
strengthening school hedth education to
prevent important hedth-risk behaviors and
hedlth problems, and development of national
training and demondration centers for school
heath programs. Healthy Schools focuses on
the following areas: school health education,
school health services school hedth
environment, child nutrition services, physical
education, counseling, school/community
collaboration, and teacher/staff wellness.

Worksite Health Promotion. The
workdgteis one of the best arenasfor reaching
working-age adults. Worksite hedth
promotion programs can provide the socia
support and culturd change initiatives for
modifying behavioral norms. There are three
basic categories of workste hedth promotion
and wellness programs. awareness and
education, individua behavior change
programs, and initiatives that strive toward
creating a healthy and supportive environment
at the workplace. The WV Bureau for Public
Health partnerswith the two leading forcesin
workgte health promotion in the state - the
Wellness Council of West Virginia and the
Public Employeesinsurance Agency’ s (PEIA)
“Pathways to Wellness’ program.

Wellness Council of West Virginia.
The Wellness Council of Wes Virginia
(WCWV) is dedicated to the provision of
services and programs for employers seeking
to establish and sustain results-oriented
workste wellness programs that impact the
hedth status of employees and their families.
As a charter member of the Wellness Council
of America, the nation's premier resource in
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worksite heath promotion, WCWV is able to
provideavast array of services and resources
to state organizations and their employees.

PEIA Wellness Program. An
extension of PEIA's coverage, Pathways to
Weéllness is a free wellness program available
to al state employees. Pathways is dedicated
to helping people live healthier lives through
hedth promotion and education.  Their
website contains information on the many
programs offered, low-fat recipes,
hedth-related facts, and an online programto
help users get motivated for daily exercise.
The wellness interventions that Pathways
provides to its members include health risk
appraisals, hedth screenings, newdetters,
brochures, incentive-based behavioral
modification programs, and nutrition/weight-
loss programs.

Previously offering services on a
regional basis, the Pathways program
expanded statewide at the end of 1998. There
are currently 53 public worksites enrolled in
the program, with that number expected to
increase to 110 in the year 2000. Along with
the worksite-based program, PEIA-insured
individualsreceiveacomprehensve bimonthly
hedth newsletter mailed directly to their
homes, as well asaccessto information viathe
Internet through the program's web site.

The Objectives

FLAGSHIP OBJECTIVE
OBJECTIVE 7.1. Increase the high school
completion rate of those under the age of 25
in West Virginia to at least 95%. (Baseline:
90% in 1998)
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Data Source: West Virginia Department of
Educaion (WVDOE)

OBJECTIVE 7.2. Increase to 50% the
proportion of West Virginia school districts
that have a school nurse-to-student ratio of
at least 1:1,000. (Baseline: 1:1,700 reported
inthe 1998-99 school year; statelaw mandates
1:1,500 for K-7th grade)

Data Source: WVDOE

OBJECTIVE 7.3. Increaseto 66 the number
of worksites in West Virginia that are “Well

Workplace” designees. (Baseline: 44 in
1999)

Data Source: Wellness Councils of America

OBJECTIVE 7.4. Ensure that at least 80%
of local health departments will collaborate
within their respective districts to assure the
establishment of at least one ongoing health

promotion initiative for people aged 65 and
older. (Baseline: 59.1% in 2000)

Data Source: Local Hedth Department
Annual Program Plan

Meeting the Objectives

_ Community Health Promotion. |t
cannot be stressed enough that to increase the
success of acommunity-wide intervention the
community must be the leading force in the
entire process, from needs assessment to
implementation and evaluation. People are
more receptiveto changeif they are invited to
be involved versus a governmental agency
gdaing what they are going to do. A
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community effort involving dl stakeholders
will be required to increase the high school
completionrate of West Virginia's adolescents
and young adults. The WVHPS provide
locally-based technical assstance to support
communities in their community hedth
promotion endeavors. This in turn, enables
the WV Headth Promotion Program, through
the WVHPS network, to establish and support
community hedth promotion at aloca/county
level as well as accomplishing West Virginia
Hedthy People 2010 Objectives. The
WV HPS network can also assig a community
group by linking them with other statewide
networks such as the Adolescent Health
Coordinators, Community Development
Specialists for Substance Abuse Prevention,
regiona FRN directors, PATCH groups, local
hedth departments, and other networks that
have contact with the school sysem aswell as
theworkste environment. With thisweath of
various networks, acommunity group hasthe
technical assistance resources to achieve this
important objective.

The mission statement of the Bureau
for Public Hedth in West Virginia is "To
transform and strengthen state and community
capacity to protect, promote, and improve the
hedth of the public in Wes Virginiainto the
21st century." One of the basic public hedth
services tha is ensured by dae code is
community health promotion. Currently, local
hedth departments across the date are
collaborating with various community groups
and statewide networks to assess the needs of
the communities they serve. Many of the
identified needs that have surfaced as aresult
of this process can and will be targeted at the
populations mentioned in this chapter.

46

School Health Promotion. The date
and county educationad systems ae the
primary groups that can make the objectives a
reality. They have the ability to survey and
assess the needs and perceptions of the
studentscurrently enrolled inthe public school
gystem. The state and county educational
officialscan makeany needed improvementsin
the services and programs they offer to dl
students to improve the high school
completionrate. Oneimportant caveat isthat
state and county officials cannot address this
objective alone, but need feedback and active
participation from the community. Current
models of school health services reflect an
understanding that children's physical and
mental hedth are linked to their abilities to
succeed academicaly and socially in a school
Setting.

Because school systems often partner
with businesses in other endeavors, wellness
activities should be included in this process.
For example, a "Well Workplace" desgnee
could elect to provide hedth education
instruction (after gppropriate training) to a
partner elementary, junior/middle, or high
school within their community. Hedth
education and community-based programs
delivered through persona involvement of
working men and women will benefit
tomorrow's work force as they participate in
today's classrooms.

The school setting can provide two
different opportunitiesto achieve Objective 4:
community service provided by students and
volunteer opportunities for those who are 65
and older. High school students must
complete a certan amount of community
service before they graduate from public
schools-- this creates an excellent opportunity
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to provide at least one ongoing hedth
promotion initiative for people aged 65+ by
collaborating with thelocal hedth department.

Worksite Health Promotion. The
womenand menwho composeWest Virginias
work force can become the most important
group to redlize the objective of a 90% high
school completion rate. These women and
men would not be a part of the work force if
they had not at least completed high school or
aGED program. Even though thereareafew
exceptions to this many successful people
haverisento influentia positionsthroughhard
work, dedication, work experience, and, most
importantly, a high school diploma. Those
who are interested in the worksite setting
could serve as mentors to youth who are at
risk of not completing high school.

Worksites can serve as the link
between the need for additional school hedth
nurses and the professonalswho canmeet this
need. Worksites can link state and county
educational officiaswithnursing professonals
who may be interested in donating time and
Killsto school health needs in West Virginia.

Worksite wellness programs should
extend membership to retirees in addition to
those currently employed. If theresourcesare
not available, companies can look to the
various networks and the Wellness Coundil of
West Virginiafor technical and grant-writing
assistance. These types of actions will make
this objective obtainable by 2010.
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Background

Many environmental factors have been
identified that impact human health in West
Virginia. Inchoosing environmental objectives
for the year 2010, the environmental hedth
work group concentrated on eight areas of
concern.  Of these eight broad aress,
childhood lead poisoning was chosen as the
highest priority. The blood lead levels of
children up to five years of age must be
reduced to the lowest possble levels to
prevent the consequences of this
environmental contaminant.

Thecitizensof West Virginiamust also
be provided with safedrinking water. Directly
or indirectly, four of the 14 objectives address
safe drinking water needs. Of the 1.8 million
citizens of Wed Virginia, 1.3 million are
currently served by public water.
Unfortunatdy, al of these public water
supplies do not meet the current water quality
standards. It has been estimated that $868
million will be needed within the next five
years to bring these public water systems into
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ENVIRONMENTAL
HEALTH

compliance and to provide new or extended
services to the state's citizens. An additional
$2 hillion is needed to address wastewater
problems, which only compound the state’s
water qudity problems. Discharge from
intensive livestock production areasiscausing
great concern. The increase of livestock
production in West Virginia's Eastern
Panhandle has a potentid for impacting water
quality there.

Indoor air quality is associated with
three of the 2010 objectives. Radon gas,
which is undetectable without specific tests,
has been linked to lung cancer in nonsmokers.
Only 3% of Wes Virginia homes have been
tested for radon gas to date. Testing of many
more homes must be accomplished within the
next 10 years so that homeowners and their
families are protected from radon and its
harmful consequences.

Secondhand tobacco smoke exposes
the nonsmoker to tobacco’'s constituents,
which are responsible for respiratory disease,
cardiovascular disease, and lung cancer. The
passage of clean indoor air regulations by all
counties in West Virginia can provide
protection from such exposure.
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Preserving the quality of the air we
breathe is of great concern. Mantaning or
surpassing the national air qudity standardsis
the only way we can guarantee a safe
atmosphere to breathe. Many Wes Virginia
residents suffer from chronic obstructive
pulmonary disease. It is hard for them to
bresthe even when the air meets nationa
standards. We mug insure that our ar
remains at the current quality or improves.

Every year several West Virginians are
treated or die asa result of carbon monoxide
poisoning. We must educate the public
concerning carbon monoxide to reduce these
deaths and poisonings.

Theseenvironmental healthissueshave
been recelving increased scrutiny throughout
the past several years. Many agencies from
separate segments of state government,
environmental groups, and privatecitizens are
involved in the business of protecting the
public from environmenta hazards. Only
through cooperation will goals be achieved.

The Objectives

FLAGSHIP OBJECTIVE
OBJECTIVE 8.1. Reduce the number of
West Virginia children between the ages of
one to five with blood lead levels of 10ug/dL
or greater to 0. (Baseline: an estimated 2,262
in 1999)

Data Sources: Centers for Disease Control
and Prevention (CDC),National Hedth and
Nutrition Examination Survey (NHANES);
West Virginia Bureau for Public Hedth
(WVBPH), Office of Maternd, Child, and
Family Health (OMCFH), reportable
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childhood disease data; WV BPH, Office of
Epidemiology and Heath Promotion (OEHP),
Hedlth Statistics Center (HSC)

Lead poses a serious environmental
threat becauseof itstoxic effect on thevarious
body systems. Thishazardis greatly magnified
in children, especially those aged one to five.
At these ages, the child’s rapidly developing
body systems aremore susceptibleto thetoxic
effects produced by an exposureto lead. The
prevalence of blood lead levels in the one to
five age group has been reduced over the past
few years, according to the CDC's National
Health and Nutrition Examination Survey.
The NHANES |11 survey estimates that 2.2%
of all children aged oneto fivehaveblood lead
levels of 10 pg/dL or greater. Using datistics
provided by the WVBPH’s Health Statidics
Center (HSC), an estimated 102,825 children
in the state have apotentid for exposure, with
agoproximately 2,262 having blood lead leves
of 10 pg/dL or gredater.

OBJECTIVE 8.2. Increase to 50% the
number of homes built before 1950 in which
testing for lead-based paint has been
performed as a means to reducing childhood
lead poisoning. (Baseline: 9% of homes
tested in 1993)

Data Source: CDC, Nationd Center for
Health Statistics (NCHS), National Health
Interview Survey (NHIS); WVBPH, Office of
Environmental Health Services (OEHS)

Lead paint found in older housing is
believed to be the man source of
environmental lead exposurefor childreninthe
home. The incidence of high blood lead levels
disproportionally affects the lower income
families who occupy the older homes, with
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minority children at high risk. Older homes
must be tested to identify sources of lead to
mitigate the health hazard. Testing for lead-
based paint in these homes will require an
increase in manpower. As of 1993, 9% of the
homes had been tested.

OBJECTIVE 8.3. Reduce water-related
adverse health effects by increasing to at
least 95% the proportion of people served by
community water systems who receive a
supply of drinking water that meets the Safe
Drinking Water Act regulations. (Baseline:
Of the 1.8 million state residents, 1.3 million
were served by public water in 1999, with an
estimated 90% operating in full compliance
with the Safe Water Drinking Act.)

Data Sources: Exising EPA Potable Water
Surveillance System (PWSS)/Safe Drinking
Water Information System (SDWIS);
WVPBH, Office of Environmental Health
Services (OEHS), Division of Environmental
Engineering

The 1.8 million residents of West
Virginia mugt have potable drinking water to
remain heathy. The Safe Drinking Water Act
mandates that all public water sysems,
whether obtained from ground or surface
supplies, mug provide potable water to their
customers. Approximately 1.3 million West
Virginiansare currently served by publicwater
sysems. Of these, not al are providing water
that meets the standards established under the
Safe Drinking Water Act. These systems need
to be upgraded to the minimum standards to
protect the public hedth. Additional citizens
who lack a source of potable water need to
gain accessto public supplies or attach to new
systems to meet their lack of service.
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OBJECTIVE 8.4. (Developmental) Reduce
the threat to human health and the
environment by controlling discharge from
intense livestock production operations.
Note: Intense livestock production includes
raising in a limited space large numbers of
cattle (dairy and beef), swine, or birds

(chickens, turkeys) for food or food products.
(Baseline data available in 2001)

Data Sources: Clean Water Act Reports,
Environmental Protection Agency (EPA); U.S.
Department of Agriculture.

Intense livestock production has been
implicated in the creation of a problem with
psyteria in the Eastern Panhandle sreams.
Control of runoff from these livestock areas
will be necessary to maintain the water quality
in this area of the Sate.

OBJECTIVE 8.5. Reduce infectious and
parasitic diseases caused by poor water
quality by providing overall environmental
services such as sewer service, wastewater
treatmentservice, and potable drinking water
to an additional 10% of the total population
in West Virginia. (Baseline: 72% of West
Virginians had adequate sewage disposal
systems in 1999.)

Data Sources: |nfrastructure Council, West
VirginiaDivision of Environmental Protection
(WVDEP) data, sewer construction grants
program

Seventy-two percent (72%) of West
Virginia residents were served by approved
sawage disposal systemsin 1999. It has been
estimated that it will take $2 billion to makeall
necessary improvements to serve dl stae
residents. The reduction of infectious and
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parasitic diseases can be enhanced by
increasing the number of citizens who have
approved sewage disposd. In addition,
wastewater from population areas, industries,
and intense livestock production operations
are creating adeleterious effect on water use
for recreational as well as surface supplies
downstream from their discharge. These
discharges greatly increase the potential for
diseaseif theeffluentsarenot properly treated.

OBJECTIVE 8.6. Maintain the average
number of outbreaks of waterborne disease
arising from water intended for drinking to
no more than .5 per year

8.6a. Maintain the average number
of outbreaks of waterborne disease among
people served by community water systems to
no more than .25 per year. Note: Includes
only outbreaks from infectious agents and
chemical poisoning from water intended for
drinking. Community water systems are
public or investor-owned water systems that
serve large or small communities,
subdivisions, or trailer parks with at least 15

service connections or 25 year-round
residents. (Baseline: 0in1999)

Data Sources: CDC; NCHS; SDWIS

OBJECTIVE 8.7. (Developmental)
Maintain an average number of beach
closings and water recreational use
restrictions due to harmful bacteria at 1 or
less.

8.7a. Beach closings (Basline data
available in 2001)

8.7b. Water recreational use
restrictions (Baseline data available in 2001)

Data Sources: EPA,Clean Water Act reports;
WV BPH, OEHS, sanitarian monthly reports
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OBJECTIVE 8.8. (Developmental) Reduce
by 25% the potential human exposure to
toxic chemicals by reducing the number of

watersheds with contaminant problems.
(Baseline data available in 2001)

Data Sources: Nationa Water Quality
Monitoring Program; contaminant datainfish,
sediment, and water, fish health, or biomarker
metrics (U.S. Geologic Survey, Water
Resources Division); gate fish contamination
survey data sets; States and Regional Agency
assessment data, WVDEP Tri database.

Watershedswithin the state have been
contaminated by wastes from industry
discharges and waste disposal stes. The
chemical industry has in the past disposed of
waste in landfills across the area. These
disposal sites are now leaking chemicads into
the watershed. One of the main concerns for
the West Virginia Division of Environmental
Protection involves dioxins and furans, long-
lived chemicals that have been associated with
cancer at extremely low concentrations. The
exposure to these chemicals should be
minimized. Fish consumption advisories have
beenissued inthe past for the Kanawha River.
Anglers have been warned not to eat bottom
dwelling fishbecause thesefishbio-accumulate
contaminants such as dioxins.

OBJECTIVE 8.9. Increase to at least 40%
the proportion of homes in which
homeowners/occupants have tested for radon
concentrations and that have been found to
pose minimal risk or have been modified to
reduce risk to health, as a means to reduce
the incidence of lung cancer. (Baseline:

3% or 17,000 homes in WV in 1999)
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Data Source: WVBPH, OEHS, Radon

Program database

Radon gas, anatural decay product of
uranium found in most soils, is believed to
cause severd thousand cases of lung cancer
annually in nonsmokers across the nation.
This colorless and odorless gas can remain
undetected, especially during the heating
season. It gains entrance into structures via
minute cracks in basements or from wells in
the soil under thehome. Severd areasin West
Virginia have been identified as hot spots for
radon. With only 3% of the homes in West
Virginia tesed for radon to date, however,
few citizens know if they are at risk for
exposure. All residences in the state need be
tested to prevent the occupants from exposure
to this potentia carcinogen.

A recent law makes it mandatory for
dl laboratoriesdoing radontegting to report to
the Radiation, Toxics, and Indoor Air Division
of the Office of Environmental Health. This
law will greatly increase the data available to
this divison.

OBJECTIVE 8.10. Reduce the prevalence of
respiratory disease, cardiovascular disease,
and cancer resulting from exposure to
tobacco smoke by increasing to 100% the
number of counties with clean indoor air
regulations. (Baseline: 41 of 55 countieshad
regulations in 1999)

Data Sources: WVBPH, OEHP, West
Virginia Tobacco Prevention Program,
Caalition for a Tobacco-Free WV

According to the Coadlition for a
Tobacco-Free West Virginia, exposure to
secondhand smoke in public buildings posesa
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seriousthreat to human health. Asof 1999, 41
of West Virginias 55 counties had clean
indoor air regulations to protect the
nonsmoking public.

OBJECTIVE 8.11. Reduce deaths and
nonfatal poisonings from carbon monoxide.

8.11a. Decrease by 15% the number
of nonfatal cases of carbon monoxide
poisoning in West Virginia. (Baseline: 35
nonfatal casesin 1997)

8.11b. Decrease by 25% the number
of deaths due to unintentional carbon
monoxide poisonings in West Virginia.
(Baseline: 5 deathsin 1997)

Data Source: National Vita Statigics
Sydgem (NVSS), CDC; NCHS; Hospita
discharge reports, WVBPH, OEHP, HSC

Carbon monoxideis another toxic gas
that causes 200 deaths and about 5,000
injuries per year acrossthe United States. The
incidence of carbon monoxide poisonings in
the home must be reduced to the minimum, if
not eliminated.

OBJECTIVE 8.12. Improve the state's
health and air quality by reducing emissions.

8.12a. Increase to 10.8 the
percentage of trips made by bicycling.
(Baseline: 0.9% in 1995)

8.12b. Increase to 10.8 the
percentage of trips made by walking.
(Baseline: 5.4% in 1995)

8.12¢c. Increase to 3.6 the percentage
of trips made by transit. (Baseline: 1.8%)

8.12d. Increase by 150% the number
of Americans who telecommute. (Baseline
data available from the Federal Highway
Administration [FHA] in 2000)
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Data Sources: Bicycle Federation of America,
FHA; National Personal Transportation
Survey (NPTS) conducted every 5 years, U.S.
Census.

Improving the ar qudity in West
Virginiais aeffort to which every citizen can
contribute. By becoming less dependant on
vehicles for short trips, we can eliminate
emissions. Bicycling, walking, and using mass
trangt systems will all reduce nitrous oxide
discharges. Increasngtheuse of the computer
can also help reduce emissions.
Telecommuting allows one to work a home
instead of driving to a workplace. The
incorporation of these ideas can go a long
way to improving our air quality.

OBJECTIVE 8.13. Maintain or surpass
national air quality standards so that the air
will remain safer to breathe for 100% of the
people living in all areas of West Virginia.
(Baseline: All areas of WV were meseting
national Air Quality Standards as of 1999.)

Data Source: WV DEP, Office of Air Qudlity

All West Virginiansmust haveclean ar
that meets or exceeds the minimumfederd air
quality standards. Sources of air pollution
must be minimized. Stationary sources must
employ technologies to minimize impact on
this vital resource. Many state citizens suffer
from chronic obstructive pulmonary disease
and can detect even minute changes in the
quality of the air they breathe.

OBJECTIVE 8.14. Reduce environmentally
related respiratory and other health effects
by maintaining the generation of municipal
solid waste to the 1996 level of 4.0 pounds
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per person per day or less. (Baseline: 4.0

pounds per day in 1996)

Data Sources: EPA; WVDEP, Office of
Wage Management; WV DEP Officeof Public
Information, tonnage reports.

The reduction of solid waste digposed
of inour landfills will benefit us al. Not only
will we lengthenthelife of our landfillsbut we
will reduce energy costs and pollution by
requiring fewer trips by the waste collectors.
We will also reduce any future need to export
waste where it may be incinerated. The
average amount of solid waste generated in
West Virginia is 4.0 pounds per person per
day, below the national average. We need to
maintain this level or try to reduce it; more
recycling could asdst in this area The
challenge, however, is to make recycling
affordable. Approximately 45% of the waste
(paper, glass, plagics, and metas) currently
going into our landfills could be recycled.
Recycling saves energy, which reduces the
need for additiond generation that contributes
to air pollution.

Meeting the Objectives

Health Promotion Channels for
Achieving Objectives:
Worksites
Schools
Public Health Programs
Networks
Health Care System
Higher Education
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Meeting the environmental objectives
in this document will require the cooperation
of many agencies, groups, and individuals.
The regulation and protection of
environmental resources are fragmented
between several state agencies and offices
within Wegt Virginia All agencies involved
must coordinate their efforts toward these
common gods for them to be reached or
mantained. The Weg Virginia Division of
Environmental Protection has primary
responsibility for solid waste, hazardouswaste,
ar quality, and wastewater issues. The West
VirginiaBureau for Public Hedth has primary
responsibility for drinking water, indoor air,
childhood lead poisoning, radon, recreational
water use, healthy behaviors, and clean indoor
air. The Department of Agriculture has the
lead in issues related to intense livestock
production.

We must employ dl resources at our
disposd to work toward our objectives. One
resource, which is just now becoming readily
available, is the Geographica Information
Systems (GIS) employed by the Office of
Environmental Hedth and the Divison of
Environmental  Protection. Usng GIS
technology to layer information concerning
sewage discharges, water intakes, well
locations, disease outbreaks, high childhood
blood lead levels, pollution sources, areas
served by public sewage and water sysems,
radon testing, homes tesed for lead paint,
contaminated watersheds, hazardous wase
sites, and many more, we can for thefirst time
see the big picture. This could enable us to
foresee the future, preventing disease with
better efficiency and conserving our natural
resources for future generations.
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Work Group Members

Joseph A. Wyatt, RS, Work Group Leader,
Assstant Director, Public Hedth
Sanitation Divison, WVBPH

Ronad K. Forren, RS, Director, Public
Health Sanitation Division, Office of
Environmental Health Services

Karen Hall-Dundas, RS, Sanitarian Cabell-
Huntington Health Department

Crag Cobb, Engineer, Environmental
Engineering Division, Office of
Environmental Health Services

Donna Gorbey-Michad, Office Assstant,
Fairmont Digrict Office, Public Hedth
Sanitation

Beattie DeBord, Radiation Technologist,
Radiation Toxics & Indoor Air
Divison, Office of Environmentad
Health Services

Terry Polan, Chief Engineer, WV DEP Office
of Air Qudlity
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For More Information

Public Hedth Sanitation Division

Office of Environmental Health Services

815 Quarrier Street, Suite 418

Charleston, WV 25301

Phone: (304) 558-2981; Fax: (304) 558-1071

Visit the Hedthy People website at:
www.wvdhhr.org/bph/hp2010/
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Background

Since 1970, the West Virginia Bureau
for Public Hedth (WVBPH), Office of
Maternal, Child & Family Health (OMCFH),
Family Planning Program hasreceived Federal
Title X funding to support the mission of
providing education, medicd, socia, and
referral services to asgst individuals in
determining the number and spacing of their
children. To achieve this misson, the Family
Planning Program supports 143 hedth centers
that provide quality comprehensive medicd,
educational, and contraceptiveservicestolow-
income women, men, and adol escents.

A 1998 report from the Alan
Guttmacher Institute identified the United
States as having one of the highest rates of
unintended pregnancies found in Western
nations. The legal abortion ratein the U.S. is
similar to that of many countries in Latin
America where abortion is illegd and
contraceptives are not widely available.
Additionally, in the United States, 9 in 10
womenwho are sexually active, fertile, and do
not wish to become pregnant report
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9
FAMILY PLANNING

that they use a contraceptive method, yet half
of the six million pregnancies in the United
States are accidental, unplanned, and often
unwanted. Among teenagers, 8 in 10
pregnancies are unintended.

In 1998 Wes Virginia had 78
pregnancies occur per 1,000 women ages 15-
44 compared to 111 per 1,000 in the United
States. Of these pregnancies, 62% result in
live births, 23% in abortions, and the
remaining in miscarriages.  Annually, 85
pregnancies occur per every 1,000 women
aged 15-19inWest Virginia, compared to 112
pregnancies per 1,000 women of these agesin
the United States. Of these 85 pregnancies,
66% result in live birthsand 19% in abortions.
West Virginia ranks 36" in the nation in
teenage pregnancies. Thirty-one percent
(31%) of total Wed Virginia births were to
unmarried women.

In 1998, 33.2 million women across
the nation, indluding 4.9 million teenagers, are
in need of contraceptive servicesand supplies.
In West Virginia, 188,280 women, including
36,300 teenagers, areinneed of these services.
Of these totals, 15% of the women ages 15-
44 in the United States are living in poverty
and 17% are without private health insurance
or Medicad; in Wes Virginia, 19% of the
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women ages 15-44 are living in poverty and
19% arewithout health insurance or Medicaid.

Wes Virginia ranks second in the
naion in providing contraceptive services to
women in need, serving 73,710 women and
24,310 teenagers in 1998. This, however,
represents only 63% of al women and 67% of
al teenagers in need of such services. These
numbers identify the need to expand date
efforts to increase access to contraceptive
servicesand education and to increase funding
to avert unintended pregnancies among the
young, the unmarried, and the poor.

The Adolescent Pregnancy Prevention
Initiativeisafocus areaof the Family Planning
Program, targeted to reduce the number of
pregnancies among adolescents through
improved decision making sKills, abstinence, or
access to contraceptive services.

Separate from contraceptive issues is
the focus on increased efforts to support
Abstinence Only educationd programs. The
purpose of these programs is to support
education and activitiesdesigned to encourage
sdlf-esteem building and decision-making, with
the god of postponing sexua activitiesamong
teenagers. According tothe 1999 Y outh Risk
Behavior Survey, inthe United States, 47.6%
of female studentsand 52.2% of male sudents
in grades 9-12 reported having engaged in
sexual intercourse; in West Virginia, 51.3% of
females and 57.9% of males reported having
engaged in sexud intercourse. Besides the
risk of unintended pregnancies is the risk of
STD’s, sexual abuse, loss of educationa
opportunities to teen parents, and increased
numbers of families in poverty.
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The Hedthy People 2010 Family
Planning objectives identified for West
Virginia support ongoing national efforts to
improve the health and future for families by
assuring their ability to avoid unintended
pregnancies.

The Objectives

FLAGSHIP OBJECTIVE
OBJECTIVE 9.1. Increase to at least 70%
the proportion of all pregnancies among

women 15-44 that are planned (i.e.,
intended). (Baseline: 54.8% in 1995)

Data Source: Wes Virginia Bureau for
Public Health (WVBPH), Office of Maternal,
Child & Family Health (OMCFH), Pregnancy
Risk Monitoring System (PRAMYS)

In 1995, gpproximatey 45% of dl
pregnancies in WV were unintended (women
wanting to bepregnant later or not at all). By
providing confidential information, services,
and contraceptive methods, women, men, and
adolescents are able to determine the timing
and spacing of their children. Unintended
pregnancy is associated with insufficient
participation in prenatal care, smoking and
substance abuse during pregnancy, and low
birthweight infants.

OBJECTIVE 9.2. Reduce pregnancies
among females ages 15-17 to no more than
40 per 1,000 adolescents. (Baseline: 43 in
1996)

Data Source: Nationa Campaign to Prevent
Teen Pregnancy
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The vast magority (85%) of
pregnancies among teens are not fully planned
or intended. Rather, they result fromaccidents
or the teen's ambivaence about pregnancy,
confusion about preventing it, and sometimes
faillure to make any clear decisions about
abstinence, sexua activity, or contraception.
Adolescent pregnancy occurs as a result of a
number of combined factors, including family
background and vaues, low sdf-esteem,
pressures to have sex, lack of communication
skills, lack of perceived risk, lack of a
supportive environment to delay sex, and lack
of srong intentions to avoid pregnancy.

OBJECTIVE 9.3. Reduce to no more than
12% the proportion of individuals aged 15-
19 who have engaged in sexual intercourse
before the age of 15. (Baseline: 15.3% in
1997)

Data Sources: Kids Count, Special Report,
When Teens Have Sex: Issues and Trends,
WV Depatment of Educaion (WVDOE),
Office of Hedlthy Schools(OHS), Y outh Risk
Behavior Survey (YRBS); West VirginiaKids
Count

Early sexud activity isdirectly related
to adolescent birth rates and sexudly
transmitted infections. The younger theteen,
the less likely he or she will be to use
contraception or to use it effectively. Sexual
activity hasrisen dightly among those younger
than 15, the group least likely to use
contraception.

OBJECTIVE 9.4. Increase the number of
schools doing surveys and reporting data

related to abstinence and contraception.
(Baseline: 29 schools in 1999)
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Data Source: WVDOE

Additional information pertaining to
important health-risk behaviors could be
collected if additional quedions related to
abstinence and contraceptive use were added
to surveys and if the number of high schools
surveyed was expanded.

Theresultsof the YRBS adminidrated
to West Virginia students in grades 9-12 was
designed to monitor priority health-risk
behaviorsthat contributeto the leading causes
of disease, death, and social problems among
youth. Thesebehaviorsfall into six categories:

1. behaviors that result in
unintentiond and intentiond
injuries

2. tobacco use

3. alcohol and other drug use

4, sexual behaviors that result in

HIV infection, other sexudly
transmitted diseases (STDs),
and unintended pregnancy

5. dietary behaviors

6. physicd activity

Results have been used by the
Department of Education, locd school
districts, and numerous other state agencies
and groups to: (1) support the need for
statewide expangon of the Wes Virginia
Healthy Schools Program; (2) focus school
hedth teacher training and instructional
programs, and (3) monitor progress in
achieving state and national education goals.
It is imperative that efforts to reduce teen
pregnancy be based on an accurate
understanding of patterns and trends in the
sexual behaviors of both teen girls and teen
boys.
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OBJECTIVE 9.5. Increase by 5% the
proportion of sexually active, unmarried
individuals aged 15-19 who use
contraception that both effectively prevents
pregnancy and provides barrier protection
against disease:

9.5 Use condom (Baseline: 58.9%
in 1997)

9.5b. Use contraception (Baseline:
41.3% in 1997)

Data Sources: Kids Count, Special Report,
When Teens Have Sex: Issues and Trends,
NSFG Family Planning data

Sexual intercourse without
contraception putsateen at risk of unintended
pregnancy and of contracting STDs, including
HIV/AIDS. Being a successful user of
contraception is difficult, even for adults. It
requires motivation, attentionto detail, aclear
understanding of conseguences, and aneye on
the future — qualities not always associated
with adolescents. A sexudly active teen who
does not use contraception at all has a 90%
chance of pregnancy within one year. All
teens should be educated about contraception
even if they are firmly committed to
abstinence. Teens who are sexuadly active
should have access to and use contraception.

OBJECTIVE 9.6.  Decrease number of
teens aged 15-19 who report being sexually
active. (Baseline: 40.4% in 1999)

Data Sources: Kids Count, Specia Report,
When Teens Have Sex: Issues and Trends,
WVDOE, OHS, YRBS, Kids Count Specid
Report

Teenslack the developmental maturity
to consider and act upon the possible
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consequences of their actions, for themselves
or others. Instead, they are prone to be risk-
takers who perceive themsdves as operating
behind a shield of assumed invulnerability.
Teens need factual information and detailed
instructions on how to avoid pregnancy and
sexually transmitted disease through
contraception. Teens must have more
education about human sexuality that includes
a basic acceptance of self-worth, a greater
sense of dignity and future.

Meeting the Objectives

Health Promotion Channels for
Achieving Objectives:
Worksites
Schools
Public Health Programs
Networks
Health Care System
Higher Education

Some of the organizationsthat will be
leading the initiatives to reach the 2010
objectives include:

WV Family Planning Progranw/Office of
Maternal, Child & Family Hedlth

(OMCFH)

WV  Adolescent Pregnancy Prevention
InitiativelOMCFH

WV Depatment of Education, Office of
Hedthy Schools

West VirginiaState Task Force on Adolescent
Pregnancy and Parenting

WV Abstinence Only Education/OM CFH

Adolescent Hedlth InitiativelOM CFH

Right From The Start/OMCFH
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Work Group Members

Denise Smith, MS, Work Group Leader,
CHES, Family Planning Program
Specidist, OM CFH

Ann Williams, BSN, MS-HCA Director,
Family Planning Program, OMCFH

Patty Pearson, BS, Family Planning Program
Specidist, OM CFH

Judy McGill, MSN, Director, Division of
Perinatal and Women's Health,
OMCFH

Diane Kopcia, MSN, Former Director,
Women's Services, OMCFH

Savolia Spottswood, Director of Minority
Health Program, Racial/Ethnic
Populations, Rurd Hedthy Policy,
Office of Community and Rural Health
Services

Sharon Lewis, LSW, Executive Director,
Women's Health Center of WV, Inc.

Susan Thompson, Executive Director, Girl
Scouts Black Diamond Coundil

Brenda Isaac, RN, Kanawha County Schools

Martha Cook Carter, RN, CNW, Director,
WomenCare

Ken Selbe, Director, Perinatal Programs-
Maternity Services, OMCFH

Karen Merriman, RN, MSN, Vice President
for Academic Life, Universty of
Charleston

Patricia Kely, MD, Professor, Adolescent
Medicine, Marshall University

Donna Bolden, Marshd| Universty

Ann Dacey, RNC-NP, Depatment of
OB/GY N, Wes Virginia Universty

Felice Joseph, PharmD, PEIA

Brenda Donithan, RN, Mercer County Board
of Hesalth

Gary Gunnoe, Charleston Police Department,
DARE Unit
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Charlotte Flanagan, Director of Program
Services, March of Dimes

Trina Bartlett, MSW, Adolescent Health
Coordinator, Community Coundal of
Kanawha Valley, Inc.

Elizabeth Carr, RN, Braxton County Health
Department

DeeAnn Price, RN, Women's Services,
BCCSP, OMCFH
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For More Information

Family Planning Program

Office of Maternal, Child, & Family Health
350 Capitol Street, Room 427

Charleston, WV 25301-3714

Phone: (304) 558-5388; Fax: (304) 558-2183

Visit the Hedthy People website at:
www.wvdhhr.org/bph/hp2010/
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Background

The number of illnesses due to
common and emerging food- bor ne pathogens
reported annually is on therise. The Centers
for Disease Control and Prevention (CDC)
receive confirmed reports of thousands of
food-borneillnesses each year, including many
deaths. However, it is estimated that tens of
millions of individuals become ill from
consuming contaminated food, and of these
thousands die. West Virginiais no different
than the rest of the nation. While the number
of illnesses reported annudly in the sate is
only inthe hundreds, it isrecognized that only
a small percentage of the cases is actually
reported.

For most individuds, a case of food-
borneillness may mean only minor symptoms,
inconvenience, and a couple days awvay from
work or school. These people may never seek
medical attention and never receiveadiagnoss
nor have this illness reported. For others,
more severe symptoms may lead them to their
family doctor or the local emergency
department. There a diagnosis may be
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10
FOOD SAFETY

provided, but without laboratory specimens
and results no report is ever made. In West
Virginia, while strides are being made,
accesshility to hedth care may contributeto a
lower reporting rate.

While normally hedlthy individual smay
fdl victim to foodborne illness from heavily
contaminated foods, some individuals may be
stricken by foods contaminated to a lesser
degree. The very young, the elderly, and the
immuno-compromised are at a higher risk of
illnessesfrom al sources, including foodstuff.
As West Virginids population ages, and
chronic diseases continue their prevaence,
foodborne illness is likely to grow as a
concern.

Many factors combine to make food-
borne illness a growing problem in West
Virginia and across the nation. As noted
above, an increased number of people are at
greater risk due to increased age and
compromised immune systems for other
reasons. The genera population islesslikdy
tofollow safe food preparation practicesinthe
home. This may be due to a belief that the
United States food supply is innately safe
and/or the lack of training in safe food
preparation practices in school and at home.
Thereisanincreasngly diverse food industry.
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Employees of the food service industry are a
lage and very diverse group. There is
generdly ahighturnover rate and theremay be
language barriers and literacy issues. In
addition, there is no standard system for
worker training or certification among states
or even across counties in the State of West
Virginia. Food supplies are no longer only
locally grown and produced. Many foods
found in the grocery store are just aslikely to
have been produced outside the country as
within. Growing methods and food handling
practices, as well as illness in food handlers,
increases the chances of food contamination.
We are dso seeing new and emerging
pathogens. As microorganisms grow, they
adapt and evolve in their environments.
Organisms not previously known to cause
illness in humans are now identified as the
cause of illnesses and outbreaks. We are aso
seeing unexpected organismsinfoodsthat may
be resistant to previously effective antibiotics.

Food-borneillnessis a result of many
factors coming together at one point in time.
If no pathogens are present in food, then
subjecting that food to temperaturesfavorable
to organism growth and toxin production will
not result in illness. However, just because
pathogenic organisms are present does not
mean illness is inevitable. If food is handled
properly; kept refrigerated to prevent
pathogen growth, cooked to destroy
pathogens, and separated to prevent
contamination of other foods, food-borne
illness is unlikely. But each pathogen is
different. Some require large numbers of
organiamsto causeillness, while othersrequire
only small numbers. Just as people differ in
their susceptibility to illness, organisms differ
in their ability to cause illness Preventing
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food-borne illinesses requires due diligence on
everyone's part. Proper food handling can
reduce contamination, prevent pathogen
growth, and prevent toxin production, thereby
preventing food-borne illness.

The Objectives

FLAGSHIP OBJECTIVE

OBJECTIVE 10.1. Reduce by 20% for
bacteria and 10% for parasites the number
of illnesses/infections caused by common
and emerging human food-borne pathogens
including the following: (Note: Toxoplasma
gondii is not reportable in West Virginia;
therefore it is not included in the state
objective.)

10.1a. Salmonella species

10.1b. Campylobacter jejuni

10.1c. Escherichia coli O157:H7*

10.1d. Cryptosporidium parvum*

10.1e. Cyclospora cayetanensis*

* These diseases did not become
officdly reportable until August 3, 1998.

Data Sources: Wes Virginia Bureau for
Public Health (WVBPH), Office of
Epidemiology and Health Promotion (OEHP),
Division of Surveillance and Disease Control
(DSDC)

OBJECTIVE 10.2. Maintain the number of
deaths due to infections from Listeria

monocytogenes at or below one per year.
(Baseline: 1 from 1994-98)

Data Source: WVBPH, OEHP, Hedth
Statistics Center (HSC)
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OBJECTIVE 10.3. Reduce the number of
food-borne outbreaks of Hepatitis A and
Norwalk virus. (Note: Norwalk virus is not
reportable in West Virginia; therefore our
only data on this pathogen would be from
investigations of outbreaks of illness.)
(Baseline: 9 cases of HepatitisA in 1998)

Data Source: WVBPH, OEHP, DSDC

OBJECTIVE 10.4. (Developmental) Reduce
the occurrences of the following factors in
retail food establishments:
10.4a. improper holding
temperatures;
10.4b. inadequate cooking;
10.4c. poor personal hygiene;
10.4d. contaminated equipment, and
10.4e. foods from unsafe sources.

(Baseline data avail able in 2000)

Data Sources: Loca health department
inspection reports; WVBPH - Division of
Public Health Sanitation food surveys
conducted at local hedlth departments. (The
current inspection sysem would not separate
improper holding temperaturesand inadequate
cooking; in fact, inadequate cooking would
most likely not bedocumented. However, the
2000 legislature is expected to consider and
pass the adoption of the 1999 FDA model
Food Code that would provide this
information.)

OBJECTIVE 10.5. Maintain the number of
deaths from food-induced anaphylaxis at or
below one per year. (Baseline: 1 in 1997)

Data Source: WVBPH, OEHP, HSC
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Meeting the Objectives

Health Promotion Channels for Achieving
Objectives:
Worksites
Schools
Public Health Programs
Networks
Health Care System
Higher Education

In order to reduce the incidence of
food-borne illiness, dl food handlers, whether
producers, wholesalers, or retailers, must
understand and employ proper food-handling
and preparation practices. Regulatorsand the
food industry must work together to educate
workers about proper methods of growing,
harveding, preparing, and packaging foodsto
prevent contamination. We must insure that
workers entering the food industry have
knowledge of safe food handling techniques
and practices. Outbreaksof illnessmay spread
rapidly if no action is taken to hdt them, and
action requires timely information. Hedth
careprovidersmust understandtheimportance
of reporting suspected and confirmed cases of
food-borne illness quickly.

Many agenciesareinvolved ininsuring
safe food for consumers. The West Virginia
Departments of Health and Human Resources
and Agriculture arelead agencies. Inaddition,
the West Virginia University (WVU)
Extension Service can provide educational
information to both industry and consumers.
Our schools, both K-12 and higher education
institutions, can providefood industryworkers
who enter the job market with knowledge and
skills necessary to help insure safe food.
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Work Group Members

Karol Wadlingford, Work Group Leader,
Kanawha-Charleston Health
Department

LindaJones, Public Hedth Sanitation Division

Stanley Mills, Cabdl-Huntington Health

Department

Rice, Jefferson

Department

Jan Charminski, West Virginia Department of
Agriculture, M eat and Poultry Division

Mary Dooley, Concerned citizen

Sally Summers, WV U Extenson Service

Paul Sagb, Shepherd College

Darlene Kestner, Aramark Thomas Memorial

Sue Ellen Ensign, Olive Garden Restaurant

Judi County Heslth
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For More Information

Kanawha-Charleston Health Department

108 Lee Street East

Charleston, WV 25301

Phone: (304) 348-8050; Fax: (304) 348-8054

Visit the Hedthy People website at:
www.wvdhhr.org/bph/hp2010/
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Background

The broad scope of the Hedthy People
2010 initiative reaches across demographic
and geographic boundaries. A wide variety of
diseases and lifestyle behaviors are addressed.
Intended to influence institutions, policies,
programs, and individuals, Healthy People
2010 represents the most comprehensive,
categorical approach to initiating postive
change in hedlth behaviors ever undertaken.

It has been recognized that the
establishment of effective communication
methods and practicesisvital to the success of
any health promotion or disease prevention
campaign.

The mission of public health in West
Virginiainvolves creating the environment, or
“context,” in which people can be hedthy.
Advancing hedthy lifestyle education to the
public involves the employment of effective
communication strategies. Likewise,
communicating data and information to
policymakers, stakeholders, and public hedth
practitionersis essential to creating thedesired
context.
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11
HEALTH
COMMUNICATION

Due to geographic and demographic
realities, West Virginia faces dgnificant
challengesincertain areas of communications.
West Virginia is a very rura state with a
relatively small population; therefore, our mass
mediaoutlets arefewer than urban areas. The
populationinthe stateisalso aging and the per
capita income lags behind the rest of the
country. These two factors, income and age,
combineto contributeto thelow percentage of
homes in West Virginia with access to the
Internet. Yet, as our population becomes
older, they become moreinterested in hedlth-
related issues. They represent an audience
waiting to be served.

In addition, some behaviora risk
factors are more pronounced at lower income
or education levels. The public system already
has some channels in place to reach this
population. These channels can be utilized to
assist in mounting an organized
communications campaign.

Clearly, the audiencefor public hedth
messages is growing, and our ahility to
develop and disseminate those messages
effectively needsto grow proportionately.
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Rapidly developing advances in
science, technology, and medicine draw more
attention daily from the mass media. Our
cgpecity to meet that opportunity with
credible, helpful information needsto be able
to increase as well.

The audiences for health
communications messages are varied, from
policymakers, to public health and health care
workers, and ultimaely to the generd
population, to whom we hope to provide
access to better health strategies.

Developing our capacity to use a
variety of traditional and emerging mediumsto
reach the public health community and the
genera public are the critical goals of these
objectives.

The Objectives

OBJECTIVE 11.1. Increase to 75% the
percentage of local and statewide media
outlets within West Virginia that have the

capability to receive electronic press releases
via the Internet. (Baseline: 38% in 2000)

Data Source: Wes Virginia On-Line Media
Guide

Establishing methods of distributing
information to the variety of mediaoutlets in
West Virginia more equitably would assist
public health communications in providing a
morecongstent format and instant accessbility
to public health messages.

OBJECTIVE 11.2. (Developmental)
Increase by 100% the number of local health
departments within West Virginia that have
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established an electronic Internet link with
local media outlets for press releases and
news alerts. (Baselinedataavailable in2001)

Data Source: West VirginiaBureaufor Public
Health (WVBPH), Office of Community and
Rural Health Services(OCRHS), L ocal Health
Department Annual Program Plans

A reliable electronic communications
network for all date and local health
department entitiesisvital to establishing and
maintaining the credibility of emergency public
health communications, particularly in dealing
with emerging issues such as bioterrorism.
Internet communications channels can aso be
extremely useful in disease reporting,
accessing databases, and disseminating public
health alerts and messages.

FLAGSHIP OBJECTIVE
OBJECTIVE 11.3. (Developmental)
Increase by 100% the number of local health
departments within West Virginia that have
developed a long-range comprehensive
strategic communications plan focusing on
key public health issues. (Baseline data
available in 2001)

Data Source: WVBPH, OCRHS, Locd
Health Department Annua Program Plans

The public hedth arenaencompassesa
wide variety of issues and disciplines. The
West Virginia Bureau for Public Hedth
administers over 100 programs. Some of the
public health messages of these programs and
initiatives have become annud or even
seasonal. Inthewinter we tdl people about the
importanceof flushots. During afloodwetak
about water safety. In the summer we might
talk about how to recognize and prevent heat
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stroke. Some issues, such as bioterrorism
preparedness or emerging diseases like the
West Nilevirus, arelesstraditional and require
constant updating and revising. Developing a
central “warehouse” of information on awide
variety of issues and public hedlth initiatives
would be the cornersone of acomprehensive
grategic communications plan at boththe sate
and local level.

Meeting the Objectives

Health Promotion Channels for
Achieving Objectives:
Worksites
Schools
Public Health Programs
Networks
Health Care System
Higher Education

The West Virginia Bureau for Public
Hedth will be the lead agency in advancing
Healthy People 2010 Communications
Objectives. The Bureau will faclitate this
collaborative effort, which will be centralized
in the Divison of Hedth Promotion and
coordinated through the Commissioner’s
Office.

Work Group Members

Mark Ferrell, Work Group Leader,
Communications Officer, WVBPH

Keith Daton, Media Coordinaor, WV
Tobacco Prevention Program,
WV BPH
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Chuck Thayer, Community Health Promotion,
Division of Hedth Promotion,
WVBPH

Amy Atkins, Transitions Coordinator,
OCRHS, WVBPH

Resources/References
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Quarterly 71, n0.3: 676-688.
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Communication Quarterly 72,n0. 2: 402-411.

Wallack L. et a. News For a Change - An

Advocate’s Guide to Working with the Media.
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For More Information

Communications Coordinator

Wegt Virginia Bureau for Public Hedth

350 Capitol Street, Room 702

Charleston, WV 25301-3712

Phone: (304) 558-0035; Fax: (304) 558-1035

Visit the Hedthy People website at:
www.wvdhhr.org/bph/hp2010/
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Background

Heart disease has not been
conquered. Although we've won a few
battlesagaing heart disease, weare still losing
the war. Dramatic technological and medical
advances are saving and extending thelives of
people with heart disease, but not curing them
of it. Asaresult, more people areliving with
heart disease than ever before. While medical
intervention is important in managing heart
disease, a more effective strategy would be
preventing heart disease in the first place.

Heart disease continues to be the
leading cause of death in both the United
States and West Virginia, while stroke
continues as the third leading cause of death.
Together they account for approximately 40%
of al deaths.

Popul ation-based preventionisthe next
strategy to win the war against heart disease
Prevention includes widely promoting heart-
hedthy lifestyle changes to the tota
community and creating social,
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12
HEART DISEASE
AND STROKE

environmentad, and policy changes that
support heart hedth.

People sindividual lifestylechoicesare
partly mediated by their environments,
including policies that help shape their
environments. Access to safe walking aress,
open recreation facilities in every community,
cleanindoor air policies, and the availability of
low-cod, hedlthy, good-tasting foods are
critical to helping people make the decision to
embrace physical activity, a tobacco-free
lifestyle, and aheart-heglthy diet. In addition,
ensuring that preventive health protocols are
established and reimbursed through third party
payers is instrumental to the prevention of
cardiovascular disease. We must increase
opportunitiesfor healthy behaviorsby creating
policiesin our community systems, hedth care
sysems, and other systems that support the
promotion of hedth.

The Objectives

FLAGSHIP OBJECTIVE
OBJECTIVE 12.1. Reduce heart disease
mortality to no more than 200 deaths per
100,000 population. (Age-adjusted
Baseline: 323.5in 1998)
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Data Source: Wes VirginiaBureau for Public
Hedth(WVBPH), Officeof Epidemiology and
Health Promotion (OEHP), Health Statistics
Center (HSC)

Since 1950, age-adjusted death rates
from cardiovascular disease (CVD) have
declined 60%. However, the overdl decline
masks important differences in death rates by
race/ethnicity, sex, socioeconomic status, and
geographic region. Inaddition, risk factorsfor
heart disease such as obesity and physical
inactivity are at an all-time high (see Chapter
19: Nutrition & Overweight and Chapter 22:
Physical Activity & Fitness).

OBJECTIVE 12.2. Reduce stroke deaths to
no more than 45 per 100,000 population.
(Age-adjusted Baseline: 59.1in 1998)

Data Source: WVBPH, OEHP, HSC

Stroke isa cardiovascular disease that
affects the blood vessds supplying blood to
the brain. It is one of the leading causes of
serious, long-term disability. Death rates for
heart disease and stroke from 1986-95 were
higher among African Americans in West
Virginia than among Caucasians.

OBJECTIVE 12.3. Decrease the proportion
of adults who have high blood pressure to no
more than 22%. (Baseline: 28.3% in 1997)

Data Source: WVBPH, OEHP, Behavioral
Risk Factor Surveillance System (BRFSS)

High blood pressure, or hypertension,
affects more than 50 million Americans and is
a mgor cause of heart disease, stroke,
complications of diabetes, and heart and
kidney falure. Hypertensonisacomplex mix
of environmental and geneticfactors. Itisnot
known exactly how many causal factors there

Hypertension Awareness Prevalence
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are or how they interact with each other.
However, based on present knowledge, high
blood pressure and its sequelae can be
controlled effectively.

AfricanrAmerican Behavioral Risk
Factor Survey regpondents interviewed from
1992-96 in Wedt Virginia were more likey
(40.5%) to report having high blood pressure
than dther Caucasians in West Virginia
(26.7%) or African Americansin the nation as
awhole (31.0%).

OBJECTIVE 12.4. Increase to at least 75%
the proportion of adults who have had their

blood cholesterol checked within the
preceding 5 years. (Baseline: 67.2% in
1997)

Data Source: WVBPH, OEHP, BRFSS

At least 39% of the coronary heart
disease in the United States is atributable to
elevated total cholesterol (or
hyperchol esterolemia). Hypercholesterolemia
IS a major risk factor for coronary heart
disease, which leads to heart attack.

OBJECTIVE 12.5. Reduce the mean serum
cholesterol level among adults to no more
than 193 mg/dl. (Baseline: 202.56 mg/dl in
1999)

Data Source: PEIA Pathways to Wellness
Program

The Public Employees Insurance
Agency (PEIA) Pathways to Wellness
Program is working to promote healthier
lifestyles for every PEIA member. There are
currently over 100 public worksites enrolled.
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Healthrisk assessmentsare offered voluntarily
and include cholesterol screenings

OBJECTIVE 12.6. (Developmental)
Increase by 100% from baseline the
proportion of females who are aware that
cardiovascular disease (heart disease and
stroke) is the leading cause of death for all
females. (Baseline data available from the
BRFSS in 2000)
Data Source: WVBPH, OEHP, BRFSS
Cardiovascular disease, particularly
coronary heart disease and stroke, remainsthe
leading killer of women in America and most
developed countries. 1n 1994, CVD clamed
the lives of more than one-half million women
and accounted for 45.2% of al deaths among
women, more than al forms of cancer
combined. Misperceptionsdill exist that CVD
isnot areal problem for women, dthoughit is
estimated that one in two women will
eventually die of heart disease or stroke,
compared with onein 25 who will eventually
die of breast cancer.

In February, areport released by West
Virginia University and the Centers for
Disease Control and Prevention (CDC) stated
that West Virginia women suffer from far
higher rates of heart disease deaths than
women in other parts of the country. West
Virginia ranked 49" out of the 50 states and
the District of Columbia for heart disease
mortality among women - only New Y ork and
Mississippi suffered higher death rates than
West Virginia
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Meeting the Objectives

Health Promotion Channels for
Achieving Objectives:
Worksites
Schools
Public Health Programs
Networks
Health Care System

Higher Education

As of July 1, 1999, the Wes Virginia
Bureau for Public Hedth received a Core
Capacity Grant for Cardiovascular Hedth from
the CDC. Thisgrant will allow the Bureau to
expand its program and beginto build capacity
to address cardiovascular health for West
Virginia.  This grant is a cooperative
agreement and continued funding will be
contingent on federal appropriations.

Membersof the Cardiovascular Health
Steering Committee came together on
November 3, 1999, and agreed to provide
leadership for date efforts, develop and
endorse the state plan, coordinate statewide
activities, and assst in building public and
legidative support for cardiovascular disease
prevention and control efforts. Organizations
represented on this Steering Committee
include:

American Heart Association

Codition for a T obacco-Free Weg Virginia

Hedthy People 2010 Heart Disease & Stroke
Work Group

St. Mary’ s Regiona Heart Center

West Virginia Coalition for Minority Health

West Virginia Coalition for Physica Activity

Wegt Virginia Department of Education
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West Virginia Nutrition and Chronic Disease
Cadition

West Virginia University (WVU) School of
Medicine

West Virginia Bureau for Public Hedth.

To address the racid and ethnic
digparities in heart disease mortality, the WV
Bureau for Public Health and the West
Virginia Codition for Minority Hesalth
(comprised of individualswho liveand work in
the African-American community) collaborate
to develop culturdly appropriate strategies.
This partnership hasresulted in several church
and community-based interventions promoting
increased physicd activity, good nutrition, and
the elimination of tobacco use.

As systems for cardiovascular hedth
aurvelllancearedeve oped, further assessments
of cardiovascular health in our state will be
identified. This will enable us to assess our
target audiences, develop inventories of
policies and environments that promote
cardiovascular health, and allow our partners
to develop appropriate strategiesto intervene.
West Virginia s Cardiovascular Health Plan
will be developed to meet the Hedthy People
2010 Objectives related to the promotion of
heart health. Release of the Cardiovascular
Health Plan is scheduled for June 2001.

Work Group Members

Jessica G. Wright, RN, MPH, CHES, Work
Group Leader, Director of Chronic
Disease Programs, Division of Health
Promotion, WVBPH

Claudia Sims, Concerned citizen

Ed Haver, MA, WV Assoc. of Cardiac and
Pulmonary Rehabilitation, Director,
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Cardiac Rehabilitation,
Area Medical Center

Suzanne DeBrecamecker, DO, RaleighCancer
Center

Carla See, MS, CHES, Senior Project
Coordinator, Preventive Cardiology
Clinic, Department of Medicine WV U

Sharon Boni, RN, MSN, DNSc, Chair,
Division of Hedth and Science,
Alderson-Broaddus College

Lisa Ranson, BS, Program Manger, WV
Y outh Tobacco Prevention Campaign,
WV Hospital Association

William Neal, MD, Department of Pediatrics,
Robert C. Byrd Health Sciences
Center, WVU

Mayur Amonkar, PhD, MS, BS, Assstant
Professor, WVU School of Pharmacy

Charleston

Mary Emmett, PhD, Director, Hedth
Education and Research Inditute,
CamCare

Joan Skaggs, RN, MSN, Pediatric Nurse
Educator/Community Liaison, Office
of Maternd, Child & Family Hedlth,
WVBPH

Patricia A. Crawford, Health Promotion
Specialist, WV School of Osteopathic
Medicine
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Background

The HIV/AIDS epidemic was first
recognized in the states of New York and
Californiain 1981. In the early years of the
epidemic, the majority of cases occurred in
white men who have sex with men. However,
as time has passed, cases have appeared
among persons who inject illegal drugs,
heterosexuals, and racial minorities. West
Virginiafirst required AIDSreportingin1984.
Sincethen, 87% of West Virginia'scases have
occurred in men and 13% in women. West
Virginia was five years into the epidemic
before females accounted for more than 10%
of thereported cases Whenobservingtherisk
behaviors for acquiring AIDS among males,
just as observed nationdly, men who have sex
with men account for the mgority of cases
(65%), followed by injecting drug users
(14%). Injecting drug use was observed with
evengreater frequency among females (38%),
following heterosexua contact (44%) as a
major risk behavior. Injecting drug use was
the most common risk factor reported by
African American females.
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HIV

By the 1990s many changes began to
occur in the epidemic. 1n 1992, AIDS became
a leading cause of desth among Americans
aged 25-44 years of age. By the end of 1999,
a total of 733,374 AIDS cases had been
reported inthe United States, of which 1,008
were reported in West Virginia. By 1998,
nationally, as well as statewide, the number of
new cases began to decline. These declines
can be attributed to advancesin antiretroviral
therapies(CDC, 1999 HIV/AIDS Surveillance
Report) and to the many HIV prevention
efforts implemented across the country.

Wes Virginia made HIV a required
reportable condition in 1989. Active
surveillance activities continue to monitor the
status of reported cases to determine if a
changefromHIV to AIDShasoccurred. With
the introduction of new medications to treat
HIV disease, these data will increase in
importance as an indicator of progression of
HIV-related infection to disease. It is
speculated that the period of timefromHIV to
AIDS will widen, as has been shown with the
use of protease inhibitors and other new
therapiesthat promise to lengthenthelife span
of individuals living with HIV.

In spite of the many successes in
HIV/AIDS surveillance, prevention, and care
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activities, therearestill many challengesfacing
the Wes Virginia AIDS Program with this
epidemic. The demographics of the people
who need to be reached by prevention efforts
have changed. Women, youth, and racial
minoritiesaccount for agrowing proportion of
new HIV cases. Theface of the HIV datais
congantly changing. When individuas
reported with HIV are diagnosed with AIDS,
the caseisremoved fromthe HIV data set and
added as an AIDS case. There are many
differencesin HIV and AIDS reported cases.
Women are 28% of the HIV reported cases
but only 13% of the AIDS cases. The 20-29
age group represents the largest proportion of
reported HIV infection cases, with 39% of the
reported cases, but only account for 18% of
AlDScases. African Americansrepresent 37%

of the HIV reported cases and 18% of AIDS
cases. This is an aarming statistic since
African Americans account for only 3% of
West Virginia s population.

The objectives selected for West
Virginia in this chapter were identified to
address the areas of greatest potertial for
preventing HIV-related disease.

The Objectives

OBJECTIVE 13.1. Confine annual number
of diagnosed HIV infection in adolescents
and adults to no more than 50 cases.
(Baseline: 70 casesin 1998)

HIV Cases in West Virginia, 1989-1993
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Data Source: West VirginiaBureau for Public
Health (WV BPH), Officeof Epidemiology and
Health Promotion (OEHP), AIDS Program

The epidemic curve of reported HIV
infection cases by year of report 1989 through
1998 is displayed in the chart on the previous
page. Four hundred eighty-four cases are
displayed during thistime period. HIV cases
have gradually increased in the last six years
with a slight decline in 1996. (Annual rates
are not routinely calculated for HIV in West
Virginiabecausecase countsare believedto be
less complete than reported cases of AIDS.
This can result from personsnot knowing that
heor sheisHIV positive, or he or she may be
asymptomatic and may not have been tested
for HIV. The datacited in the Background

Percentage of students who ever had sexual intercourse

section of this chapter are cumulative due to
the small numbers of annual reported HIV
cases.) Continual efforts are being made to
encourage HIV testing among persons
engaged in high risk behaviors.

OBJECTIVE 13.2.
13.2a. Decrease the number of high
school students who are sexually active to
less than 45%. (Baseline: 54.8% in 1999)
13.2b. Of high school students who
are sexually active, increase the percentage

reporting condom usage to 65%. (Baseline:
57.5% in 1999)

Data Source: WV Department of Education
(WVDOE), Youth Risk Behavior Survey
(YRBS)

o0 =
20
al | 548

an b

0 =

I

Total
Bl st Virginia 1999 (Weighted)

513

Ferales

e

Ilales

Source: 1999 Y outh Risk Behavior Survey

78



WEST VIRGINIA HEALTHY PEOPLE 2010

Of students who had sexual intercourse during the past 3 months, the percentage
who used a condom during last sexual intercourse

100

a0

Total
B 7est Virginia 1999 (Weighted)

Females

653

Ivlales

Source: 1999 Epidemiologic Profile of HIV/AIDSin West Virginia

The preceding two graphs display the
results of the 1999 West Virginia Y outh Risk
Behavior Survey.  Sexual intercourse was
reported more frequently in mades (57.9%)
than femaes (51.3%). Not shown is that
sexual activity increases with age when
observing thetrend from 9™ to 12" grade. The
West Virginia AIDS Program works very
closdy with the West Virginia Department of
Education, Office of Healthy Schools, to
address this growing problem among high
school students. WV HIV data indicate that
disease is occurring in this population and the
risk of transmisson continues to be a concern
with the increase of sexual activity. When
reviewing sexually transmitted disease (STD)
data, 41% of all reported cases of chlamydia
and over 30% of gonorrhea caseswere among
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the 15-19 age group. These data document
that high school students are sexudly active
and acquiring STDs, including HIV.
Educating this population to protect
themselves by consistently using condomsand
not engaging in high risk behaviorsisapriority
for the AIDS and Healthy Schools Programs.

OBJECTIVE 13.3. Increase the number of
injecting drug users (IDUs) tested for HIV to
250 per year. (Baseline: 109 in 1999)

Data Source: WVBPH, OEHP, AIDS
Program, AIDSPrevention Center (APC) HIV
testing database

The AIDS Program isinitiating anew
project toincrease HIV testing and counseling
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of injection drug users (IDUs) and other high
risk populationswho arenot currently coming
to AIDS Prevention Centers. The method
being used is an outreach gpproach for
counseling and anon-invasve HIV ted, Ora-
Sure. Guiddines have been developed by a
work group including the AIDS Program,
community planning groups, and community-
based organizations (CBOs). A request for
proposals was mailed to al CBOs; six
responded. The sx CBOs are diversely
located throughout the state, and all should
receive funding to be included in this project.
IDUs have been a very difficult risk behavior
group to reach and this new Street Outreach
HIV Counseling and Testing Project will help
address that need.

FLAGSHIP OBJECTIVE
OBJECTIVE 13.4. Increase to 60% the
proportion of correctional facilities offering
HIV counseling and testing to inmates

exiting the correctional system. (Baseline:
20% in 2000)

Data Source:. WVBPH, OEHP, AIDS
Program, HIV and Corrections Project

The correctional system in West
Virginiaincludes 11 gate prison facilities for
adults (eight prisons, one DUI center and two
work release centers), seven dae juvenile
detention centers, and seven regiona jals
(with two additional regional jals under
construction and one with the site yet to be
determined).

At present, inmate access to HIV
counseling and testing in West Virginia
correctional facilities is on a voluntary basis
uponinmate request or clinical indication. The
WV Bureau for Public Health is currently
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(summer/fall 2000) in the process of
implementing a pilot collaborative venture
with the WV Divison of Corrections to
enhance HIV counseling, testing, and referral
servicesfor inmates in five adult (stateprison)
correctiond facilities prior to ther exit from
the correctional system and back into the
community. Inmatesinthe five pilot facilities,
who are within 30 to 60 days of discharge,
parole, or transfer to awork release center will
be offered HIV counseling andtesting, as well
astesting for syphilisand hepatitisB. Inmates
foundto be HIV postivewill belinked to HIV
community case management services prior to
their release.

The pilot programwill beevaluated for
effectivenessat the conclusion of thefirst year
of operation for purposes of expanding this
project to inmates in other WV correctional
facilities.

OBJECTIVE 13.5. By 2010all public health
districts will have had at least six youth peer
educators trained who will provide peer
education programs designed to reduce risk
among high school students. (Baseline:
Two studentstrained per public health digrict
in 1998)

Data Sources: WVDOE progress reports,
WVBPH, OEHP, AIDS Program

West Virginia's youth peer education
project began in 1997 as a collaborative
project with the Department of Education and
with a goa of training one school in every
public hedth district. More than 100 sudents
have been trained to date to conduct peer
education training in the eight public hedth
digtricts. Peer education training has focused
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on highrisk youth populationsinfour different
juvenile correctional centers.

OBJECTIVE 13.6.

13.6a. Increase the interval between

the first positive HIV test and AIDS

diagnosis to 48 months. (Baseline: median
interval of 41.5in 1995-1999)

13.6b. Increase the interval between
AIDS diagnosis to death to 36 months.
(Baseline: 21 monthsin 1995-1999)

13.6¢c. Decrease the percent of
patients diagnosed with AIDS at first HIV
diagnosisto less than 20%. (Baseline: 28.5%
in 1995-1999)

Data Sources: WVBPH, OEHP, HIV/AIDS
Reporting Sysem and APC HIV counseling
and testing database

The impact of the new combination
drug therapies was first observed in West
Virginia's data in 1998, when AIDS deaths
declined for the first time since 1992. (There
was a dngle year decline due to an artifact of
reporting in 1994.) Thisdecline has continued
since then with deaths attributable to AIDS
down 66% in 1999. These surveillance data
indicate a delay in the progression to death
fromAIDS aswell asaprogression from HIV
infectionto AIDS. Thesethree objectiveswill
provideingght into population groupsthat are
not receiving treatment. They will also assist
withtargeting HIV/AIDS prevention effortsin
groups currently being impacted
disproportionatdy bythisepidemic (minorities,
female injecting drug users, €c.).

Identifying HIV infection as early as
possible and referring for HIV care improves
the prognosis. This continues to be an
objective that will depend on treatment
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advances and accessto care. West Virginia's
counseling and testing activities will play a
major role in the success of these objectives.

Meeting the Objectives

Health Promotion Channels for Achieving
Objectives:
Worksites
Schools
Public Health Programs
Networks
Health Care System
Higher Education

Thefollowing list includes some of the
organizationsthat will beleading theinitiatives
to reach the 2010 objectives:

HIV Community-Based Organizations

HIV Community-Planning Organizations
Schools

Y outh Peer Educators

Public Hedth AIDS Prevention Centers

Health Care System

Higher Education-Office of Hedthy Schools

WV Department of Corrections

WV AIDS Program

WV HIV Cae Consortia

Work Group Members

Loretta Haddy, MA, MS, Work Group
Leader, State Epidemiologist,
Director, Division of Surveillance and
Disease Control, WV BPH

Tim Dotson, Y outh Peer Educator
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WesFarr, MD, Department of Medicine, West
Virginia University

Joyce Litton, Caritias House

KarenVillanueva-Matkovich, Assstant Public
Defender

Greg Moore, STD Program, WV BPH

Martha Phillips, Coordinator, Office of
Healthy Schools, WVDOE

Richard Williams, Concerned citizen

Julie Britton, Covenant House

Terri Kessel, Concerned citizen

Thomas Rushton, MD, Marshall University

References/Resources

U.S. Depatment of Health and Human
Services. Healthy People 2010 (Conference
Edition, in Two Volumes). Washington, D.C.:
January 2000.

West VirginiaBureau for Public Hedth. West
Virginia HIV/AIDS Epi Profile, 1998.
Charleston, WV: West VirginiaDepartment of
Health and Human Resources, 1998.

West Virginia Office of Heathy Schools.
West Virginia Youth Risk Behavior Survey.
Charleston, WV: West VirginiaDepartment of
Education, 1999.

For More Information

Division of Surveillance and Disease Control
Office of Epidemiology and Health Promotion
350 Capitol Street, Room 125

Charleston, WV 25301-3715

Phone: (304) 558-5358; Fax (304) 558-6335

Visit the Hedthy People website at:
www.wvdhhr.org/bph/hp2010/

82



WEST VIRGINIA HEALTHY PEOPLE 2010

& Q)
ﬁ’%p’ Panye A

Background

Despite the progress that has been
made in the fight againgt vaccine-preventable
diseases and tuberculosis, new infectious
diseases continue to arise. During the early
1990s, severa mgor outbreakscaledattention
to the crumbling public hedthinfrastructurein
surveillance and disease control. In 1993,
hamburgers contaminated with Escherichia
coli O157:H7 caused amulti-state outbreak of
hemorrhagic colitis (bloody diarrhed) and
hemolytic uremic syndrome, resulting in the
deaths of at least four children. That same
year, contamination of a municipal water
supply with Cryptosporidium caused an
outbreak of diarrheal illness in an estimated
403,000 persons, with the hospitalization of
4,400. Inthe early part of the decade, other
recognized threats included
multi-drug-resistant pneumoccocal disease,
Influenza A/Beijing/32/92, and Hantavirus.

In response to these threats, the
Centers for Disease Control and Prevention
(CDC) launched an initiative to address
emerging infectious diseases.  Increased
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IMMUNIZATION AND
INFECTIOUS DISEASES

federal fundingto statesand localitiesfollowed
in the form of the Epidemiology and
Laboratory Capecity (ELC) grants. West
Virginia has received funding through ELC
grants since 1995. Since that time, West
Virginia has begun surveillance for invasive
pneumoccocal disease and drug-resstant
pneumoccocal disease, Cryptosporidium,
Escherichia coli 0O157:H7, hantavirus,
invasve Group A Streptococcal disease,
cyclosporiasis, and ligeriosis  Through
trainingsfor local and regional personnel, and
grantsto support regional epidemiologists, our
public health infrastructure has improved.

Since the first CDC initiative, several
new emerging infectious diseases have been
recognized. It isknown that 1.8% of peoplein
the U.S. are infected with hepatitis C (2.7
million people). During the summer of 2000,
West Nile virusspread across New Y ork State
and has beenidentified between Batimore and
Washington. This disease is very close to our
borders. Staphylococcus aureus with
intermediate resistance to Vancomycin has
been isolated severa times in the U.S., and
methicillin-resistant Staphylococcus aureus 1S
now recognized as a cause of infection in
previoudy hedthy teens and young children.
Cyclospora caused outbreaks of
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gastrointestinal diseasetwo summersinarow.
Bat strain rabies has been recognized as the
cause of 20 deaths in the U.S. during the
1990s, compared to two deaths the decade
before. One of these occurred in West
Virginiain 1994. Avian influenza in Hong
Kong highlighted the potential for pandemic
influenza. Diseaseoutbreaksfrom bioterrorist
acts have beenrecognized asareal possibility.
Findly, infectious agents are increasngly
recognized asthe cause of chronic conditions,
including peptic ulcer disease (Helicobacter
pylori), cirrhosisand hepatocellular carcinoma
(hepatitisB and C), Kapos’ ssarcoma (human
herpes virus 8), and cervical cancer (human
papillomavirus).

The challenge of public hedth
readiness remains. Only by successfully
addressing threats we recognize and
understand can we build our capacity to
address the next emerging infectious disease.
In efforts to help reach WV Healthy People
2010 gods, the importance of increasing
resources for infants to adults cannot be
overstated. Financing of immuni zation services
will need the continued collaboration between
the public and private sectors.

A report issued by the National
Vaccine Advisory Committee (NVAC)
identified cost asabarrier to children receiving
timely immunization services. The Childhood
Immunization Initiative (Cl1) was established
as one of the recommendations from the
NVAC report withaspecific goa of removing
barriers from immunizations. The
implementation of thefederd/stateV accinefor
Children (VFC) Program in October 1994 has
assisted the improvement of preschool
immunization coverage in West Virginia's
population by removing cost as abarrier.
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During the past 20+ years, West
Virginia, like the nation, hasbeen successful in
immunizing over 95% of its schoolchildren.
However, the immunization coverage of
preschool children remainsachallenge at both
the sae and national levels. The measles
outbreak between 1989-91, which resulted in
over 130 deaths (predominately in young
children), was a wake-up call that something
waswrong with the country’ svaccinedelivery
system to preschoolers. By the time they
reach 15-18 months of age, children should
have received 80% of the required vaccine
doses. Preschool children, however, currently
have much lower vaccination rates. National
aurveys indicate approximately 20% of the
nation’ sand 18% of West Virginia’' s preschool
children have not been fully immunized.

West Virginia’s preschool
immunization rates continue to improve,
however, when compared to nationd
measures. According to the National
Immunization Survey (NIS), a composte
measure of vaccinationcoveragemost recently
conducted between January and December of
1999, West Virginia simmunization coverage
levels for children two years of age for the
vaccinecombinationof 4:3:1and 4:3:1:3were
82.1% and 81%, respectively, comparedtothe
United States averages of 79.9% and 78.4%.

Even though the state has made great
progress in improving coverage in school-age
and preschool children, the challenges of
improving adult immunization coverage
remain. For example, Behavioral Risk Factor
Surveillance System (BRFSS) datafrom 1998
reveal that only 41.3% of persons 65 and older
received pneumoccoca immunizations and
58.2% received an influenza vaccine.
Influenza/pneumoccocal  and its related
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complications is the sixth leading cause of
deathin West Virginia.

Activities to help improve
immunization in adults range from designating
a person on gaff to specifically address this
high-risk population to assisting inastatewide
codition. West Virginids Immunization
Network (WIN) was established in 1997 with
an overadl misson to help improve
immunization rates across the life span.
Within WIN, there is an established adult
immunization work group. Additionally,
members of WIN represent a cross section of
local, state, and community organizationswith
asmilar mission.

The Immunization Program continues
to collaborate with West Virginia s Medical
I nstitute (WVMI), which also serves asa Peer
Review Organization (PRO) for Medicare.
Both entities work closdy with WIN and
others in the overal effort to improve
immunization coverage in the stat€'s aging
population. WV MI, in collaboration with the
West Virginia Hospital Association and West
VirginiaHedth Care Authority, developed an
“In-Patient Immunization Took Kit,” a
collection of resources to help ensure that
patients are vaccinated for influenza and
pneumoniawhile they are hospitalized.

The Immunization Program and other
stakeholdersmust continueto collaboratewith
non-traditional partners (pharmacists,
school-based clinics, etc.) and others in the
overdl efforts to increase immunization
coverage in the adult population in order to
reduce the morbidity and mortdity in this
population. Inaddition, the program will plan
and implement various activities focusing on
senior citizens groups. From the private
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sector, the main target group will be reached
through hospital wellness groups for adults
65+ and through nutrition programs.

A recent report issued by WVMI
indicated that in 1992-93 the average length of
stay for fluand pneumoniaamong all Medicare
populations in West Virginia was 9.2 days,
with an average cost per stay of $9,685 and a
total cost of dightly more than $75 million.
When flu-related illnesses, such as congestive
heart failure and other respiratory conditions,
were consdered, thetotal cost was more than
$215 miillion.

Even asprogressand activities related
to adults and preschool immunizations
increase, there remains the challenge of
improving immunization levelsin adolescents.

Both traditional and non-traditional
modes of delivering information to the public
are used to help promote immunization:
written news releases, public service
announcements, printed literature, etc. All
educational effortsfocus on raising awareness
among Wed Virginians that vaccine-
preventable diseases still exist and areathreat
to those who are not properly immunized.
The Newborn Packet Program has been
expanded to at least 90% of hirthing centers
and hospitals in West Virginia. The re-
designed packet, entitled “ Special Delivery for
Baby,” has received postive feedback from
birthing facilities and county health
departments.

Programmatic policies and procedural
changes and the Advisory Committee on
Immunization Practices (ACIP)
recommendations are distributed and
teleconferencetraining opportunitiesarelinked
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to health care professionals to help ensure a
well-trained work force. The Wes Virginia
I mmunization Programfacilitatesprovider and
community links (e.g., local WIC agencies,
religious, professional, and service
organizations) as a means of persuading
providersto check immunization records and
bring children up to date with their
vaccinations.

Immunizations against vaccine-
preventable diseases is only one tool that is
used to help eliminate and reduce infectious
disease in West Virginia. An example of a
critical infectious diseasefor which thereisno
vaccine is tuberculosis. The World Hedth
Organization (WHO) released a report
demonstrating that tuberculosis, the world's
number one infectious cause of deah, is
threatening to becomeuntreatable. Multi-drug
resistant TB has emerged worldwide and is
overwheming nationa health systems in the
former Soviet Union, India, Dominican
Republic, Ivory Coast, and other countries.

The United States is by no means
immune. With over 40% of U.S. patients
diagnosed with TB from the foreign-born
population, it is clear that the hedth of this
country is linked with the rest of the world.
With more than two million international
travelersevery angleday, our borders cannot
detain this airborne disease.

Many of theindividua streated at West
Virginia stubercul osisclinicsareforeign born;
however, the state has a larger number of
patients who are homeless (12% of reported
casesin 1999) and people who abuse alcohol
(27%1in1999). By age, the largest number of
cases of TB are among patients 65 and over
(51% in1999). Lack of jobs, decent housing,
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good transportation, and adequate medical
care combined with increasng age and
substance abuse are al stressful life events,
and persons under stress are more prone to
iliness, including tuberculosis.

Achievementshave been madeby West
Virginiaregarding tuberculosis. Thegod of a
TB incidence rae of 3.5 cases per 100,000
population by 2000 wasreached inthisstatein
1996, and our present incidence rate is 2.3
(1999). In order to mantain the downward
trend and meet the 2010 objective of 1 case
per 100,000, a more aggressve gpproach in
contact investigations and treatment of latent
tuberculoss infection needs to occur. The
goal of at least 90% of patients completing
curative therapy within 12 months has not
beenmet. 1n 1998, 67% of patientscompleted
therapy within 12 months; 19% took
medicationlonger than 12 months, with atotal
of 87% completing therapy. A very low
percentage of patients are given directly
observed therapy. Measures need to be taken
to increase this percentage as the lifestyles of
patients change and behaviord barriers to
treatment increase.

The Objectives

FLAGSHIP OBJECTIVE
OBJECTIVE 14.1. Reduce hepatitis B rates
in persons less than 25 years of age to zero

cases per 100,000 (except perinatal
infections). (Baseline: .33 per 100,000 in
1999)

Data Source: Wes VirginiaBureaufor Public
Hedth (WV BPH), Officeof Epidemiology and
Health Promotion (OEHP), Division of
Surveillance and Disease Control (DSDC),
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West Virginia 1998 National Electronic
Telecommunication System for Survelllance

OBJECTIVE 14.2. Reduce estimated
hepatitis B cases per 100,000 among adults
older than 25 years of age.

14.2a. Reduce cases among adults
aged 25-39t0 0.9 per 100,000. (Baseline: 3.5
in1999)

14.2b. Reduce cases among adults
aged 40 and older to 0.3 per 100,000.
(Baseline: 1.3 in 1999)

Data Source: WVBPH, OEHP, DSDC, West
Virginia 1998 National Electronic
Telecommunication System for Surveillance

OBJECTIVE 14.3. Reduce newly acquired
hepatitis C cases to an incidence of no more
than 1 per 100,000 people. (Baseline: 1.61n
1998)

Data Source: WVBPH, OEHP, DSDC, West
Virginia 1998 National Electronic
Telecommunication System for Surveillance

Hepatitis C is the most common cause
of chronic hepatitis in the U.S. The virus is
spread predominantly through injection drug
use. Transfusions and transplantation as
vehicdes of transmission arelosing prominence
as donors are screened with better tests.
Persons on didysis are also at risk, though
transmisson in that setting can be controlled
with good infection control practices in
dialyss units. Finaly, education of at-risk
individuals is increasng as the threat of
hepatitis C is better undersood. All these
factors should reduce the incidence of new
cases.
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OBJECTIVE 14.4. (Developmental)
Increase the number of persons with chronic
hepatitis C virus (HCV) infection who are
identified by state and local health
departments. (Baseline dataavailablein 2003)

Data Source: WVBPH, OEHP, DSDC,
Infectious Disease Epidemiology Program

Persons with hepatitis C have
improved outcomesif they ceaseor drastically
reduce alcohol consumption. They should
also receive hepatitis A vaccine to reduce the
chances of liver falureif thisform of hepatitis
is contracted. Fnally, improved treatments
offer new hope to persons infected with
hepatitis C. For all these reasons, persons at
risk of hepatitis C should be identified and
referred to medical care.

OBJECTIVE 14.5. Reduce tuberculosis to
an incidence of no more that 1.0 per
100,000. (Baseline: 2.3 in 1999)

Data Source: WVBPH, OEHP, DSDC,
Tuberculosis Program

OBJECTIVE 14.6. Reach the goal of at
least 95% for the proportion of all
tuberculosis patients who complete curative
therapy within 12 months. (Baseline: 79%in
1997)

Data Source: Tuberculosis in the United
States, CDC

It is imperative that a person with
infectious tuberculosis disease complete an
appropriate course of therapy. Inadequate
treatment can lead to relapse, continued
transmission, and the development of drug-
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resstant TB. Directly observed therapy helps
to ensurethat patients adhereto theragpy.

OBJECTIVE 14.8. (Developmental)
Reduce the incidence of invasive
pneumococcal infections and invasive

penicillin-resistant pneumococcal infections
in persons aged less than five and 65+

14.8a. Reduce the incidence of
invasive pneumococcal infectionsin persons
less than five years to 46 per 100,000.
(Baseline data available in 2003)

14.8b. Reduce the incidence of
invasive pneumococcalinfections in persons
aged 65+ to 50 per 100,000. (Baseline data
available in 2003)

14.8c.  Reduce the incidence of
invasive penicillin-resistant pneumococcal
infections in persons less than five years to
9.4 per 100,000. (Baseline data available in
2003)

14.8d. Reduce the incidence of
invasive penicillin-resistant pneumococcal
infections in persons aged 65+ to 6.8 per
100,000. (Baseline data available in 2003)

Data Source: WVBPH, OEHP, DSDC,
Infectious Disease Epidemiology Program

OBJECTIVE 14.9. (Developmental)
Decrease the incidence of invasive early-
onset Group B Streptococcal disease to 0.5
cases per 1,000 births. (Baseline data
available in 2005)

Data Source: WVBPH, OEHP, DSDC,
Infectious Disease Epidemiology Program

Invasve Group B Streptococca
disease is a potentially serious disease of
newborn infantsin the first seven days of life.
The disease is transmitted from mother to
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infant during birth and may cause severeillness
or deathin the newborn. Fortunately, women
can be screened for col onization with Group B
Streptococcus, either by using a risk factor
profile or by vaginal cultures. Mothersat risk
for transmitting Group B Streptococcuscanbe
treated prophylacticdly with penicillin to
prevent transmission to the infant.

OBJECTIVE 14.10. (Developmental)
Reduce hospitalizations caused by peptic

ulcer disease to 57 per 100,000 population.
(Baseline data avail able by 2005)

Data Source: WV Hedth Care Authority

OBJECTIVE 14.11. Maintain or increase
immunization coverage of at least 90%
among children 19-35 months of age. (1998
baselines below)

14.11a. At least 3 doses of
diphtheria-tetanus-pertussis (DtaP) vaccine.
(Baseline: 90%)

14.11b. At least 3 doses of Hib
vaccine. (Baseline: 97%)

14.11c. At least 1 dose of measles-
mumps-rubella vaccine. (Baseline: 93%)

14.11d. Atleast 3 doses of hepatitis B
vaccine. ( Baseline: 90%)

14.11e. At least 1 dose of varicella
vaccine. (Baseline: 43%)

14.11f. At least 3 doses of polio
vaccine. (Baseline: 92%)

14.11g. A combination of at least
four doses of DTaP, three doses of polio,
onedose of measles-mumps-rubella (MMR),
and three doses of Hib - series abbreviated as
4:3:1:3. (Baseline: 82.4%)

Data Sources: WVBPH, OEHP, DSDC,
Immunization Program; CDC, National
Immunization Survey
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Immunization Head Start Day Care Kindergarten
3 DTP/DTaP 9.1 92.2 99.7
3 HIB 95.9 85 N/A
1 MMR 98.9 86.6 99.9
3 HepB N/A N/A N/A
1 Varicella N/A N/A N/A
3 Polio 98.7 90.3 99.3

Source WVBPH, OEHP, DSDC, Immunization Program

OBJECTIVE 14.12. Maintain immunization
coverage at 95% for children in licensed day
care facilities and children in kindergarten
through the first grade. (1998-99 baselines
for recommended immunizations above)

Data Source: WVBPH, OEHP, DSDC,
Immunization Program

OBJECTIVE 14.13. Increase the
proportion of adults 65 years of age or older
and high-risk adults 18-64 years of age who
are vaccinated against influenza and
pneumococcal disease.

14.13a. Increase the proportion of
noninstitutionalized adults 65 years+ who
are vaccinated for:

14.13a.1. Influenza to
(Baseline: 58% in 1997)

14.13a.2. Pneumococcal disease to
90%. (Baseline: 41% in 1997)

14.13b. Increase the proportion of
noninstitutionalized high-risk adults aged
18-64 who are vaccinated for:

14.13b.1.  Influenza to
(Baseline: 30% in 1995)

14.13b.2. Pneumococcal disease to
60%. (Baseline: 15% in 1995)

90%.

60%.
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14.13c. Increase the proportion of
institutionalized adults (personsin long-term
care or nursing homes) who have been
vaccinated for:

14.13c.1. Influenza to 90%.
(Baseline: 62% in 1995)

14.13c.2. Pneumococcal disease to
90%. (Baseline: 23% in 1995)

Data Sources. Nationa Health Interview
Survey, CDC; National Centers for Hedth
Statistics, National Nursng Home Survey;
WVBPH, OEHP, Behavior Risk Factor
Survelllance System (BRFSS)

OBJECTIVE 14.14. Increaseto atleast 85%
the proportion of contacts, including other
high-risk persons with tuberculosis infection,

who complete courses of preventive therapy.
(Baseline: 71% in 1998)

Data Source: WVBPH, OEHP, DSDC,
Tuberculoss Program.

OBJECTIVE 14.15. Increase the
proportion of immunization providers who
have systematically measured the
immunization coverage levels in their
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practice populations within the last two years
to 90%.
14.15a.  Public health providers
(Baseline: 40% in 1999 [provisional data])
14.15b. Private providers (Baseline:
5% in 1999 [provisional data))

Data Source: WVBPH, OEHP, DSDC,
Immunization Program

OBJECTIVE 14.16. Increase theproportion
of children enrolled in a fully functional
state/community population-based
immunization registry to at least 95%.
(Baselines: Annual birth cohort - 99%;
children birth through five - 28% in 2000)

Data Source: WVBPH, OEHP, DSDC,
Immunization Program

Immunization regigries, confidentid,
computerizedinformationsystemsthat contain
information on the shots children receive, are
proven tools for sustaining high immunization
coverage. This system will alow West
Virginiato monitor the immunization satusof
children, utilize data for outreach and follow-
up activities, and assess coverage rates for
providersand jurisdictions. TheWes Virginia
Statewide Immunization Information System
(WVSIIS) will compile information on every
private immunization provider throughout the
State.

The WV Sl Swill help eliminate missed
opportunitiesfor immunization sinceall headth
care providers in West Virginia will have
access to immunization histories of all West
Virginia children less than six years of age.
The WVSIIS will serve the basic functions of
guerying the system and entering new data,
tracking and notification of children needing
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immunizations, and using datafor planningand
evaduaionpurposes. Locd hedthdepartments
(LHDs) and providers will be able to perform
outreach, follow-up activities for children
requiring immunization services, and
identification of populationsat risk for delayed
immunizations. Approximately 23,000 births
occur in West Virginia each year; of these,
38% are immunized in LHDs and 62% in the
private sector.

OBJECTIVE 14.17. (Developmental)
Decrease the number of inappropriate rabies
postexposure prophylaxis, as defined by the
current Advisory Committee on

Immunization Practices guidelines.
(Baseline data available in 2005)

Data Source: WVBPH, OEHP, DSDC,
Infectious Disease Epidemiology Program

Meeting the Objectives

Health Promotion Channels for
Achieving Objectives:
Worksites
Schools
Public Health Programs
Networks
Hedth Care Sysems
Higher Education

Thefollowing list includes some of the
organizationsthat will beleading theinitiatives
to reach the 2010 objectives:

West Virginialmmunization Program
West Virginia Infectious Disease
Epidemiology Program



WEST VIRGINIA HEALTHY PEOPLE 2010

West Virginialmmunization Network (WIN)
Office of Epidemiology and Hedth
Promotion, WVBPH

The Wed Virginia Bureau for Public
Health’'s Office of Epidemiology and Hedth
Promotion is the coordinating agency for
WIN. The codlition, in collaboration with
others, will address the problem of
immunization and infectious diseases in the
state by usng the six hedth promotion
channels liged above.

Work Group Members

Samud W. Croshy, Jr., Work Group Leader,
Director, Wes Virginial mmunization
Program, WVBPH

Loretta E. Haddy, MA, MS, Director,
Division of Surveillance and Disease
Control, WWBPH

Charles P. Schrade, MD, MPH, WVMI

Rhonda Kennedy, RN, Director of Nursing,
Kanawha-Charleston Health
Department

Francis Gillenwater, RN, Director of Nursing,
Putnam County Hedlth Department

Carolyn Winkler, RN, Director, West Virginia
Tuberculoss Program, West Virginia
Immunization Program, WVBPH

Derdd Rollyson, Assessment Coordinator,
West Virginial mmunization Program,

WVBPH

Danae Bixler, MD, Director, Infectious
Disease Epidemiology Program,
WVBPH

Thomasini Trosi, Parent Representative,

Governor's Cabinet on Children,
Y outh and Families

Michelle Foster, Community Representative,
Grace Bible Church

91

Nicholas Haddad, student intern, DSDC,
WVBPH

Linda Elders, Community Health Educator,
WV Immunization Program, DSDC,
WVBPH
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Background

In 1997, over 149,691 Americans died
frominjuriessustainedfromavariety of causes
such as motor vehicle crashes, fals, fires,
drownings, poisonings, homicides, and
suicides. Thistrandates into over 390 people
who die each day, of whom at leagt 50 are
children. Overdl, onedeahout of every 14 in
the United Statesresultsfrominjury. Of these
deaths, 65% were classified as unintentiond
and 35% as intentional in 1997. Inthat same
year, West Virginia had a total of 20,835
deaths. Of these, unintentiond injuries
accounted for 788, and intentional injuries
accounted for 355.

Theage specificdeathratesforinjuries
far surpass those for cancer and heart disease
for ages 1 through44. From ages 1 through 4,
injuries cause almost haf of all deaths and
result in more than three times the number of
deaths from congenital anomdies. Injury
deaths exceed deaths from all other causes
combined from ages 5 through 34 and are
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15

INJURY AND VIOLENCE
PREVENTION

most prominent at ages 15 through 24, where
they cause 78% of dl deaths. From ages 35
through 44, they continueto outnumber deaths
from any other single cause. After age 45,
injuries account for fewer deaths than several
other health problems, such as heart disease,
cancer, and stroke. Despitethedecreaseinthe
proportion of deaths due to injury, the death
rate frominjuries isactually higher among the
ederly than among younger people. In
absolute numbers, injuriesremain asignificant
cause of death throughout life.

Injury is a serious public hedth
problem that is both preventable and
predictable. However, this widespread human
damage too often istaken for granted, in the
erroneous belief that i njurieshappen by chance
and are the result of unpreventable
“accidents.” Working together, the entities
participating in the Healthy People 2010
process can effect a positive changein the toll
taken annually by injury in West Virginia

The Objectives

OBJECTIVE 15.1. Reduceintimate partner
violence by reducing the rate of domestic
violence related homicides to less than 1.3
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per 100,000 population. (Baseline: 1.6 per
100,000 West Virginia residents from 1993-
97)

Data Source: Uniform Crime Reports (1993-
97), West Virginia Department of Public
Safety (WVDPS)

Violence is pervagve in our society
and has the potentid to change the qudity of
life. Intimate partner violence and sexual
assault threatenwomenin dl walksof life. On
an average day in America, 70 people diefrom
homicide, 87 people commit suicide, and a
minimum of 18,000 people survive
interpersonal  assaullt. Intimate partner
violence resaulting in homicides is a a rate of
1.6 per 100,000 population in West Virginia.
In 1995, 5,000 girls and women in the United
States were murdered. In those cases for
which the FBI has data on the rdationship
between the offender and the victim, 85%
werekilled by someonethey knew. Nearly half
of thewomenwho knew the perpetratorswere
murdered by a husband, ex-husband, or
boyfriend. A minimum of 16% of American
couples experience assault during ayear, and
about 40% of these assaults involve severe
violence, such as kicking, biting, punching,
choking, and atacking with weapons.

The perpetration of intimate partner
violence is most common in adults who, as
children or adolescents, witnessed intimate
partner violence or became the targets of
violence from their caregivers. While West
Virginiaremainsone of the safes statesdue to
a low crime rate, the number of domestic
violence related homicides has congstently
remained agpproximatey one-third of dl
homicides over the past fiveyears. However,
in 1998 there were 109 homicides; of these 48
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(44%) were classified as domestic violence
related. This represents only a small fraction
of the West Virginialives and families that are
affected by violence in the home each year.
Domestic violence not only affects individud
lives and families but also the labor force, the
cost of medical care, and society as awhole.
As a stae, community, and individuals, we
need to work to protect everyone sright to be
safe at home.

OBJECTIVE 15.2.  Reduce the rate of
forced sexual assault or attempted forced
sexual assault to less than 16.1 per 100,000
population. (Baseline: 20.1 per 100,000
West Virginia resdents from 1993-97)

Data Sources: Uniform Crime Reports,
(1993-97), WVDPS; West Virginia
Foundationfor Rape I nformation and Services

Sexual assault is defined as any
nonconsensual physical sexud activity
including use of force, threats intimidation,
manipulation, coercion, or by taking advantage
of physical hel plessnessorimpaired mental and
physical hedth of the victim. In 1994, the
National Crime Victimization Survey (NCVYS)
reported that 407,190 females aged 12 and
over were victims of rape, attempted rape, or
sexual assault. Other surveysconductedinthe
past decade indicated that the NCVS
underestimated the problem. The National
Women’ sStudy, in conjunction with estimates
based on the U.S. census, suggeds that 12.1
million American women have been victims of
forcible rape at sometime in their lives. The
rate of forcible rape in West Virginia for the
years 1993 through 1997 was 20.1 per
100,000 population. The national rate was
11.0 per 100,000 population.
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OBJECTIVE 15.3. (Developmental)
Reduce the incidence of maltreatment of
children younger than 18 to fewer than
6,438 cases annually. (Baseline: September
1997-1998/99 6,782 maltreated children per
year)

Data Source: West Virginia Department of
Health and Human Resources (WVDHHR)

Each year in the United States an
estimated three million cases of suspected
child abuse and neglect are reported by Child
Protective Services (CPS) agencies, and
almost three children a day die from child
abuse and neglect. More than half of child
abuse fatalities are typically unknownto CPS.
InWest Virginia, there were 16,349 reports of
child abuse or neglect in 1998, which included
reports of physical abuse, sexual abuse,
emotiond maltreat ment, and neglect. Of those
reported, 7,793 children were found to have
already been maltreated or were at seriousrisk
of maltreatment.

Child abuse and neglect can result in
permanent and serious damageto the physicd,
emotional, and mental development of the
child. The physical effects may include
damage to the brain, vital organs, eyes, ears,
arms, or legs. These injuries can result in
mental retardation, blindness, deafness, or loss
of alimb. Child abuse or neglect may also
cause delays in development. The language,
perceptual, and motor skills of matreated
childrenare often underdevel oped. Atitsmost
serious consequence, it may result in death.

Child maltreatment is often as
damaging emotionally as it is physically.
Maltreated children may be impared in self-
concept, ego competency, redlity testing,
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defensive functioning, and overdl thought
processes. They also have higher levels of
aggression, anxiety, and self-destructiveness
and low impulse control. Thesecharacteristics
can cause maltreated children to display high
levels of antisocial behavior as they get older.
Higories of abuse or neglect are strongly
associated with teenage pregnancy, runaways,
crimes, juvenile delinquency, mental
retardation and other permanent disabilities
sexual offenses, progitution, and domestic
violence.

OBJECTIVE 15.4. Reduce to less than
9.2% the percentage of students aged 14-18

who carry a weapon on school property.
(Baseline: 10.8% in 1997)

Data Source: West Virginia Department of
Education, Office of Healthy Schools, Y outh
Risk Behavior Survey (YRBYS)

Adolescents and young adults face an
extraordinarily high risk of death and injury
fromviolence. Arrest ratesfor homicide, rape,
robbery, and aggravated assault are
congstently and subgtantially higher for young
people aged 15 to 34 than al other age
groups. Nationally 8.5% of students reported
carrying aweapon on school property in 1997,
compared to 10.8% in West Virginia. The
rural nature of Wed Virginia and its culture
may nurture this factor.

FLAGSHIP OBJECTIVE

OBJECTIVE 15.5. Reduce overall motor
vehicle crash deaths to no more than 17.7
per 100,000 population. (Baseline: 20.8 per
100,000 population in 1993-97)

15.5a. Ages 0-14 4.8

(Baseline: 5.7 in 1993-97)

15.5b. Ages 15-24 27.7
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(Baseline: 32.6 in 1993-97)
15.5¢c. Ages 25-44  20.0
(Baseline: 23.5in 1993-97)
15.5d. Ages 45+ 18.0
(Baseline: 21.2 in 1993-97)

Data Sources: WVDHHR, Weg Virginia
Bureau for Public Health (WV BPH), Office of
Epidemiology and Health Promotion (OEHP);
Division of Highways (DOH), Nationa
Highways Traffic Safety Administration
(NHTSA)

OBJECTIVE 15.6. Reduce the overall
number of motor vehicle crash deaths to no
more than 2.0 per 100,000,000 miles
traveled. (Baseline: 2.08 per 100,000,000
miles traveled from 1996-98)

Data Source: West Virginia Department of
Transportation, Highways Division, Crash
Data Report

Motor vehicle crashes (MVC) remain
amgor public health problem. MVCsarethe
leading cause of death for all Americans aged
1-24, as well asthe leading cause of death for
the same age group in West Virginia
According to the Department of
Transportation, the societal cost of crashes
exceeds $150 hbillion annudly. There were
47,460 motor vehide crashesin WV in 1998.
Among these, there were 372 deaths, 24,173
personswereinjured, and the economic lossto
our state was estimated at $2,851,383,000.
There are 1,280,555 licensed drivers in West
Virginia, 1,529,285 licensed motor vehicles,
and 17,867,924,000 annua vehide miles
traveled. The motor vehicle death rate per
100,000 population is especially high among
those aged 16-24 and 75 and older. At dl
ages, maes have higher motor vehicle death
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rates per 100,000 population compared to
females. Teenagers experience a
disproportionatdly high incidence of crashes
and crash deaths. Among children aged 1-14,
crash injuries are the leading cause of death.

OBJECTIVE 15.7. Initiate and pass into law
legislation that requires the use of helmets by
ATV operators. (Baseline: N/A )

Data Source: Wes Virginia University
(WVU) Center for Rural Emergency Medicine

OBJECTIVE 15.8. Maintain current laws
and support the enforcement of these laws
for operators of (a) motorcycles and (b)
bicycles. (Baseline: Helmet laws are already
in place for dl motorcycle operators in West
Virginia and bicycle operators aged 14 and
younger.)

Data Source: Legislative billsand repeals

As of 1999, West Virginia had a
mandatory motorcycle helmet lawv for 4l
operators of dl ages A bicycle helmet law
wasalso in place for those 14 years of age and
younger. Each year there is constant pressure
on the legislature to repeal the motorcycle
helmet law.

OBJECTIVE 15.9. Reduce overall deaths
resulting from ATV crashes to no more than
0.5 per 100,000 population. (Baseline: 1.1
per 100,000 during 1996-98)
15.9a. Ages 1-14 0.5
(Baseline: 1.1 during 1996-98)
15.9b. Ages 15-64 0.5
(Baseline: 1.1 during 1996-98)
15.9¢c. Males aged 65+ 1.0
(Baseline: 2.0 during 1996-98)
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Data Sources: WVU Center for Rura
Emergency Medicine; U.S. Consumer Product
Safety Commission

From 1990-98, 101 men, women, and
children died as a result of ATV-related
injuries inthe state. During this period, West
Virginia had the seventh highest number of
fatalitiesand the second highest per capitarate
of death (second only to Alaska) among al
states. The average number of deaths from
ATV incidents has risen over 150%, from 7
during 1993-1995 to 18 during 1996-98.
Twenty-five percent (25%) of the deaths were
among children 16 years of age or younger; 7
wereunder theage of 10, with theyoungest an
18-month-old girl. Nine men aged 65 yearsor
older have also died as a result of ATV
crashes Approximately 85% of the victims
were mae. Fewer than 5% of the victims
wore helmetsat thetime of their ATV crashes,
and two-thirds of the deaths were dueto neck
and head injuries. Forty-two percent (42%) of
the incidents involved collisions with other
vehides or with fixed objects, and 33%
involved ATVsflipping or overturning. One-
fifth of the fatal incidents involved the use of
alcohol and drugs. Twelve percent (12%) of
the deaths were among persons who were
riding as passengers. The precipitous rise in
the number of deaths resulting from the
recreational use of ATVs is a serious public
health issue within the state.

OBJECTIVE 15.10. Reduce the number of
deaths resulting from falls among the elderly
(aged 65+) to no more than 34.6 per 100,000
population. (Baseline: 38.4 per 100,000
during 1993-97)
Data Source: WVBPH, OEHP, Hedth
Statigtics Center
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Within West Virginia, for the period
1995-97, falls were the second leading cause
of injury death among people aged 65 to 74
(25% of al unintentional injury deaths) andthe
leading cause for people 75 years of age or
older (49% of all unintentional injury deaths).
Falls are the most common cause of injuries
and hospital admissonsfor trauma among the
ederly. Falls account for over 80% of dl
fracturesamong the dderly and are the second
leading cause of spinal cord and brain injury.
Since most fractures are the result of fdls,
understanding factorsthat contributeto falling
is essentia in order to design effective
intervention strategies. Factorsthat contribute
to falls include dementia, visual imparment,
neurologic and musculoskeletal disabilities,
psychoactive medications, and difficulties in
gait and bdance. Environmental hazards such
as dlippey surfaces, uneven floors, poor
lighting, loose rugs, ungtable furniture, and
objects on floors also may play arole.

OBJECTIVE 15.11. Increase the use of
safety belts among adults and children older
than eight to at least 74% of motor vehicle
occupants. (Baseline: 68% in 1998)

Data Sources: NHTSA; U.S. Centers for
Disease Prevention and Control (CDC)

Safety belts, when used, are the sngle
most effective means for occupants to reduce
the risk of death and serious injury in a motor
vehicle crash. Lap and shoulder belts are 45%
effectivein reducing deaths and 50% effective
in preventing moderate to critica injuries to
passengers. Eleven states have primary
enforcement laws, while West Virginia has a
secondary enforcement law. States with
primary enforcement and publicized
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enforcement of these belt laws can produce
use rates at 80% and above.

OBJECTIVE 15.12. Increase the use of
child restraints in motor vehicles to at least
98%. (Baseline: 96.5% in 1997)

Data Source: WVBPH, OEHP, Behaviord
Risk Factor Surveillance System (BRFSS)

OBJECTIVE 15.13. (Developmental)
Reduce Traumatic Brain Injury (TBI) as a

result of intentional or unintentional injury.
(Baseline data avail able in 2000)

Data Sources: Wes Virginia Trauma
Registry/Wes VirginiaTraumatic Brain Injury
Registry

Traumetic brain injury may be caused
by an unintentiond event (such as motor
vehicle or ATV crash injuries, pedestrian
injuries, bicycle injuries, etc.) or intentionally
through violence (e.g., gunshot wounds,
domestic violence injuries, sexua assault,
etc.). Estimates of injuries reported in West
Virginia indicate that approximately 3, 600
individuals per year experience some type of
head injury. Over two million Americans
sudan traumatic brain injuries each year.
These injuries are the leading cause of death
and disability of children and young adultsin
the United States Conservative estimates
indicate that each year in West Virginiabran
injuries are responsible for 3,600
hospitalizations, 700 deaths, and 600 long-
term disabilities.
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Meeting the Objectives

Health Promotion Channels for
Achieving Objectives:
Worksites
Schools
Public Health Programs
Networks
Health Care System
Higher Education

The West Virginia Injury Prevention
Codlition will use asits guidelines for setting
itsgods and objectivesthe objectives stated in
Healthy People 2010. Members of the
Coadlition include:

Wes Virginia Bureau for Public Hedth
West Virginia Office of Emergency Medical

Services

West Virginia University Center for Rural
Emergency Medicine

West Virginia Foundation for Rape

Information and Services

West Virginia Coalition Against Domestic
Violence

West Virginia Department of Health and
Human Resources Child Support
Services

West Virginia State Fire Marshal’ s Office

West Virginia Bureau for Public Health,
Office of Epidemiology and Hedth
Promotion, Osteoporosis Program

West Virginia Department of Education,
Office of Hedthy Schools

West Virginia Emergency Medica Services
for Children

Weg Virginia Safe Kids Codlition

Bran Injury Association of West Virginia
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West Virginia Traumatic and Spind Cord
Injury Rehabilitation Fund Board

Work Group Members

Penny Byrnsde, MS, RN, Work Group
Leader, Injury Prevention
Coordinator, Office of Emergency
Medical Services, WVBPH

Janet M. Williams, MD, FACEP, Director,
Center for Rura Emergency
Medicine, WVU; Assoc. Professor,
Department of Emergency Medicine,
wWvu

Susan J. Derk, MA, Research Program
Manager, Center for Rural Emergency
Medicine, WVU

Jm Helmkamp, PhD, Epidemiologist,

Center for Rura Emergency
Medicine, WVU

Patty Hawkins, Progran Administrator,
Emergency Medicd Services for
Children, WVBPH

Pete Shaffon, EdD, Community Health
Program, WV U

Sharon Sanders, MS, Hedlth Promotion
Specialist

Diane Reese, West Virginia Coalition
Against Domestic Violence

Jm Cook, Specid Asssant to the
Commissioner for Healthy Schools,
WYV BPH

Shawna Phares, Assistant to the Director,
WVDHHR

Carol Nolte, MS, Assigant Fire Marshal,
West Virginia State Fire Marshal’s
Office

Renee Hager RN, BA, Executive Director,
Clinical Services, Boone Memorial
Hogpitd

Pastor Matthew Watts, Grace Bible Church
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BS, Education
Coordinator, Center for Rural
Emergency Medicine, WVU

Beth Morrison, Cabinet to Family Violence
Coordinating Coundil

Monica Rozzdl, RN,

Marla Eddy, LSW, Family Service of
KanawhaValley

Frank O'Hara, MS, CHES, Member, Minera
County Child Injury Council

Patricia J. Nutter, RN, BSN, Ritchie County
School Nurse

Jm Grate, Manager, West Virginia

Governor’s Highway Safety Program
Archie Hubbard, Director, Boone County
Ambulance Authority
NancyHoffman, MA, Director, West Virginia,
Foundation for Rape Information and
Services
Kathie King, MSW, Program Specialist,
Office of Socia Services, WWDHHR
Rina Foy, MS, Community Outreach
Coordinator, Wes Virginia Poison
Center
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For More Information

Injury Prevention Program

Office of Epidemiology and Hedth Promotion
350 Capitol Street, Room 319

Charleston, WV 25301-3715

Phone: (304) 558-0644; Fax: (304) 558-1553

Visit the Hedthy People website at:
www.wvdhhr.org/bph/hp2010/
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Background

The health of a population isreflected
in the health of its most vulnerable members.
A mgor focus of many public health efforts,
therefore, isimproving the hedth of pregnant
women and their infants, including reductions
in rates of birth defects, risk factorsfor infant
death, and deaths of infants and their mothers.

The hedth of mothers, infants, and
children is a priority for the state of West
Virginia as it is both a reflection of present
hedth status and a predictor of future hedth
status. The focus areas address indicators
among pregnant and postpartum women as
well as those affecting infants hedth and
survival.

Infant deathisanimportant measure of
anation’s health and aworldwide indicator of
hedth status and socia well-being. Between
1997 and 1998, West Virginia's infant
mortdity rate decreased noticeably, from 9.5
deaths per 1,000 livebirthsto 8.1. Duringthe
past decade, critical measuresof increased risk
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16
MATERNAL, INFANT,
AND CHILD HEALTH

of infant mortality, such as incidence of low
birthweight (LBW) and very low birthweight
(VLBW), have actually increased across the
United States.

Four causesaccount for morethan half
of al infant deaths: birth defects, disorders
relating to short gestation and unspecified
LBW, sudden infant death syndrome (SIDS),
and respiratory distresssyndrome. Theleading
causes of neonatal death nationally in 1997
were birth defects, disorders related to short
gestation and LBW, respiratory distress
syndrome, and maternal complications of
pregnancy. After the first month of life, SIDS
istheleading cause of infant death, accounting
for about one-third of al deaths during this
period. Maternal age is a recognized risk
factor for infant death. In the United States
mortdlity rates are highest among infants born
to young teenagers (16 years and under) and
to mothers aged 44 years and older.

Fetal death is another important
indicator of perinatd health. Nationally in
1997 6.8 fetd deaths were reported for every
1,000 live births and fetal deaths combined,
representing a slight decline from the fetal
mortdity rate of 7.6 per 1,000 in 1987. In
1998 thefetd deathratioinWest Virginiawas
6.0 per 1,000 live hirths, a decrease from the
1997 ratio of 6.7 deaths per 1,000 live births.
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Fetal death is sometimes associated with
amniotic fluid levels and maternal blood
disorders. In West Virginia in 1998 the
majority (91.2%) of fetal deaths were due to
conditions originating in the perinatal period,
incdluding complications of placenta, cord and
membrane (30.4%), maternal conditions
(7.2%), maternal complications (9.6%), short
gestation and low birthweight (6.4%), and
other ill-defined perinatal conditions (28.8%).
Congenital anomalies accounted for 8.0% of
dl feta deaths. Early, comprehensve, and
risk-appropriate care to manage such
conditions has contributed to reductions in
fetal mortality rates.

Short gestation and LBW are among
the leading causes of neonatal deaths,
accounting for 20% of neonata deaths
nationally. In 1998, atotal of 11.6% of births
werepreterm, and 7.6% were LBW. Included
in these satistics wereinfantsborn at VLBW,
or less than 1,500 grams (3.3 pounds). The
national rate of VLBW hirths in 1998 was
1.4%. InWeg Virginiain 1998 the VLBW
rate was 1.5%.

LBW is associated with long-term
disabilities such as cerebrd pdsy, autism,
mental retardation, and vision and hearing
impairments. Despite the low proportion of
pregnancies resulting in LBW babies,
expendituresfor the care of LBW infantstotal
more than half of the costs incurred for dl
newborns nationdly. In 1998, the cost for a
normd, hedthy ddivery averaged $1,900,
whereas hospitd costs for LBW infants
averaged $6,200.

The generd category of LBW infants
includes both those born too early (preterm
infants) and those who are born at full term
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but who are too small, a condition known as
intrauterine growth retardation (IUGR).
Maternal characteristics that are risk factors
associated with lTUGR include maternal LBW,
prior LBW birth history, low pre-pregnancy
weight, cigarette smoking, multiplebirths, and
low pregnancy weight gain.  Cigarette
smoking is the greatest known risk factor.

VLBW usudly is associated with
pretermbirth. Relatively little is known about
the range of risk factors for preterm birth, but
the primary risk factorsare prior preterm birth
and spontaneous abortion, low pre-pregnancy
weight, and cigarette smoking. These risk
factors, however, account for only one-third of
al preterm births nationdly. Maternal use of
illicit drugs also may increase the risk of
VLBW.

Many of the risk factors can be
mitigated or prevented with good prenatal
counseling and early prenata education and
care. Prenatd visits offer an opportunity to
provide information about the adverse effects
of substance use, including acohol and
tobacco, during pregnancy and provide a
vehiclefor referralstotreatment services. The
use of timdy, high-quality prenatal care can
help to prevent poor birth outcomes and
improve maternal heath by identifying women
who are particularly high-risk and taking steps
to mitigate risks, such as risk of high blood
pressure or other maternal complications.
Interventions targeted at prevention and
cessation of substance use during pregnancy
may be helpful in further reducing the rate of
VLBW infants. Further promotion of folic
acid intake can help to reduce the rate of
neural tube defects.

The Objectives
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OBJECTIVE 16.1. Reduce the prevalence
of cigarette smoking among pregnant
women to 12% or lower. (Baseline: 25.4% in
1998)

Data Sources: West Virginia Bureau for
Public Health (WVBPH), Office of
Epidemiology and Hedth Promotion (OEHP),
Health Statistics Center (HSC); Office of
Maternal, Child & Family Hedth (OMCFH),
Pregnancy Risk Assessment Monitoring
Sygem (PRAMS), Right From The Start
Program (RFTYS)

OBJECTIVE 16.2. Reduce low birthweight
to a incidence of no more than 5% of live
births and very low birthweight to no more
than 1% of live births. (Baselines: 8.1% for
low birthweight; 1.5% for very low
birthweight in 1998)

Data Source: WVBPH, OEHP, HSC
FLAGSHIP OBJECTIVE
OBJECTIVE 16.3. Increase to atleast 90%

the proportion of all pregnant women who
receive 1° trimester prenatal care. (Baseline:

80.1% in 1998)
Data Source: WVBPH, OEHP, HSC

OBJECTIVE 16.4. Reduce the infant
mortality rate to less than 7 deaths per 1,000
live births. (Baseline: 8.1 deaths per 1,000
live births in 1998)

Data Source: WVBPH, OEHP, HSC
OBJECTIVE 16.5. Reduce the rate of child

mortalityto 30 per 100,000 children aged 1-4
and 17 per 100,000 children aged 5-14.
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(Baselines: 31.1 deaths per 100,000 children
aged 1-4 in 1998; 18.9 deaths per 100,000
children aged 5-14 in 1998).

Data Source: WVBPH, OEHP, HSC

OBJECTIVE 16.6. Reduce the incidence of
pre-term birth (< 39 weeks of gestation) to
7.6% of live births. (Baseline: 12.3% in
1998)

Data Source: WVBPH, OEHP, HSC

OBJECTIVE 16.7. Reduce the sudden
infant death syndrome (SIDS) mortality rate
to 0.3 per 1,000 live births. (Baseline: 1.7
deaths per 1,000 live births in 1998)

Data Source: WVBPH, OEHP, HSC

OBJECTIVE 16.8. (Developmental)
Promote education to providers on
counseling for postpartum depression at 4-6
week postpartum visit. (Basdline datato be
established in 2000)

Data Source: WVBPH , OMCFH, PRAMS

OBJECTIVE 16.9. Reduce theincidence of
spina bifida and other neural tube defects to
3 per 10,000 live births. (Baseline: 4.3 per
10,000 live births in 1998)

Data Source: WVBPH, OEHP, HSC, Birth
Defects Registry
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OBJECTIVE 16.10. Ensure that all
newborns are screened by state-sponsored
programs to detect phenylketonuria (PKU),
congenital hypothyroidism, galactosemia,
and hemoglobinopathies. (Baseline: 99.76%
in 1998)

Data Source: TitleV Performance Measures,
Health Resources Services Administration
(HRSA), Materal Child Health Bureau

OBJECTIVE 16.11. Reduce the perinatal
mortality rate per 1,000 live births (deaths of
infants from 20 weeks gestation to 28 days)
by 30%. (Baseline: 10.6 deaths per 1,000
live births in 1998)

Data Source: WVBPH, OEHP, HSC

Meeting the Objectives

Health Promotion Channels for
Achieving Objectives:
Worksites
Schools
Public Health Programs
Networks
Health Care System

Higher Education

Thefollowing list includes some of the
organizationsthat will beleading theinitiatives
to reach the 2010 objectives:

Office of Maternal, Child & Family Health
Divison of Women'sand Perinata
Services
Right From The Start Project
Family Planning Project
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Division of Research, Evaluation, and
Planning
SIDS Program
PRAMS
Newborn Screening Program
Adolescent Pregnancy Prevention
Initiative
Adolescent Health Specialists
Office of Epidemiology and Hedth
Promotion, Tobacco Prevention
Program
The March of Dimes
Healthy M others Healthy Babies Codition
WV Perinatal Task Force 2000
Women, Infants, and Children Nutrition
Program (WIC)

Work Group Members

Judy McGill, MSN, MS, Work Group

Leader, Director, Division of
Perinatal and Women's Health,
OMCFH

Diane Kopcial, MSN, Former Work Group

L eader, Former Director of Women's

Services, OM CFH

Hartman, WV Freedom for

Reproductive Equality and Education

(Free), Charleston

Charlotte Flannigan, Director of Program
Services, March of Dimes

Felice Joseph, Pharmacist, PEIA

Karen Merriman, Assistant Vice President for
Academic Life, University of
Charleston

Brendalsaacs, RN, Kanawha County Schools

Susan Thompson, Executive Director, Girl
Scout Black Diamond Council

Lynn Hartsog, Director, Big BrothergBig
Sisters

Shirley Finn, United Methodist Center

Lynn
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Gary Gunnoe, DARE (Drug AbuseResistance
Education) Unit, Charleson

Elizabeth Carr, RN, Braxton County Health
Department

Brenda Donithan, Mercer County Health
Department

Cindy Day, CFNP, Y outh Health Huntington
Valley Health Systems (VHYS)

Cathy Davis, NP, Y outh Health Huntington
(VHS)

Catherine  Colburn, RN,
Coordinator, School
WVU

Sharon Lewis, LSW, Executive Director,
Women' s Health Center of WV, Inc.

Trina Bartlett, MSW, Adolescent Hesalth
Coordinator, Community Coundil of
Kanawha Valley, Inc.

MarthaCook Carter, RN, CNW, WomenCare

Ann Dacey, RNC-NP, Department of
OB/GYN, WvVU

SusanWatkins, RN, Women’'s Comprehensive
Care

Paula Woodrum, NP, Charleston Psychiatric
Group

Savolia Spottswood, Director of Minority
Health Program, Racial/Ethnic
Populations, Rurd Hedthy Policy,
Office of Community and Rural Health
Services

Patty Pearson, Crittenon Teen Pregnancy
Prevention Media Task Force, Family
Panning Program, OMCFH

Dawn Bell, PharmD, Department of Clinical
Pharmacy, WV U

Robin Seabury, MS, Women's Services,
BCCSP, OMCFH

Dee Ann Price, RN, Women's Services,
BCCSP, OMCFH

Ken Selbe, Director, Women's Services,
Perinatal Programs-Maternity
Services, ART (Access to Rurd

Obstetrics
of Medicine,
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Transportation, Perinatal Outreach
Project), OM CFH

Blake, RHEP Site Coordinator,
Mountain Health PartnersConsortium,
St. Joseph's Hospital

Kelly
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For More Information

Office of Maternal, Child, & Family Health
350 Capitol Street, Room 427

Charleston, WV 25301-3715

Phone: (304) 558-5388; Fax: (304) 558-2183

Visit the Hedthy People website at:
www.wvdhhr.org/bph/hp2010/
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Background

The Medical Product Sefety Work
Group focuses on issues of drug safety.
Adverse drug events (ADES) may be
responsible for more than 100,000 deaths in
the U.S. each year, according to an article in
the April 15, 1998, issue of The Journal of the
American Medical Association. This would
rank ADEs between the fourth and sixth
leading cause of death nationwide.

Thereareavariety of waysthat people
can be killed or injured by their medicine: (1)
medication errors (2) known side effects and
drug interactions, and (3) unforeseen side
effects that do not show up in clinical testing.
Some experts believe that medication errors
may account for one-third to one-half of dl
adverse drug events.

Pharmaceutical manufacturers are
discovering new ways to treat more diseases
and conditions from impotence to diabetes.
The Food and Drug Administration (FDA),
long criticized as moving too sowly on drug
applications, isnow agpproving productsat a
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MEDICAL PRODUCT
SAFETY

record-setting pace. The FDA approved 139
new drugs and biologic products in 1996, a
record increase of 63% over the 85 such
products approved in 1995. In 1997, another
132 products were approved. At the same
time, the median approval time for new drugs
has decreased by more than hdf to 13.4
months.

The FDA is focused on safety of the
product when used as directed; many adverse
drug events occur from errors in the use or
misuse of drugs. Drug interactions,
ingppropriate dosing, drug duplications, and
errors in dispensing and in route of
administration are all examples of drug errors
that can lead to death or injury. In recent
months, the FDA has been troubled by aseries
of adverse drug events caused by recently
approved agents. For example, Posicor®, a
drug for high blood pressure, was withdrawn
from the market last year, but not because it
was harmful on its own. Rather, Poscor®
became lethal in combination with anumber of
other drugs, so many tha the FDA believed
that doctors and consumers could not keep
abreast of the risks. Also, the diabetes drug
Rezulin®, approved two yearsago, can cause
liver damage, which prompted the FDA to
issue repeated warnings to doctorsto closely
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monitor patientstaking it. However, an agency
investigation found that only 2.7% of patients
taking Rezulin® for three months were being
monitored the way the agency had
recommended, even though 43 people had
suffered acute liver failure that was possibly
due to the drug; of these, 28 died. A pand of
independent scientific experts has
recommended that the drug be prescribed only
to patients who do not respond to other
thergpy. And, finally, the arthritis drug
Celebrex®, which was approved by the FDA
in January of 1999 and has aready been
prescribed to more than two million people, is
repeatedly being confused by doctors and
pharmacistswith two other drugs: Cerebyx®,
an antiseizure medication, and Cdexa®, an
antidepressant. The agency has aready
received 41 reports of the wrong prescription
being filled.

More prescriptions are being written,
not only because there are more drugs but also
becausethe populationisaging; ederly people
take more than one-third of all drugsthat are
prescribed. Of elderly patientstaking three or
more prescription drugs for chronic
conditions, over one-third are rehospitalized
within sx monthsof discharge fromahospitd,
with 20% of those readmissions due to drug
problems. Twenty-eight percent (28%) of
hospitalizations of older Americans are due to
noncompliance with drug therapy and adverse
reactions. Wes Virginia has the oldest
population of any state in America. We also
have a high incidence of diabetes mellitus,
heart disease, and other chronic illnesses. In
addition, many of our citizens live in rural
areas that are medically underserved. For
these reasons, West Virginians may be
especially vulnerable to injuries from adverse
drug effects.
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Computersareanimportant part of the
medication safety net, but they have
limitations. Many systems have programmed
drug alerts that notify pharmaciss about
potentia adverse drug events. A recent study
conducted by the I nstitute for Safe Medication
Practices (ISMP) found that most computer
systems fail to detect common adverse drug
events. ISMP surveyed 307 hospitas: only
four successfully detected all unsafe
medication orders. The founder of ISMP,
Michael R. Cohen, noted, "Pharmacy
computer systems need major improvements
to detect and prevent potentially serious/fatal
medication errors." The survey found that
87% of tested computer systemsdid not detect
toxic doses of antibiotics for patients with
renal impairment; 87% did not detect single or
cumulative lethal doses of colchicing; 61%
neither alerted the staff nor blocked the order
when an oral suspension was ordered for
intravenous use; and 58% of the tested
computer systems did not link the pharmacy
and laboratory to share vital information. Of
those systems that provided thislink, 59% did
not screen orders againg current laboratory
values.

Improvements in computer systems
and in other components of the health care
ddivery system are the focus of some of the
objectives in the Medical Product Safety
section of Healthy People 2010.

The Objectives

OBJECTIVE 17.1. (Developmental)
Increase to 90% the proportion of
pharmacies and dispensers that utilize
automated information systems with
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functional drug alert systems. (Basdine

available in 2003)

Data Source: West Virginia Universty,
School of Pharmacy, proposed survey of
pharmacies and dispensersin West Virginia

Information systems that alert
pharmaciststo potentid drug-related problems
are essential in today's complex health care
environment.  However, these programs
should be viewed as one of the many tools
available to the pharmacist to ensure safe and
appropriate medication use in al patients.
Information systems are not a substitute for
professiona judgment and experience, nor do
they relieve the pharmacist of responsibility for
assuring that medications are used safely and

appropriately.

FLAGSHIP OBJECTIVE
OBJECTIVE 17.2a. For patients who
received a new prescription in the last 12
months, increase by 10% above baseline the
number of patients 65 and older whose
doctor or pharmacist reviewed all the
prescription medications the patient was
currently taking.

17.2b. For patients who received a new
prescription in the last 12 months, increase
by 10% above baseline the number of
patients 65 and older whose doctor or
pharmacist reviewed all the over-the-counter
medicationsthe patient was currently taking.

17.2c. For patients who received a new
prescription in the last 12 months, increase
by 10% above baseline the number of
patients 65 and older whose doctor or
pharmacist reviewed all the prescription
AND over-the-counter medications the
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patient was currently taking. (Basdine

available in 2001)

Data Source: Wes VirginiaBureaufor Public
Health (WV BPH), Officeof Epidemiology and
Health Promotion (OEHP), Behavioral Risk
Factor Surveillance Survey (BRFSS

Pharmacists, physicians, and other
primary care providers are a key resource for
informing their patients about how to use
medications correctly. In addition, routine
review of medication regimens inthis group of
high-risk individuals can serve to inform
primary care providers about changes in the
regimen made by specialty practitioners and
alert themto medication adherence problems.

Use of complementary and alternative
sourcesof heath careiscommoninthe United
States and is often not reported to primary
careproviders. Inaddition, many commercid
and home herbal remedies can interact with
prescription medication to cause adverse drug
events. Protection from these risks is only
possible when accurate information on the
concurrent dternative therapies is known.
Patients should be encourageto communicate
thisinformation to their hedth care providers,
and health care providers should likewise
document use of alternative therapies in the
patient's medical record.

OBJECTIVE 17.3. (Developmental)
Increase to 90% the proportion of
pharmacies using drug alert systems that
have fully updated those systems within the
past three months. (Baseline available in
2001)
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Data Source: Proposed survey with the West
Virginia Universty (WVU) School of
Pharmacy

OBJECTIVE 17.4. (Developmental)
Increase to 95% the proportion of patients
receiving, at the time their prescriptions are
dispensed, information that conforms to the
Action Plan for the Provision of Useful
Prescription Medicine Information . (Baseline
data available 2003)

Potential Data Source: West Virgnia
Universty, School of Pharmacy, proposed
survey of pharmacies and dispensers in West
Virginia

Meeting the Objectives

Health Promotion Channels for
Achieving Objectives:
Worksites
Schools
Public Health Programs
Networks
Health Care System

Higher Education

The following list includes some of the
organizationsthat will beleading theinitiatives
to reach the 2010 objectives:

West Virginia University School of Pharmacy

West Virginia Society of Heath Sysem
Pharmacists

Weg Virginia Pharmacy Association

West VirginiaBoard of Pharmacy

Weg Virginia State Medica Association

Weg Virginia Hospital Association
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Weg Virginia Bureau for Public Hedth

Weg Virginia Medicd Institute

West VirginiaBureau of Medical Services

Public Employees Insurance Agency

West Virginia Workers Compensation
Insurance Program

United Mine Workers Association

The Health Plan

Carelink

Institute for Safe Medication Practices

National Association of Chain Drugstores

Work Group Members

Dawn Bell, PhamD, BCPS, Work Group
Leader, Assstant Professor of Clinical
Pharmecy, School of Pharmacy, WV U

KennethJozefczyk, MS, Director, Department
of Pharmaceutica Services, Ruby
Memorial Hospital

Steve Judy, BSPharm, President, Judy’s
Drugs, Petersburg, WV

Stephen E. Neal, RPh, MBA, Director of
Pharmacy Services, The Health Plan

Robert Stanton, PharmD, Clinical Pharmacist,
Cabell Huntington Hospitd

Mark Newbrough, M D, Assstant Professor of
Medicine, WV U - Charleston Division

References/Resources:

Lazarou J, Pomeranz BH, and Corey PN.
“Incidence of adverse drug reactions in
hospitalized patients.” JAMA. 279 (1998):
1200-05.



WEST VIRGINIA HEALTHY PEOPLE 2010

Rawlins M, Thompson J, Davies D, eds.
“Mechanisms of adverse drug reactions.”
Textbook of Adverse Drug Reactions. 4th ed.
Oxford, England: Oxford University Press;
1991.

Kohn, LindaT, Corrigan, Janet M, Donaldson,
Molla S, eds. To Err Is Human: Building a
Safer Health System Committee on Quality of
Health Care in America. Bethesda MD:
Institute of Medicine.

For More Information

Wegt Virginia University

Dept. of Clinical Pharmacy

School of Pharmacy

Morgantown, WV 26505

Phone: (304) 293-1504; Fax: (304) 293-7672

Visit the website a:
www.wvdhhr.org/bph/hp2010/
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Background

Mental illnesses affect children,
adolescents, adults, and older Americans of dl
ethnic and racia groups, both sexes, and all
educational and socioeconomic levels. No one
is immune from the risk of mental illness.
Approximately 40 million Americans aged 15
to 54 experience some type of mental illness
eachyear, an estimated 8 million of whom will
have both a mental illness and a substance use
disorder. The chance of developing a
diagnosable mental illness over the course of
the life span is even higher; fully 35% of the
population aged 15 to 54 will develop amental
illness a some time in their lives. The
prevalence of menta illness is roughly
comparable to the prevalence of many other
physical illnesses and may be a coexisting
condition that has an effect on the course of
the physical illness.

In West Virginia, there has been
significant improvement in the mental hedth
service delivery sygem in recent years, even
with the special challenges of arurd, sparsely
populated state with high poverty levels.
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18
MENTAL HEALTH AND
MENTAL DISORDERS

There has been asteady increase in the number
of people served, the availability of, and the
access to menta health services. Incidence
and prevaence formulas published in the
Federal Register estimate there are 35,099
adults (2.6% of the adult population of West
Virginid) who meet the federd definition of
serious mental illness. The Department of
Health and Human Resources (DHHR)
estimates that there are 54,847 children in the
state who meet the definition of serious
emotiona digurbance, based on the 13%
prevalencerate for the overal population.

The comprehensive community-based
system of care for adults with severe,
recurrent, and persistent mental illnesses
emphasizes community integration and
recovery. For nearly 20 years, West Virginia
has sought sysemic change in services to
adults with mental illnesses through
improvement in knowledge, skills, and
attitudes regarding services and the continued
promotionof loca programdevelopment. The
family-focused, community-based system of
care for children with serious emotiond
digurbanceshasfocused on implementation of
an array of serviceswith a core of four: criss
services, case management services,
assessment services, and home-based family
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preservation services. Structures currently in
place and being developed ensure interagency
collaboration for children and their families.

The behavioral hedlth delivery system
in West Virginia continues to undergo
dramatic change as the date prepares for
managed behavioral hedlth cae. The
determination of reimbursement for behavioral
heath servicesis now based on anindividual’s
functioning leve, avalable support system,
and current clinical stability, in addition to a
psychiatric diagnosis. Funding for dl
behavioral health services is a blending of
Medicaid reimbursements, state allocations,
and federal grants. The emphass of the move
toward managed behavioral health care has
beento match thelevel of careprovidedtothe
level of need expressed and/or exhibited by the
consumer. Through the collaborative efforts
of families, consumers, providers, and state-
level decison makers, the Wes Virginia
mental health system will adequately address
the needs of adults with mentd illness and
children with serious emotional disturbances.

Many consumers of mental hedth
servicesutilize their primary care physician for
treatment, regardless of the doctor’ sexpertise
with psychiatric illnesses or emotional
disorders. The Rurd Health Education
Partnerships Program (RHEP) of the
University Sygem of West Virginia will be
utilized to insert modules concerning mental
heath and its related symptomology for use
within the student rotations. Studentsin nine
disciplines complete more than 1,500 rural
rotations through RHEP each year. Hedth
sciences students are trained in more than 250
community sites including hospitals, hedth
centers, pharmacies, and socia service
agencies
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Licensed physicians are required to
obtain continuing education. According tothe
West Virginia Board of Medicing, there are
currently 6,177 active licensed physicians in
the state. West Virginiawill provide training
workshops on the sgns and symptoms of
behavioral hedth problems as well as the
appropriate referral sources for these
problems. This objective will apply to both
primary care physicians and pediatricians
More modern assessment information and
treatment practicesbeing relayed to all doctors
will dlow for earlier detection of magor
problems and quicker interventions if
necessary.

Medical students, residents, and
licensed physicianswill alsoreceivetrainingon
screening for postpartum depresson and
whether referral to amental health professional
iIsnecessary. Emphasiswill aso be placed on
children’s mental hedlth, with prevention of
future problems and early detection as the
focus.

The following objectives will assig

West Virginia in continuing to improve its
behavioral hedlth system over the next decade.

The Objectives

FLAGSHIP OBJECTIVE
OBJECTIVE 18.1. Increase thereporteduse
of crisis services provided by community
behavioral health centers by 5% each year.
(Baseline: 7,103 crigsinterventions estimated
in 2000)

Data Sources: Client Services Data Report
(CSDR) of Office of Behaviora Health
Services (OBHS); pre-admisson screening
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Year 2000 2001 2002

2003

2004 2005 2006 2007 2008 2009 2010

# of Crisis Interventions Performed 7103 7458 7813

8168

8523 8878 9233 9588 9943 10298 10653

# of Persons Receiving

Crisis Stabilization 2453

2576 2699

2822

2945 3068 3193 3316 3439 3562 3685

data from OBHS; involuntary commitment
data submitted to OBHS by contract agencies

Persons with behavioral health
problems frequently experience crises. The
community behavioral health centers of West
Virginia contract with the Department of
Health and Human Resourcesfor theprovision
of certain core services, one of which is criss
intervention and professional crigs response.
Many people with undiagnosed menta
illnesses or even current recipients of
behavioral hedth services can benefit from
proactive effective and efficient crisis services.
Crigs response will reduce the length of time
for stabilization of symptoms and reduce the
use of other high-end services such as
hospitalization. By increasing effectiveness,
one can increase accessibility. Thisisthe goal
of this objective. It will be achieved through
anaysisof datacollected andtraining provided
to contract agencies as requested.

OBJECTIVE 18.2. Reduce the statewide
suicide rate to 10.5 per 100,000 by the year
2010. (Baseline: Age-adjusted rate of 11.8
deaths per 100,000 population in 1998)

Data Source: West Virginia Bureau for
Public Health (WVBPH), Office of
Epidemiology and Health Promotion, Hedth
Statigtics Center

Suicide has become the focus of
nationd attention thanks to the announcement
by the U.S. Surgeon Generd that it is a
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nationd problem that must be addressed. In
West Virginia, the rate of suicides per 100,000
population is 14.2, compared to the national
average of 12.0. A Suicide Task Force
established through Hedthy People 2000 will
be continued and will make recommendations
to theappropriate decision makerson how the
rate can be reduced. The areas of focus will
be improved marketing of crisgs services
provided by community behaviord hedth
centers, easier referenceto how to access help
via phone or in person, partnerships with law
enforcement and school systems, and greater
attemptsto reduce the stigma of mental illness.

OBJECTIVE 18.3. Increase to 20% the
number of individuals with serious mental
illnesses who are engaged in competitive
employment. (Baseline: 9.2% in 2000)

Data Source: Demographicsof West Virginia
Functiona Assessment

There have been many
recommendations to increase and enhance
provider, consumer, and family member
knowledge about mechanisms to move from
SSI/SSDI toemployment without endangering
benefits. The loss of these entitlements and
benefits, whether real or perceived, is a key
inhibitor to persons with mentd illnesses
seeking employment. The recent changes in
Socia Security laws related to employment
and maintaining benefitswill bedisributed and
training will be held. Partnerships with local
businesses and mental hedth providers will
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assist consumers in achieving their vocational
goals. To establish abaselinefor this process,
a survey will be conducted that determines
what factors inhibit consumers from seeking
employment for those not working. A similar
survey will be completed with consumerswho
are employed to determine how they
successfully overcame the barriers.

OBJECTIVE 18.4. Decrease by 10% per year
the number of persons with mental illness
who are jailed due to minor offenses as a
result of their psychiatric conditions.

(Baseline: 543 persons in 2000)

Data Sources: Pre-admission screening data
of OBHS; Bureau for Justice Statistics web
page; inmate demographic data from State
Department of Corrections number of
graduates of State Police Academy; number of
hours of training designated in training
curriculum

People with menta illnesses are
frequently arrested (usually for minor crimes).
Community behavioral health center staff can
play an important role in diverting such
individuals from ingppropriate incarceraion
and/or achieve continuity of treatment whenan
individua has been arrested. Several model
police mental hedth intervention programs
have been implemented in the United States.
West Virginia will increase the amount of
training in mental health issues received by
graduates of the West Virginia State Police
Academy from 4 hours to 40 hours for 100%
of its graduates. Partnerships between law
enforcement and menta health professonals
are a definite posshility and will help aleviate
some of the burdens on both the criminal
judice and behaviord health systems. This
will ensureindividuds are referred to the best
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and most appropriate level of intervention to
protect the public and meet their treatment
needs.

OBJECTIVE 18.5. Increase to 11 the
number of specialized Mentally Ill and
Chemical Addiction (MICA) programs for

dually diagnosed consumers. (Baseline: 1in
2000)

Data Sources: Number of dud diagnoss
programs in West Virginia; admisson data
from state hospitals showing rate of
hospitalization for MICA consumers
discharged from specidized programs
compared to the number of hospitalizations
before their existence

Comorhidity of mental and addictive
disordersis not uncommon. Among thosewith
an acohol disorder, 37% also experience a
mental illness; among those with other drug
disorders, 53% experience a menta illness.
Schizophreniaisfour timesmorelikely to have
a co-occurring substance issue, and anxiety
and depressve disorders are twice aslikely in
people with alcohol disorders. Studies have
found that the vast majority (79%) of lifetime
mental illnesses appear to be comorbid
illnesses. The data suggest that the major
economic and social burdens of psychiatric
disordersin our society arelikely concentrated
in those who experience significant
comorbidity.

Co-occurring mental and addictive
disorders also are found among children and
adolescents. Externadizing disorders among
children and adolescents—more prevdent in
males—such as oppositional defiant disorder,
conduct problems, and ADHD, appear to be
grongly related to similarly externaizing
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adolescent behaviors such as alcohol use,
violence, and ddinquency.

Asinnationd gudies, the mgjority of
persons who are classified as recidivigts in the
mental health system of West Virginia have
both a mental illness and a substance abuse
problem. Substance Abuse Block Grant funds
and Community Mental Health ServicesBlock
Grant funds have been permitted to be blended
for addressing the needs of this population.
Thereiscurrently one dual diagnosis program
in West Virginia. This approach, as well as
assertive  community treatment, will be
replicated in other areas of the state. The
initial focus of treatment and approaches have
differed in the past, but newer research has
given a gandard method for treating both
issues simultaneously. West Virginia will
assure that al behavioral health providersare
trained and use the newer methods of
treatment to improve outcomes and reduce
recidivism.

OBJECTIVE 18.6. (Developmental)
Seventy-five percent (75%) of adults with
serious mental illness, 75% of children with
serious emotional disturbances, 75% of the
Sfamilies of adults with mental illnesses, and
75% of the parents of children with serious
emotional disturbances will rate the quality
and appropriateness of care positively by the
end of year one, and this approval rate will
increase by 2% annually. (Baseline data
available in FY 2000)

Data Sources: Satisfaction surveysfrom West
Virginia Mental Health Consumers
Association, National Alliancefor theMentdly
I (NAMI) West Virginia, and Mountain State
Parents, Children and Adolescent Network
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Satisfied customers ae  happy
customers. This has long been known in the
business field and has also become important
in the helping fields in recent years. One
manner in which to tell if one s customers or
consumers are happy is through a satisfaction
aurvey. The West Virginia Mental Health
ConsumersAssociation hascompleted primary
consumer satisfaction surveys for the past
three years and will continue to do so in the
future. NAMI West Virginia has developed a
family satisfaction survey and it will measure
the level of satisfaction families have with the
services provided to ther ill family members.
The Mountain State Parents, Children and
Adolescent Network has developed an
instrument that measures both child and parent
satisfaction. This survey isin its second year
and will dso be continued. These objectives
are aso utilized in the Community Mental
Health Services Block Grant to assure that the
behavioral health system is providing good
services to the resdents of West Virginiaand
they are pleased with the outcomes.

These six objectives will assst the
mental hedth system in moving forward into
the new millennium. They allow standardsfor
planning and organizinghow theWes Virginia
Department of Health and Human Resources
will assure the delivery of quality and effective
servicesto those persons with mental illnesses
and those children with emotiona
disturbances.
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Meeting the Objectives

Health Promotion Channels for
Achieving Objectives:
Worksites
Schools
Public Health Programs
Networks
Health Care System

Higher Education

The lead entity for meeting these
objectives will be the Office of Behavioral
Health Services. Other groups associated will
includee West Virginia Mental Health
ConsumersAssociation, NAMI West Virginia,
Mountan State Parents, Children and
Adolescent Network, and the West Virginia
Behavioral Healthcare Providers Association.

Work Group Members

Rick Coffinbarger, Work Group Leader,
Quality Control Manager, Office of
Behavioral Health Services, DHHR

John Bianconi, Director, Office of Behavioral
Health Services, DHHR

Henry Marockie, Superintendent, Department
of Education

Ken Selbe, Office of Maternal, Child & Family
Health, WVBPH

Tom Sims, Director, Division of Health
Promotion, WV BPH

John Russl, Executive Director, WV
Behaviorad Healthcare Providers
Association

Elizabeth McCullough, President,
Wes Virginia

Teri Toothman, ExecutiveDirector, Mountain

NAMI
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State Parents, Children and
Adol escents Network

Larry Belcher, Executive Director, WV
Mental Health ConsumersAssociation

Joe Degan, Thomas Memorid Hospitd

Alicia Tyler, Central Office for College
and University Systems of West
Virginia

Ronald Walton, Executive Director, West
Virginia Board of Medicine

Diana Boyle, Board of Examines for
Registered Professional Nurses

Lanette Anderson, Board of Examiners for
Licensed Practical Nurses

Judy Williams, Director, Board of Social
Work Examiners

Jean Johnson, Program Specialist, Board of
Examinersin Counseling

Charlotte Thurston, Administrative Assstant,
Board of Examiners of Psychologists

Lolita Crews, Vice-Char, Weg Virginia
Mentd Health Planning Council
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to the Center for Mental Health Services,
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For More Information

Office of Behavioral Health Services

350 Capitol Street, Room 350

Charleston, WV 25301-3702

Phone: (304) 558-0627; Fax: (304) 558-1008

Visit the Hedthy People website at:
www.wvdhhr.org/bph/hp2010/
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Background

Nutrition is essentia for sustenance,
growth and deveopment, hedth and well-
being. At the same time, nutritional factors
contribute substantially to the burden of
preventable iliness and premature death in the
United States and to the nation's economic
burden. According to the Centers for Disease
Control and Prevention(CDC), dietary factors
are associated with 4 of the 10 leading causes
of death: coronary heart disease, some types
of cancer, stroke, and Type 2 diabetes
mellitus. Estimated medical cossto society in
medical charges (medical costs and lost
productivity) of over $200 billion each year
are aresult of these hedth conditions. Glanz
et d. statethat good nutrition can reducesome
of these costs and consequences in the short
run and can affect others through population-
wide declines in disease rates and in disease
severity over the longer term.

The obesity epidemic has increased
dramatically across the United States as well
asin West Virginia. The rapid spread during
the 1990s occurred across all states, regions,
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and demographic groups. According to Wolf
and Colditz, in1995 total cods (medicad cogs
and lost productivity) attributable to obedty
alone amounted to an estimated $99 billionin
the U.S. Overweight and physicd inactivity
account for more than 300,000 premature
deaths each year, second in number only to
tobacco-related deaths. State effortswill need
to be coordinated with national and local
interventions to control this epidemic,
particularly since West Virginia was ranked
first in the prevalence of obesity among adults
in 1998 according to data collected by the
Behavioral Risk Factor Surveillance System
(BRFSS).

The following 2010 objectives for
Weg Virginia were selected to:
. promote healthy weghts throughout
our population;

. measureimplementationof the Dietary
Guidelines for Americans,

. establish hedthy eating behaviors in
our youth; and

. address the issue of food insecurity in
our state.
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The Objectives

FLAGSHIP OBJECTIVE
OBJECTIVE 19.1. Reduce the proportion
of people aged 18 and older who are obese.
19.1a. Reduce to 37% the proportion
of people who are obese as defined by the
Metropolitan Life Insurance tables as being
at least 20% over ideal body weight.
(Baseline: 43.0% in 1998)
19.1b. Reduceto 20% the proportion
of people who are obese as defined by having
a body mass index (BMI) of 30 or greater.
(Baseline: 23.9% in 1998)

Data Source: West VirginiaBureaufor Public
Health(WVBPH), Office of Epidemiology and
Health Promotion (OEHP), BRFSS

OBJECTIVE 19.2. Increase to 35% the
proportion of people aged 18 and older who
consume at least five servings of vegetables
and fruits per day. (Baseline: 18.7% in
1998)

Data Source: WVBPH, OEHP, BRFSS

OBJECTIVE 19.3. Increase to at least 60%
the proportion of people aged 18 and older
who meet dietary recommendations for
calcium as defined by the Institute of
Medicine’s Dietary Reference Intakes for

Calcium, Phosphorus, Magnesium and
Fluoride. (Baseline: 35.0% in 1998)

Data Source: Statewide Diet and Physical
Activity Survey, West Virginia University
(WVU) Department of Community Medicine,
Divison of Exercise Physiology

OBJECTIVE 19.4. Increase to 75% the
proportion of people aged 18 and older who
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consume less than 10% of total calories from
saturated fat. (Baseline: 45.0% in 1998)

Data Source: Statewide Diet and Physical
Activity Survey, WVU Depatment of
Community Medicine, Division of Exercise

Physiology.

OBJECTIVE 19.5. Decrease food insecurity
among WV households by 5% from baseline.
(Baseline: 9% in 1998 from USDA,; data
avalable in 2001 from BRFSS)

Data Sources: USDA Prevdence of Food
Insecurity and Hunger (per sate) Survey;
WVBPH, OEHP, BRFSS

OBJECTIVE 19.6. Increase the proportion
of adolescents who consume breakfast daily
by 5% from baseline. (Basline dataavailable
in 2001)

Data Source: Youth Statewide Diet and
Physical Activity Survey, WV U Department of
Community Medicine, Division of Exercise

Physiology.

OBJECTIVE 19.7. Increase the proportion
of adolescents who consume at least five
servings of fruits and vegetables per day by
5% from baseline. (Baseline: 20.4% in 1999
from Y outh Risk Behavior Survey [YRBS];
data available in 2001 from Y outh State Diet
and Physical Activity Survey)

Data Source: WV Department of Education
(WVDOE), Officeof Hedlthy Schools, Y RBS;
WV U Department of Community Medicine,
Divison of Exercise Physiology

OBJECTIVE 19.8. Increase the proportion
of adolescents who meet dietary
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recommendations for calcium by 5% from
baseline. (Baseline data available in 2001)

Data Source: Youth Statewide Diet and
Physical Activity Survey, WV U Department of
Community Medicineand Division of Exercise
Physiology

OBJECTIVE 19.9. Increase the proportion
of adolescents who consume less than 10%
total calories from saturated fat by 5% from
baseline. (Baseline data available in 2001)

Data Source: Youth Statewide Diet and
Physical Activity Survey, WV U Department of
Community Medicine, Division of Exercise
Physiology

OBJECTIVE 19.10. Reduce the proportion
of children and adolescents who are
overweight or obese by 5% from baseline.
Overweight or obese is defined as equal to or
above the gender- and age-specific 95"
percentile of BMI from the revised
NCHS/CDC growth charts. (Baseline: 23%
in 1998 from the CARDIAC PROJECT,; data
avalable in 2001 from the Youth Statewide
Diet and Physical Activity Survey, WV U)

Data Sources: Dr. Bill Nea’'s CARDIAC
PROJECT, WV U School of Medicine; Y outh
Statewide Diet and Physical Activity Survey,
WVU Department of Community
Medicine, Divison of Exercise Physiology

OBJECTIVE 19.11 At a minimum, maintain
current standards for Nutrition Education in
schools (Grades K-12).
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Data Source: WV Department of Education,
Instructional Goals and Objectives

Meeting the Objectives

Health Promotion Channels for
Achieving Objectives:
Worksites
Schools
Public Health Programs
Networks
Health Care System
Higher Education

The West Virginia Nutrition and
Chronic Disease Codition (WVNCDC) was
established in 1993 to address nutrition
behaviors and the Heathy People 2000
nutrition objectives. The WV NCDC’s misson
isthepromotion of healthy nutrition behaviors
to prevent nutrition-related diseases among
West Virginians. Since its inception, the
WVNCDC has been involved in efforts to
promote hedthy nutrition behaviors such as
cooking schools, the National Cancer
Ingtitute’'s “Pick 5" program in eementary
schools, and sponsorship of nutrition speakers
at various health promotion conferences.

In July of 1999, the Wes Virginia
Bureau for Public Health received
cardiovascular hedth core cepacity grant
funding from the CDC to address policy and
environmental drategies for nutrition and
physical activity, as well as culturdly
appropriate strategies for promoting hedth
and preventing disease in the minority
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population. Through this grant funding, an
inventory of policies will be conducted to
assess what interventions would be most
appropriateto pursue. Policiesto be assessed
include the following: requirements for heart-
healthy food and beverage choicesin vending
machines at worksites, requirements to
promote heart-healthy food and beverage
choices in the school environment that
compete with school meals; requirements for
employers to provide and/or subsidize heart-
hedthy food and beverage choices during
work-related meetings and functions;
requirements for managed care organizations
to include the American Heart Association’s
Guide on Primary Prevention of
Cardiovascular Diseases as part of their
primary hesalth care services for participants.

Glanz e d. date that policy and
environmental drategies influencing the
availability of healthy foods, access to
information for making healthy food choices,
and the accessbhility, consistency, and
attractiveness of nutrition education
experiences can promote hedthy eating
behaviors throughout our population. The
West Virginia Nutrition and Chronic Disease
Codlition will take the leadership in shaping
policy and environmental strategiesin the area
of nutrition for a healthier West Virginia.

Thefollowing list includes some of the
organizationsthat will beleading theinitiatives
to reach the 2010 objectives:

WV Nutrition and Chronic Disease Coalition
WV Coalition of Food and Nutrition
Division of Health Promotion, WV BPH
WV U Extenson Services

WV U Department of Community Medicine
Office of Healthy Schools, WVDOE
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Office of Child Nutrition, WVDOE
Office of Nutrition Services, WVBPH

Agencies represented on the West
Virginia Nutrition and Chronic Disease
Caalition (WVNCDC) include:

WV Coalition of Food and Nutrition

Division of Health Promotion, WV BPH

WV U Extenson Services

WV U Department of Community Medicine

Office of Child Nutrition, WVDOE

Office of Nutrition Services, WV BPH

American Heart Association

American Cancer Society

Dairy and Nutrition Council

WV Dietetics Association

WV Heath Promotion Specialis Network,
WVBPH

Minnie Hamilton Hedth Care

Cabell Huntington Hospital

Working Group Members

Karen Wheeler, MS, RD, LD, Work Group
Leader, Nutrition Manager, Division
of Hedth Promotion, WV BPH

Linda St. Clar, MS, RD, LD, Food Service
Director, Highland Hospital

Debra Krummel, PhD, RD, Asssant
Professor, Department of Community
Medicine, WVU

Gwen Brown, PhD, RD, Extension Specialist-
Nutrition and Health, WV U Extension
Services

Kathy Talley, Nutrition Education and
Training Coordinator, Office of Child
Nutrition, WVDOE

DixieCopley, MS, CFSC, Nutrition Education
and Media Consultant, Dairy and
Nutrition Council
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Katherine Greenlief, Rural Health Education
Partnerships(RHEP) Site Coordinator,
Mountain Health Consortium, Braxton
County Memorial Hospital

Jennifer Allen, RHEP, Site Coordinator,
Rural Ohio Vdley Education
Resources Consortium

Cindy Hall, Pregnancy and Pediatric Nutrition
Surveillance System/Geographic
Information System Project
Coordinator, Office of Nuitrition
Services, WVBPH

Betty Puffenbarger, School Food Service
Director, Upshur County Board of
Education

Linda Facemyre, Assistant Manager,
Sissonville Foodland
Lauren Smith, Department Manager,

Braxton County Memorid Hospitd -
Cardiopulmonary Services

JessicaG. Wright, RN, MPH, CHES, Director
of Chronic Disease Programs, Division
of Hedth Promotion, WV BPH
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For More Information

Nutrition Program

Office of Epidemiology and Hedth Promotion
350 Capitol Street, Room 319

Charleston, WV 25301-3715

Phone: (304) 558-0644; Fax: (304) 558-1553

Visit the Hedthy People website at:
www.wvdhhr.org/bph/hp2010/
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Background

Statigics presented in the nationd
publication of Healthy People 2010 show the
magnitude of work-related injuries and
illnesses. Every 5 secondsaworker isinjured.
Every 10 seconds aworker is temporarily or
permanently disabled. Each day, on average,
137 people die from work-related diseases,
and an additional 17 die from work-place
injuries on the job. Each year 70 youths less
than 18 years of age die frominjuries at work
and 70,000 require treatment in a hospital
emergency room. In 1996, an edimated
11,000 workers were disabled each day
because of work-related injuries. 1n 1996, the
National Safety Coundil estimated that on the
jobinjuriesalonecost the country $121 hillion,
including lost wages, productivity,
administrative expenses, hedth care, and other
costs. A 1997 study published in the Archives
of Internal Medicine reported that the 1992
combined U.S. economic burden for
occupational injuries and illnesses was
estimated at $171 hillion.

West Virginia, in general, has higher
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OCCUPATIONAL
SAFETY AND HEALTH

rates of occupationa fataities, injuries, and
illnesses than the nation asawhole. The Sate
is home to a number of industries that are
inherently risky: coa mining, chemical
manufacturing, steel manufacturing, and
timbering. In 1998, there were 61,090
workers' compensation clamsfiled. A total of
$630,279,423 in medicd, wage replacement,
and survivors benefits were paid out in all
exiging clams in that year. When West
Virginiais compared to the nation from 1985
through 1995 (the latest year for which
statistics are available), it ranks between first
and fourth among 46 jurisdictions in cost of
benefits per 100,000 workers with West
Virginias total benefit payment ranging
between 161% and 269% of the U.S. average.
In 1995, the total benefit payment was 210%
of the national average, with West Virginia
ranking first.

The occupational safety and hedth
chapter in the national publication had a total
of 14 objectives From those 14, the
occupational hedlth and safety focus group
selected 5 for West Virginia to seek to
accomplish. The baseline data for reducing
work-related injuries isfrom 1996 since it was
the last year used in the national objective.
The basdine data for the other 4 objectives
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related to work-place fatalities, hearing loss,
and occupational dermatitis are dightly more
recent. By definitionthereare no baseline data
for the developmental objective to improve
injury surveillance.

One objective that at first seemed a
“naturd” for West Virginia was not adopted
because of the lack of a method to establish
rdiable baseline data. That objective would
have called for a reduction in mortality and
morbidity from occupational pneumoconiosis.
An incidence rate is difficult to construct
because of the long-term development of the
disease and because of multiple exposures to
any single worker that may occur in different
years and different industries. A good point
prevalence rate could not be established
because of declining employment in the major
industrieswhereoccupational pneumoconioss
occurs. glass manufacturing and mining.
However, the group recognizes that the
disease is ill a significant problem in West
Virginiaand encourages dl prevention efforts
to reduce its occurrence.

The West Virginia Outlook, a 1999
publication issued by the Bureau of Business
and Economic Research a Wes Virginia
University (WVU) reports tha, while job
growth is projected to continue from 2000 to
2003, the growth will beat a slower pace than
it was throughout the 1990s. Mining will
continue to register job losses; construction
job growth will decderate; trangportation,
communication, and public utilities
employment will stabilize. Only manufacturing
job growth will remain upward because of
growth in durable manufacturing, wood
products, and transportation equipment. The
unemployment rate should stahilize a 6.7%,
the lowest since the late 1970s. These
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statistics would indicate that the baseline data
will provide good benchmarks.

The Objectives

OBJECTIVE 20.1. Reduce deaths from
work-related injuries to no more than 5.6 per
100,000 workers. (Baseline: during 1994-98,
8.0 per 100,000)

20.1a. Reduce deaths in the coal
mining industry to no more than 33.2 per
100,000 workers. (Baseline: during 1994-98,
47.4 per 100,000)

20.1b. Reduce deaths in the
transportation industry to no more than 23.1
per 100,000 workers. (Baseline: during 1994-
98, 33.0 per 100,000)

20.1c. Reduce deaths in the
construction industry to no more than 20.5
per 100,000 workers. (Baseline: during 1994-
98, 29.3 per 100,000)

20.1d. Reduce deaths in logging
industry to no more than 40.9 per 100,000
workers. (Baseline: during 1994-98, 58.4 per
100,000)

Data Sources: Census of Fata Occupational
Injuries (CFOI), U.S. Bureau of Labor
Statistics;, WV Bureau of Employment
Programs(WVBEP), WV Fatdity Assessment
and Control Evaluation Program

Deathsfromwork-reated injurieshave
dropped sgnificantly from an average of 74
per year for the 14-year period 1980 through
1993 to 58 per year for the most recent five-
year period, 1994 through 1998. Still, these
injuries remain amgor public health problem
for the state, with an overal rate higher than
the nationd baseline of 5.1 in 1996. Work-
related deaths are preventable, and public
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hedth effortsand resourcesshould betargeted
towards prevention efforts especially in
industries and worker populations at greatest
risk. High-risk industriesinclude construction,
coa mining, motor freight transportation, and
logging, al with rates nearly or more than
double national rates.

The reduction of occupational
incidents that result in death will require
focused efforts embracing the principles of the
public hedth model coupled with a thorough
understanding of the interaction of agent,
environment, and victim during the pre-
incident, incident, and post-incident phases.
This modd is desgned to identify, quantify,
and prioritize risk factors, identify existing or
develop new prevention strategies, implement
themost effectiveinjury control strategies, and
monitor and evaluate results of intervention
efforts. This comprehensive and continuous
process will require the combined efforts of
many groups and agencies encompassing
educational and outreach efforts, the
application of engineering controls, and the
enforcement of work-place safety regulations.

OBJECTIVE 20.2. Reduce work-related
injuries resulting in medical treatment, lost
time from work or restricted work activity to
no more than 6.3 cases per 100 full-time
equivalent workers. (Baseline: in 1996, 9.0
per 100 full-time equivalent workers)

20.2a. Reduce work-related injuries
in the construction industry to no more than
8.4 cases per 100 full-time equivalent
workers. (Baseline: in 1996, 12.0 per 100
full-time workers)

20.2b. Reduce work-related injuries
in the health services industry to no more
than 6.7 per 100 full-time equivalent
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workers. (Baseline: in 1996, 9.6 per 100 full-
time workers)

20.2c. Reduce work-related injuries
in the agriculture/forestry/fisheries industry
to no more than 13.2 per 100 full-time
equivalent workers. (Baseline: in 1996, 18.9
per full-time workers)

20.2d. Reduce work-related injuries
in the transportation and public utility sector
no more than 3.0 per 100 full-time
equivalent workers. (Baseline: in 1996, 4.3
per 100 full-time workers)

20.2e. Reduce work-related injuries
in the mining industry to no more than 7.5
per 100 full-time equivalent workers.
(Baseline: in1996, 10.7 per full-timeworkers)

20.2f. Reduce work-related injuries
in adolescent workers to no more than 4.9
full-time equivalent workers. (Baseline: in
1996, 7.0 per full-time workers)

20.2g. Reduce work-related injuries
in older workers (age 55 and above) to no
more than 3.6 per full-time equivalent
workers. (Baseline: in 1996, 5.1 per full-time
workers)
Data Sources: West Virginia Workers
Compensation Information System
(WVWCIS); WVBEP, Employment and
Wages Division

A large number of workers are injured
each year in Weg Virginia According to
West Virginia Workers  Compensation
Division claims data, 53,265 and 51,033
occupational injury and illnessclaimsoccurred
in calendar years 1995 and 1996, respectively,
that resulted in medical treatment, lost time
from work, or restricted work activity. The
overdl incidence raes per 100 full-time
equivaent workers (FTES) were 9.2 and 9.0,
respectively. Therefore, Wes Virginia
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baseline rates were higher than the national
average of 7.4 per 100 FTEsin 1996. If a
30% decrease, consistent with the national
objective, is projected over a 14-year period,
the expected incidence rate would be 6.3 per
100 FTEs, higher than the projected national
average of 5.2 per FTEs in the year 2010. In
both the agriculturefforestry/fishery and the
mining industries, West Virginia baselines are
wdl above the national baselines of 8.7 per
100 FTEsand 5.4 per 100 FTEs, respectively.

OBJECTIVE 20.3. (Developmental)
Improve statewide work-place injury and
illness surveillance by increasing the
frequency and quality of the coding for
work-relatedness in:

a. Cancer registries

b. Trauma registries

c Risk factor surveys

d. Injury and illness medical
encounter data (emergency

department visits, clinic visits,
hospital discharge records, death
certificates)

Data Sources: athrough d above

This objective will begin to address
some of the significant gaps in statewide
occupational injury and illnesssurveillance. It
will provide a means to address the oversight
of morbidity and mortality from occupational
pneumoconiosis, a work-related illness
particularly prevalent in West Virginia
Broad-based medica dataare critical to assess
occupational injury and illness trends in West
Virginia as well as for targeting prevention
programsto wherethey will do the most good.

The improved recording of work-
relatedness of injuriesand illnesseswill require
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education and training efforts in the state’s
medical community to raise the importance
and usefulness of this information. The
development of a consensus definition of
work-rel atednessthat encompassesall kinds of
injury, illness, and death will be required to
ensure consstency, standardization, and
accuracy of reported events. |mprovements
will also require the modification and
integration of several existing but largely
diginct data systems (including Workers
Compensationandtraumaregistries). Existing
systems should be modified only to the extent
that they complement other systems to
improve the quality of work-related injury and
illness information. Better qudity data will
ultimately contribute to a clearer
understanding of the etiology of occupational
injury and illness and facilitate the
development of prevention strategies that will
lessen the likdihood of future similar events
and, in turn, reduce their burden on families,
employers, and the state.

OBJECTIVE 20.4. (Developmental)
Improve by 25% the number of employers
with more than 50 employees who have a
hearing conservation program.

Data Source: WVBEP, Research,
Information and Anaysis Division

Information and
Analyss Division of the Bureau of
Employment Programs will survey dl
employersin West Virginiawith more than 50
employeesin2000, 2005, andagainin 2010to
measure their compliance with Occupational
Safety andHealth Administrationstandardsfor
a comprehensive hearing conservation
program.

The Research,
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Hearing loss isa significant cause of
morbidity in working West Virginians, the
majority of whichiseasily preventable. Smple
but consstent efforts from employers who
have comprehensve hearing conservation
programs can be expected to reduce the
number of employeesexposed to harmful noise
levels and prevent hearing impairment. The
National Institutefor Occupational Safety and
Health (NIOSH) estimates that almost 30
million Americanworkersare exposedto noise
levels at work at or above 85 dBA, intense
enough to cause a hearing impairment over a
working life. The standardisfor all employers
to monitor noise levels and implement hearing
conservation measuresin areas with exposure
levels greater than 85 dBA.

OBJECTIVE 20.5. Reduce occupational
dermatitis claims to an incidence of no more
than 60 per 100,000 full-time workers.
(Baseline: during 1995-98, 67.3 per 100,000
workers)

Data Sources: WVWCIS; WVBEP,
Employment and Wages Division

Occupational skin diseases (OSDs) or
disorders are not unique to West Virginia but
do affect alarge part of thework force and are
very common, with a rate approximately on
par with the national 1996 rate of 69 per
100,000 workers. In West Virginia, as
throughout the nation, OSDs are preventable.
Strategies in the prevention of OSDs include
identifying allergens and irritants; substituting
chemicds that are less irritating/allergenic;
establishing engineering controls to reduce
exposure; utilizing personal protective
equipment such as glovesand special clothing;
emphasizing personal and occupational

128

hygieneand establishing educational programs
to increase awareness in the work place.

Primary prevention programs that
include providing advice on persond
protective equipment and educating the work
force about skin care can successfully be
directed toward workers in high-risk
industries. Increased avareness by hedth care
personnel, early detection, and proper
diagnosis and treatment are also important
tools for achieving the objective. Over half a
century ago, J.G. Downing, a Boston
dermatologist, noted: “Prevention and early
detection are much cheaper than indifference
and neglect. Every outbreak should be
thoroughly investigated, for thehypersensitive
person may congtitute the warning signd of a
whole series of reactions, and careful study of
his condition may be the means of preventing
amilar eruptions.” Continuing medical
education programs for health care personnel
would play an important role in increasing
awareness and lead to early and proper
diagnoss and correct treatment. Allergensfor
skin patch tests are important tools for the
proper diagnoses of occupational dlergic
contact dermatitis.

Meeting the Objectives

Health Promotion Channels for
Achieving Objectives:
Worksites
Schools
Public Health Programs
Networks
Health Care System
Higher Education
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The lead agency in preparing this
chapter has been the Bureau of Employment
Programs, Research, Informationand Analysis
Division.

In the past decade the state has
acquired new resources to bring to bear on
occupational safety and health. In 1989 the
National Institutefor Occupationa Safety and
Health provided the initid funding for the
I nstitute of Occupational and Environmental
Healthat WVU. The Institute has grown asa
residency program and faculty members have
participated in site visits to small busness to
assess their safety needs and offer advice. In
1997 the BEP's Workers Compensation
Division established a Safety and LossControl
Program that allows the Division to address
injury prevention as well as addressing the
medical and financial needsof injured workers.
Again, small and mid-sized employersaremost
effectively helped as large employers often
have their own risk management programs.
The Divison dso offers employers premium
discountsfor maintai ning safety programs. The
Bureau’s Research, Information and Analyss
Division, especially its Office of Workers
Compensation Research, will beinvolved with
any employer surveys on occupational safety
and hedth such as the one identified in
developmental Objective 5. The Division's
Office of Labor Statistics hasemployer survey
dataon occupational injuriesand illInessesfrom
the U.S. Department of Labor’s Occupational
Safety and Health Administration, which will
allow interstate comparisons and comparison
with similar data related to claims reported to
the BEP's Workers Compensation Division.

Other agency and organizationa
resources include the state Department of
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Labor, the Office of Miners' Health, Safety
and Training, the WVU Center for Rural
Emergency Medicine, the Institute for Labor
Studies and Research at WV U, and the West
Virginia Safety Council.

It will take all the above resources, as
wdl as the participation of worksites,
employers, and the continued special efforts of
concerned individuals throughout the gate
who have an interest in occupational safety
and health, to make a difference.

Work Group Members

Judith Greenwood, PhD, MPH, Work Group
Leader, Assistant Director, Research,
Information and Analysis Division,
Workers Compensation Research,
BEP

Marsha Bailey, MD, MPH, Director of
Occupational Medicine, Corporate
Health Services.

Chuck Boggs, MA, Safety Director, Workers
Compensation Division, BEP
Jennifer Burgess, Director, Safety Section,

Department of Labor

Conaway, Administrator of

Enforcement and Safety, Office of

Miners Hedlth, Safety and Training

Alan Ducatman, MD, MS, Professor of
Community Medicine and Chairman,
Department of Community Medicine,
WVU

Tammy Gunnoe, Director, West Virginia
Safety Council

Jm Helmkamp, PhD, Director of Research,
Center for Rural Emergency Medicine,
WVU

Doug
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Richard Humphreys, Professor Emeritus,
Industrial and Labor Relations, WV U,
Compensation Programs Performance
Council, BEP

Cheryl Johnson, MS, PhD, CPS, Extension
Assigant Professor, | nstitutefor Labor
Studies and Relations, WV U

Syed Idam, MD, MPH, MSPH, DrPH,
Research Director, Institute of
Occupational and Environmental
Health, WVU

Pat Posey, MA, RN, LPC, Nurse Coordinator,
U.S. Postal Service

Roy Smith, Secretary/Treasurer, West
Virginia State Building and
Construction Trades

Emily Spieler, JD, Professor of Law, WVU
Law School
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For More Information

Research, Information and Andysis Division
Worker’'s Compensation Research

4700 MacCorkle Avenue

Phone: (304) 558-4998; Fax: (304) 558-5004

Visit the Hedthy People website at:
www.wvdhhr.org/bph/hp2010/
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Background

Oral diseases are among the most
common hedth problemsin the United States.
Millions of Americans suffer diseases and
conditions of the ora cavity that result in
needl ess painand suffering; difficulty speaking,
chewing, and/or swallowing; increased cost of
care; loss of self-esteem; decreased economic
productivity through lost work and school
days, and, in extreme cases, death. Oral
diseasesand conditions, including dental caries
(also known as cavities), periodontal diseases
(a broad term encompassing several diseases
of the gums, jaw bone, and tissues supporting
the teeth), and tooth loss, afflict more persons
than any single disease in the United States.
Further, oropharyngeal cancer, whichprimarily
affects adults older that 55, results in
dggnificant morbidity and disfigurement
associated with treatment, substantial cost, and
more than 8,000 deaths annudly.

In 1998-1999, anational survey found
that 94% of dentate adults had experienced
coronal dental caries and 25% had
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experienced root caries.  Gingivitis and
periodontal disease are diseases of the gums
that support the teeth and affect nearly haf of
al employed Americans between 18 and 64
years of age. Periodontal disease in its most
severe form results in tooth loss.

Dental caries is the most common
infectious disease of United States children.
Sixty-one percent (61%) of children aged 15
have been affected by dental caries; in West
Virginia the rate is 66%. By the time these
children graduate from high school, the
proportion hasincreased to 84%. Nationally
20% of 15-year-olds have untreated decay;
this percentage risesto 33% in West Virginia.
Unless stopped by early dentd treatment or
reversed, the cariousinfection will continueto
destroy the tooth, resulting in pain and acute
infection of surrounding tissues.

As these gtatigtics show, athough the
past two decades have witnessed significant
improvement, poor ord health remains a
neglected Wes Virginia epidemic, especially
among certain segments of our population. In
fact, 80% of denta caries in children in our
state is concentrated in just 25% of the child
population.
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Prevention, education, and regular care
are essential elements in oral health. Among
preventive measures, community water
fluoridation is the single most effective and
efficient means of preventing dentd caries in
children and adults, regardless of race or
income leve. In Wes Virginia, 82% of dl
community water systems arefluoridated, but
improvements are needed. Regular careis a
factor in maintaining ord health; however,
only approximately one-haf of all West
Virginians obtain regular dental care. Among
persons having a low income, the proportion
not receiving care is even higher.

In the minds of many West Virginians,
eventual loss of dl pemanent teeth is
inevitable. In fact, according to 1995-97 data
published by the CDC in 1999, Wes Virginia
ranked first among al the dates in the
percentage of people aged 65 and older who
had log dl their naturd teeth at 47.9%. This
indicates that education is greatly needed.
Strategies need to be devised to educate not
only individuals but also health careworkersin
methods of prevention and control of oral
diseases.

Smply stated, a atimewhen thereis
less decay, thus making control of oral
problemswithinreach, lessresourcesarebeing
allocated. Access to treatment remains a
problem in many locations in the sate among
both children and adults. For those persons
who are unable to afford dental care, who have
limited or no dental insurance, and who are
often at highest risk of oral diseases, there
needsto be improved accessto preventive and
treatment services and removal of barriers to
the dentd care system.
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The Objectives

FLAGSHIP OBJECTIVE
OBJECTIVE 21.1. Reduce dental caries
(cavities) in primary and permanent teeth
(mixed dentition) so that the proportion of
children who have had one or more cavities
(filled or unfilled) is no more than 60%
among children aged 8 and 60% among
adolescents aged 15. (Baseline: age 8,
65.6%; age 15, 66% in 1998)

Data Source: Wes VirginiaBureaufor Public
Health (WVBPH), Officeof Maternal, Child &
Family Health (OMCFH), Research
Epidemiological Snapshot, Volume 3,
Number 1, April 1999

OBJECTIVE 21.2. Reduce untreated
cavities in the primary and permanent teeth
(mixed dentition) so that the proportion of
children with decayed teeth not filled is no
more than 30% among children aged 6-8
and 25% among adolescents aged 15.
(Baseline: ages6-8, 35.5%; age 15, 32.9% in
1998)

Data Source: WVBPH, OMCFH, Research
Epidemiological Snapshot, Volume 3,
Number 1, April 1999

OBJECTIVE 21.3. Reduce to not more
than 40% the proportion of people aged 65
and older who have lost all their natural
teeth. (Baseline: 47.9% in 1995-97)

Data Source: CDC/Morbidity and Mortdity
Weekly Report (MMWR), Volume 48,
Number 10, March 1999.
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OBJECTIVE 21.4. Increase to at least 40%
the proportion of oropharyngeal cancer

lesions detected at stage 1. (Baseline: 37% in
1993-96)

Data Source: WVBPH, Office of
Epidemiology and Health Promotion (OEHP),
Weg Virginia Cancer Regigtry

OBJECTIVE 21.5. Increase to at least 40%
the proportion of children aged 8 and 14
who have received protective sealants on

permanent molar teeth. (Baseline: age 8,
36.7%; age 14, 34.6% in 1998)

Data Source: WVBPH, OMCFH, Research
Epidemiological Snapshot, Volume 3,
Number 1, April 1999

OBJECTIVE 21.6. Increase to at least 85%
the proportion of the population served by

community water systems with optimally
fluoridated water. (Baseline: 82% in 1992)

Data Source: Centersfor Disease Control and
Prevention, 1992 Fluoridation Census

OBJECTIVE 21.7. (Developmental)
Increase the use of topical fluorides by
people not receiving optimally fluoridated
public water. (Baseline data available in
2000)

Data Source: WVBPH, OEHP, Behaviord
Risk Factor Surveillance System (BRFSS)

OBJECTIVE 21.8. Increase to 50% the
proportion of school-based health centers
(pre-kindergarten through grade 12) with
an oral health component. (Baseline: 40%
in 1998)
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Data Source: WVBPH, Officeof Community
and Rural Health, Divison of Primary Care,
West Virginia School-Based Health Center
Directory, October 1998

Meeting the Objectives

Health Promotion Channels for
Achieving Objectives:
Worksites
Schools
Public Health Programs
Networks
Health Care System
Higher Education

The Public Health Dentistry Project is
addressing the objectives through the hedth
promotion channels to the community listed
above, using various strategies:

. community and school fluoridation
programs

. fluoride tablet and drop supplements

. school fluoride rinses

. oral hygiene programs (e.g., the
Brush-in)

. pit and fissure dental sealants

. clinic and private office care

Work Group Members

Greg Black, DDS, Work Group Leader,
Children’ sDental Consultant, OM CFH

Kay Medley, Dental Coordinator, Children’s
Dentistry Services, OMCFH

David Walker, DDS, Director, WV U School
of Dentistry, Charleston Area Medical
Center - Dental Center
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David Miranda, DDS, Cabell-Huntington
Health Department

Jerry Dice, DDS, Wayne County Health
Department

Pam Dice, RN, Family Nurse Practitioner

Amy Black, RN, Thomas Memorial Hospital

Richard Meckstroth, DDS, Chairman, Dental
Practice and Rurd Health, School of
Dentistry, WVU
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Background

Thereisamagicbullet for hedth. Itis
physical activity. When challenged with a
physical task, the human body responds
through a series of changes that involve most,
if not all, of its systems. When the body
engages in physical activity several or more
times per week, it undergoes changes that
increase its efficiency and capacity.

According to the 1996 Surgeon
General’s Report on Physical Activity and
Health, moderate exercise has been shown to
bolger the function of certain components of
thehumanimmune system, possibly decreasing
the incidence of some infections and even
certain types of cancers. Both moderate and
intenselevels of activity reduced overdl risk of
death evenlate in life. Inanumber of studies,
sedentary people experienced between a 1.2-
to 2-fold increased risk of dying during the
follow-up interval than their physically active
counterparts.

The more activity you get, the lower
your risk of heart disease, the number one
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PHYSICAL ACTIVITY
AND FITNESS

killer in the nation. Physica activity also
vasly reduces your risk of developing other
chronic diseases or conditions associated with
cardiovascular problems.

The Surgeon Genera’s report also
states that persons with low cardiorespiratory
fitness had up to a 52% higher risk of later
developing high blood pressure than their
peers. Physica inactivity hasbeen foundto be
ggnificantly associated with the development
of Type 2 diabetes (Non-Insulin-Dependent
Digbetes Méllitus, or NIDDM). Inone sudy,
women aged 55-69 who had high levels of
physical activity werefound to be half aslikely
to develop NIDDM as their sedentary peers.

Obesity, amajor public hedth problem
inthe United States, playsa centra rolein the
development of a number of chronic diseases,
including diabetes, high blood pressure,
osteoarthritis, and various cancers. According
to data from the 1998 Behavioral Risk Factor
Surveillance System (BRFSS), Wes Virginia
ranked first in the nation in that year in adult
obesty prevalence. In severa different
studies, people with higher levels of physcal
activity or fitness reported lower weight. In
spite of these profound benefits, physical
activity levels continue to decline.
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West Virginians have become
increasingly inactive, with sedentary lifestyle
increasing from 61% in 1984 to 70% in 1998.
Continuing at that rate, the percentage of West
Virginiansqualifying assedentary couldriseto
74% by the year 2010.

Sedentary lifestyle is defined as not
engaging inleisure-time physical activity for at
least 20 minutes at least 3 times per week.
According to the 1996 BRFSS, the highest
percentage of sedentary lifestyle was found
among adults with less than 12 years of
education (84%), as compared to those with
four or moreyearsof college (47%) and lower
household incomelevels (76.8% for <$15,000
compared to 48.5% for $50,000+). For the
most part, individuals were increasngly
sedentary as they got older (61.0% at age 18-
24, 76.8% at 65+), and women (68.2%) were
slightly more sedentary than men (66.9%).

Nationally, in1998 WV ranked among
the least active dates (third from the bottom),
with 43.7% of our population reporting no
physical activity in the previous month,
compared to an overall national median of
27.7%. Fourteen percent (13.5%) of West
Virginians reported regular, sustained activity
levels compared to a 20.4% nationa median.
Only 7.3% claimed vigorous activity levels,
compared to 13.3% nationaly. Aggregated
1990-98 BRFSS datashowed minority women
to bethe least active group (49.1%), followed
by Caucasian women (42.9%), Caucasianmen
(41.7%), and black males (38.9%). Giventhe
impact of physicd activity on heath and well-
being, theimplications and associated costs of
such an inactive population is alarming.

Technological advances and cultural
trends have moved us from an active, agrarian
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or industrial society to atechnological onethat
demands little of us physcaly. Stting time
increases as we commute to suburbia or a
consolidated school, explore and utilize
computer technology, and watch added
channels or videos on teevison. Automated
functions at home and at work
comprehensvely reduce the amount of
physical effort required in even the most
minute aspects of our lives. The cumulative
daily loss of both large and small movement
adds up to a massve decrease in cdorie
expenditure, which setsusup for weight gain.
It also decreases the amount of positive
internal changes our bodieswould be making
in response to movement. Our bodies grow
more unfit and unhedthy as we demand
progressvely less of them.

The trend is only getting worse.
Computer software is now avalable for
preschoolers and youth. Media consumption
(TV, video, games, and computer time
combined) is up to five hours per day
nationally, as reported by the Centers for
Disecase Control and Prevention (CDC).
Studiesindicate that 77% of 6" gradershave a
TV intheir bedroom. Studies have also shown
a direct correation between hours of media
consumption and youth obesity levels.
According to the CDC, interventions directed
at reducing youth TV time have demonstrated
a positive impact on weight management.

Physcal education and recess have
been dropped or reduced in the school
curriculuminresponseto pressurestoincrease
academic test scores or add new topic areas.
This may leave the lunch period as the only
physical activity time in the school day, and
that might be as little as 15 minutes. Safety
concernshave reduced free-range after-school
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play in certan communities, as well as put a
damper on waking to school as an option,
eveninareaswhereit might be possble. The
substantial decline in youth physcd activity
levels raises serious concern about the
development of chronic diseases a a much
younger age than preceding generations.

The 1998-99 School Nurse Needs
Assessment reports the observed number of
obeseyouthinour stateincreaseddramatically
between 1996-97 and 1998-99. In 1979, Type
2 digbetes (formerly known as “adult onset
diabetes,” which is associated with obesty)
began the unheard of -- moving into youth
populations. Four cases of Type 2 digbetes in
children have been recently diagnosed in one
county done. Increasng youth physica
activity levels increases calorie burning both
whenactiveand at rest, apostivedeterrent for
weight gain.

Keeping physical activity alive in
schools continuesto be aproblem as multiple
priorities vie for precious school-day minutes.
Viewed as a national issue, increasing the
proportion of schools that require daily
physical education for dl studentsisone of the
U.S. Healthy People 2010 Physica Activity
objectives. Findings suggest that the quantity
and, in particular, the qudity of school
physical education programshave asignificant
effect on the health-related fitness of children
and adol escents.

In West Virginia, a 40% student
passage rate on the Presdent’'s Physical
Fitness Test is required for school
accreditation, and conducting the test is
required by state law. Passage rates have
increased 30% inthe past Sx years. However,
conducting the President’s Physical Ftness

138

Test does not ensure a qudity physica
education program or even frequent physical
activity.  Although the bascs for qudity
physical education are laid out in the state’s
instructional goals and objectives, the
infrastructure lacks certified teachers and
adequate fecilities to provide a daily physical
education program. There is the additional
problem of time congraints within the public
school schedule for the needed classes. At the
county leve, thereisalack of professiona and
curricular  development opportunities for
instructors currently teaching physca
education.

Our communities have moved away
from natural opportunities to achieve a more
physcaly active lifestyle. Urban sprawl, or
the spread of low-density devel opment beyond
the edge of service and employment, has
increased dependence on the automobile.
Even short trips are automobile driven as new
development does not include
accommodationsfor pedestrians or aternative
forms of transportation. Sprawl communities
soring up with isolated units for  living,
shopping, or school, as opposed to an
integrated community network interconnected
with streets, sdewalks, parks, schools, and
churches that would encourage and enhance
opportunities for physical activity.

Rural West Virginiacommunitiesface
additional barriers. These include lack of
facilities for recreation, lack of funding for
facilities, sharply winding roads with no
shoulders, which make walking and biking
dangerous if not impossible, and a
geographical sense of separatenessthat makes
community-building a greater challenge.



WEST VIRGINIA HEALTHY PEOPLE 2010

As our culture continues to progress,
going out of our way to be physically active
will be more and more crucid, as will finding
ways to build movement back in to our daily
lives. The 1996 release of Physical Activity
and Health: A Report of the Surgeon General
added a new lifestyle focus to previous
physical activity recommendations. This
reflected both the need for something
atanable by our increasngly sedentary
population and recent research that indicated
even moderate levels of physical activity,
achieved on a regular basis, could lead to
significant cardiorespiratory and health-rel ated
benefits, especially among the unfit. The
recommendations aso acknowledge that
persons ataning this minimum could gain
even greater benefits by increasing either the
duration or intendty of the activity.

The Surgeon General’s
recommendationsinclude:
. All people over the age of two years

should accumulate at least 30 minutes
of endurance-type physical activity, of
at least moderate intensity, on most --
preferably all -- days of the week. This
activity can be in a single session or
“accumulated” in bouts of 8-10
minutes each.

. Additional benefits can be achieved by
increasing the time spent in moderate-
intensity activity, or by being more
vigorous.

. Men over age 40, women over age 50,
and personswith known health risks or
problems should consult a physician
before beginning a program of
vigorous activity to which they are
unaccustomed.

. Strength-developing activities
(resistance training) should be
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performed at least twice per week,
with one or two sets of 8-12
repetitions, inavariety of exercises (at
least 8-10) that use the mgor muscle
groups of the legs, trunk, arms and
shoulders.

The Objectives

FLAGSHIP OBJECTIVE
OBJECTIVE 22.1. Reduce to 37% the
proportion of people aged 18 and older who
engage in no leisure-time physical activity.
(Baseline: 43.7% in 1998)

Data Source: West VirginiaBureau for Public
Health (WV BPH), Officeof Epidemiology and
Health Promotion (OEHP), Behaviora Risk
Factor Surveillance System (BRFSS)

OBJECTIVE 22.2. Increase to atleast 17%
the proportion of people aged 18 and older
who engage regularly, preferably daily, in
sustained physical activity for at least 30
minutes per day. (Baseline: 13.5% in 1998)

Data Source: WVBPH, OEHP, BRFSS

OBJECTIVE 22.3. (Developmental)
Increase the proportion of WV's public and
private elementary, middle/junior high, and
senior high schools that provide daily
lifetime fitness enhancing activities,
including quality daily physical education
(K-12) and recess (K-5), for all students
during school hours. (Baselinedataavailable
in 2002)

Data Source: WV Department Of Education
(WVDOE), Office of Healthy Schools(OHS),
SHEP Survey
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OBJECTIVE 22.4. Increase to 30% the
proportion of adolescents who engaged in
moderate physical activity for at least 30

minutes on five or more of the previous
seven days. (Baseline: 25.4% in 1999)

Data Source: WVDOE, OHS, Wes Virginia
Y outh Risk Behavior Survey

OBJECTIVE 22.5. (Developmental)
Increase the proportion of WV's public
elementary, middle/junior high, and senior
high schools that provide access to their
outdoor and indoor physical activity spaces
and facilities for young people and adults
outside of normal school hours (i.e., before
and after the school day, on weekends, and

during summer and other vacations).
(Baseline data avail able in 2002)

Data Source: WVDOE, OHS, SHEP Survey

OBJECTIVE 22.6. (Developmental)
Increase the proportion of respondents who
report using available community facilities
(sidewalks, school tracks, walking trails,
roads, malls, recreation areas, etc.) to

achieve regular physical activity. (Baseline
data available in 2002)

Data Source: WVBPH, OEHP, BRFSS

OBJECTIVE 22.7. Increase to 60% the
proportion of respondents who reported
receiving advice and/or counseling from
their primary and/or allied health care
providers regarding their physical activity
practices. (Baseline: 52.3% [provisonal] in
1999)

Data Source: WVBPH, OEHP, BRFSS
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Meeting the Objectives

Health Promotion Channels for
Achieving Objectives:
Worksites
Schools
Public Health Programs
Networks
Health Care System
Higher Education

The WV Bureau for Public Hedlth's
Cardiovascular Health Program hasreceived a
five-year core capacity building grant fromthe
CDC. This provides funding for developing
state infrastructure related to cardiovascular
disease. Of particular interest to this chapter
is the addition of the podtion of a stae
physical activity coordinator, which will allow
adirected focuson, plan development for, and
implementation of issuesrelated specifically to
meeting the Heathy People 2010 Physical
Activity objectives. The coordinator will work
with the West Virginia Coalition for Physical
Activity (WVCfPA) and additional public and
private entities to develop a statewide
framework and drategies for meeting the
objectives.

The mission of the WVCIPA is to
“improve the health of all West Virginians by
promoting a phydcdly active lifestyle.”
Members of the Coadlition have included
representatives from state and local agencies
higher education, schools, community
organizations, hospitals, fithessand health care
centers, and worksite wellness programs.
Several members have received nationa
recognition in their respective professonsin
the field of physical activity.
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Oneof theWV CfPA’ smost significant
accomplishments and ongoing events is the
Walk Across Wes Virginia, an annual event
begunin 1995 inwhich groupscollectively log
the mileage it would taketo travel the distance
across the state. The Walk Across WV is
implemented inthe month of May inthe hedth
promotion channels that make up the broad-
based approach to reaching state residents,
i.e.,, schools, higher education, worksites,
welInesscenters, community groups, churches,
homemakers, hospitals, weight management
centers, and senior citizen groups. By
adapting the Walk Across Wes Virginia to
address  environmental and policy issues
related to physical activity, we have a grass-
roots means of educating the public and
preparing for change.

Much needs to occur to reverse the
aarming increase in sedentary lifestyle.
Beyond individud behavior change, our
environments need redructuring to facilitate
physical activity. Opportunitiesinclude adding
sidewalks into existing communities or into
new developments, making taking the stairs
obvious, safe, and easily accessible, providing
zoning to guarantee walking and bicycle paths
and recreation areas, and keeping existing
facilities such as school playgrounds and
ballfidds open to the public. Our gate tral
system needsto be developed and expanded to
interlock and interconnect communitiesinsuch
away that walking or biking for recreation or
transportation could be safely accomplished.
I mplementation of the WV State TralsPlanis
a necessary componernt of this development.

One exampleof policy direction onthe
nationa level is the passage of the 1998
Trangportation Equity Act for the 21* Century
(TEA-21). Section 1202 of TEA-21 states
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that “Bicycle transportation facilities and
pedestrian wakways shdl be considered,
whereagppropriate, inconjunctionwithall new
construction and reconstruction of
trangportation projects, except where bicycle
and pedestrian use are not permitted.” The
Trangportation Enhancements Program is
perhaps the most popular use of funds for
bicycle and pedestrian purposes. Each gaeis
required to set aside 10% of its surface
transportation funds for Trangportation
Enhancement activities. Making full use of
avalable funding for bicycle and pedestrian
issues could greatly increase physica activity
opportunitiesin our local communities.

In December 2000 the U.S. Congress
passed what is referred to as the PEP Bill, or
Physical Education for Progress Act, as an
amendment to Title X of the Elementary and
Secondary Education Act of 1965. This
landmark bill provides funding for “initiating,
expanding, and improving physica education
programs for kindergarten through grade 12
students by 1) providing equipment and
support to enable students to actively
participate in physical education activitiesand
2) providing funds for staff and teacher
training and education.” Five million dollars
are alocated for national grant distribution by
the U.S. Department of Education in 2001.
That figure has the potential to grow to
$100,000,000 from 2003-2005 if early grants
prove successful. Ensuring that as many West
Virginia schools as possible apply, and
hopefully receive, PEP funding to expand or
enhance their existing physica education
programs will be a key pursuit of the WV
Burea for Public Hedth Physica Acitivity
program and partners in the coming years.
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State and local school policies need to
be restructured to guarantee accessto quality
physical activity/education programs that
enhance lifetime fitness skills as well as
increasing individual fitness levelsfor al youth
at al times of the year, regardless of age or
ahbility level. Reimbursement issues related to
hedth care provider counsding for physica
activity (primary prevention of disease) need
to be addressed in order to enhance ddivery of
effective messages to patients regarding
physical activity as a component of their
treatment regimen.

Cultural trends, including mass media,
fast foods and technology need to be
examined carefully for their slent but deadly
impact on our phys cal well-being. They sweep
us rapidly forward without thought into
unhedlthful behaviors, skyrocketing our early
potentid for chronic disease.

The Cardiovascular Health Program at
the WVBPH will serve as the lead entity in
leading the initiatives to reach the objectives.
Other collaborating entitiesinclude:

WV Coalition for Physica Activity
WV Office of Hedthy Schools
West Virginia University (WVU) Prevention

Research Center
WV Trails Coalition
WeélIness Council of WV
WV Department of Trangportation
WV Department of Tourism
Charleston Area Medical Center
Marshdl Universty
St. Mary’ s Hospital
WV Alliance for Health, Physical Education,

Recreation, and Dance (WV AHPERD)
WV Department of Parks and Recreation
Community Health Promotion Specidlists,

WVBPH
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Office of Epidemiology and Hedth
Promotion, Health Statistics Center,
WVBPH

Diabetes Control Program, WV BPH

Osteoporosis Prevention Program, WV BPH

Tobacco Prevention Program, WV BPH

Work Group Members

Cathy Cleland, Work Group Co-Leader,
Physical Activity Coordinator,
Cardiovascular Heath Program,
WVBPH

Jessica G. Wright, RN, MPH, CHES, Work
Group Co-Leader, Chronic Disease
Director, WVBPH

Anne Bolyard, MS, Community Health
Promotion Program, WV BPH

Elizabeth Bolyard, Faculty Coordinaor,
Student Hedth Advisory Board,
Herbert Hoover High School

Carolyn  Cridip-Tacy, EdD, Teacher
Education and Physicad Education,
Fairmont State College

Jacquelyn A. Copenhaver, Rivers and Bridges

Rural Health Education Partnership

(RHEP) Consortium, Scarbro, WV

Crawford, MS, Hedth Promotion

Specialist, WV School of Osteopathic

Medicine

Larry Gillespie, MA, Education
Adminigtration. Principd, Clay County
Middle School

Paul Gordon, PhD, MPH, Physica Activity
Epidemiologist, School of Medicine,
Divisionof ExercisePhysiology, WV U

Sarita Gumm, Certified Personal Trainer,

Patti

Logan County Livewdl Project
Coordinaor

Debbie Holcomb, MS, American Cancer
Society



WEST VIRGINIA HEALTHY PEOPLE 2010

India Hosch, PhD, RNC, CDDN, School
Nurse, Rdeigh County

Brenda Isaacs, RN, BSN, MA, Lead School
Nurse, Kanawha County Schools

MaryE. Perry, MA, Acting Bicyd e/Pedestrian

Coordinator, WV Division of
Highways

Steve Putnam, MS, Tucker County Wellness
Center

John Ray, MEd, Coordinator, Health and
Physical Education, WV Office of
Heathy Schools

Melody Reed, RN, Clay Organized for
Weéllness (COW)

Rick Robinson, MS, Exercise Specialist;
Assistant Director, Exercise
Physiology Lab, Marshdl Univergty.
President, WV CfPA

Randall Swain, MD, HealthScope

Parr Thacker, RHEP Site Coordinator, Fort
Gay Primary Care Center

Susan Schmidt, MD, Clinic Director, .
George Medica Clinic, Inc., Tucker
County

Nancy O'Hara Tompkins PhD, Assstant
Professor, Department of Community
Medicine, Prevention Research Center,
WVU

Butch Vaney, MA, Physicd Education
Specialist, Ravenswood Grade School
and Farplain Elementay School,
Jackson County
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Background

Inthemid-1990s, publichealthofficials
in West Virginiarealized that without major
restructuring and increased financial support
there was an extreme risk of loca hedth
departments closing their doors. Many hedth
departments were already reducing staff and
relying on clinical programs to provide
financial support. In response to this crisis,
officials began addressing how to improve
hedth care in rural West Virginia. These
discussions centered around the problems of
improving access and quaity of care and
eliminating wasteful and unnecessary
duplication of services. Since that time, stae
and local officials have taken major steps to
create a stronger public health infrastructure
that integrates activities throughout the sate
and local levels by improving the systems,
competencies, rel ationships, and resourcesthat
enable county health departments to perform
essentid basic public health services.

Among policymakersand public hedth
professonalsin West Virginia, there has been
a growing sense that public health,

23
PUBLIC HEALTH
INFRASTRUCTURE

either as a governmenta activity or
commitment of society, is neither clearly
defined, adequately supported, nor fully
understood. Therefore, it became evident that
the purposeand delivery of public hedth needs
to be examined and incor porated fully into the
future community hedth caresystemto ensure
its continued availability.

The misson of public health in West
Virginiaisto establish a public hedth system

designed to:

. assess and monitor the heath satusof
the population;

. promote a hedthy and productive life
for West Virginians,;

. protect the public’'s hedth from
adverse environmental factors, and

. asaure a hedlth care delivery sysem

that has adequate resources and
qualified public hedth professonalsto
provide acontinuum of care including
basc disease control activities
comprehensive primary care;
coordinated emergency medical
services, and integrated hospital
Services.

The West Virginia Bureau for Public
Health (WVBPH) is the centralized
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governmental body that manages public hedth
in Wes Virginia  Organizationally, it is
composed of eight offices in addition to the
Commissioner’'s Office. These offices are
Community and Rural Health Services,
Maternal, Child & Family Health Services,
Epidemiology and Health Promotion, Chief
Medical Examiner, Environmental Health,
Nutrition, Laboratory, and Health Facilities
Licensure and Certification. These offices
provide certain funding, technical assistance,
training, and oversight activitiesto local public
hedth departments and other health care
providers. The Commissioner of the Bureau
for Public Hedlth isthe state health officer and
is the overseer of the operations of WVBPH
officesand isresponsible for thedistribution of
state funding and enforcement of public heath
laws.

West Virginia has 55 counties. Each
county commissonis responsible for creating,
establishing, and maintainingacounty board of
hedlth. Forty-seven counties have their own
public hedth adminigrative offices. Two
counties have united under one board of
hedth. The remaining six counties have
established a combined board of hedth. Each
local board of health is responsible for
directing, supervising, and carrying out matters
relating to the public hedth of their respective
countiesor municipalities. The purpose of the
board is to insure the consistent performance
of dutiesrelated to basic public health services
and other hedth services and the enforcement
of the laws of this gate and county ordinances
pertaining to public health. WV State Code
defines basic public health services as those
services that are necessary to protect the
hedth of the public and that alocd board of
hedth must provide. The three areas of basc
public health services are communicable and
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reporteble disease prevention and control,
community health promotion, and
environmental hedth protection. Each board
must appoint a physician to serve asthe local
hedth officer. The local health officer
supervisesand directstheactivitiesof thelocal
board's health services, hedth department
employees, and facilities. The health officer
must also enforce county and gtae public
hedth laws and submit reports to the state on
communicable and reportabl e disease.

The Public Hedth Infrastructure's
Healthy People 2010 objectives focus on the
components that support the delivery of basic
public hedth services: a illed work force,
integrated €ectronic information systems,
computer technology, technica support and
training, performance-based standards, and a
linked state and local public health system
improvement plan.

The Objectives

OBJECTIVE 23.1. Increase public health
employee access to the Internet.

23.1a. Increase the number of local
health departmentswith at least one Internet
workstation to 100%. (Baseline: 51% in
1999)

23.1b. (Developmental) Increase
the proportion of local health departments
that provide Internet and e-mail access for at
least 75% of their employees. (Baseline data
available in FY 2001)

Data Sources: West Virginia Bureau for
Public Health (WVBPH), Office of
Community and Rurd Health Services
(OCRHS), Divison of Public Health Nursing
and Administration (PHNA); Department of
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Health and Human Resources (DHHR),
Management Information Systems (MIS)

OBJECTIVE 23.2. Increase access to
continuing education and training for public
health agency employees to develop
competency in basic public health services.

23.2a. Increase the number of
continuing education units (CEUs) in public
health studies made available to public
health nurses to allow them to meet 100% of
their continuing education requirements,
either by initiating trainings or providing
information to all health departments on
access to trainings available through other
sources. (Baseline: 50% in 1999)

23.2b. (Developmental) Increase the
number of trainings provided by the DHHR -
WVBPH to meet 100% of the continuing
education requirements for certification for
public health sanitarians. (Basline data
available in 2000)

Data Sources: WVBPH, OCRHS, PHNA;
Office of Environmentd Health Services
(OEHS)

FLAGSHIP OBJECTIVE
OBJECTIVE 23.3. Increase to 232 the
number of public health performance-based
standards that local health departments are

required to meet as defined in WV State
Code 16-1-2. (Baseline: 133 in FY 2000)

Data Source: WVBPH, OCRHS, PHNA
Annual Program Plan

OBJECTIVE 23.4. Increase to 100% the
percentage of local health departments that
link their health improvement plan with a

statewide public health system improvement
plan. (Baseline: 0% in FY 2000)
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Data Source: WVBPH, OCRHS, PHNA

OBJECTIVE 23.5.  Increase to five the
number of state regional epidemiologiststhat
provide or assure comprehensive
epidemiology services to support basic public

health services for local health departments.
(Baseline: three in 2000)

Data Source: WVBPH, Office of
Epidemiology and Health Promotion (OEHP),
Division of Survellance and Disease Control

OBJECTIVE 23.6. (Developmental)
Increase the proportion of state public health
laws, rules, and regulations that are reviewed
and evaluated to assure the delivery of basic
public health services and submit proposed

legislation as needed for revisions. (Basdine
data available in 2000)

Data Source: WVBPH, Legidaive and
Regulatory Subcommittee

OBJECTIVE 23.7. Increase to 90% the
proportion of local health departments that
gather data in a consistent manner on the
cost of delivering basic public health services
as defined in WV Code 16-1-2. (Baseline:
14% in 1998)

Data Source: WVBPH, Basc Public Hedth
Services Cost Subcommittee
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Meeting the Objectives

Health Promotion Channels for
Achieving Objectives:
Worksites
Schools
Public Health Programs
Networks
Health Care System

Higher Education

Strategic planning hasalready begunto
meet the 2010 objectives. I ncreased state and
local funding has provided each hedth
department with computerstoalow electronic
data collection and transmission of reports.
Public health work force needs have been
identified through a statewide survey.
Committees of state and locd public hedth
workers have been organized to deveop
performance standards and to implement a
quality improvement plan.

A technicd assistance and training
committee is now developing continuing
education and staff devdopment for public
health employees. Current public health laws
are being reviewed and revised by the
Legidative and Regulatory Subcommittee. A
financial committee has been formed to
determine the cost of delivering basic public
health services.

Theinteraction betweenlocal and state
government is acombined effort defining the
role of public health agenciesin enhancing the
hedth of the community. The vision is to
revitalize the public health infrastructure and
rebuild the system of public hedth at dl levels
of government and to have vital elements in
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place to assure the public health mission is
addressed.
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Chris  Curtis, Assstant Commissioner,
WVBPH

Stan  Mills, Cabell-Huntington Health
Department
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Karen Dawson, RN, BSN, Administrator,
Clay County Health Department

JoyceHolmes, AssociateDirector, Division of
Health Promotion, WVBPH

Henry G. Taylor, MD, MPH, Commissoner,
WVBPH

Kay Shamblin, RN, BSN, Director, Division
of Public Hedth Nursing and
Administration, WVBPH
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For More Information

Public Health Nursng and Administration

Office of Community and Rural Health
Services

350 Capitol Street, Room 515

Charleston, WV 25301-3716

Visit the Hedthy People website at:
www.wvdhhr.org/bph/hp2010
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Background

Lung disease is the fourth leading
cause of death of Americans, causing one in
seven deaths in this country. While the rates
for heart disease, cancer, and stroke, the top
three causes of death, are dropping, the lung
disease death rate is on the rise. For those
living and coping with chronic lung disease,
every day is a struggle to breathe and a
druggle to stay dive Over 30 million
Americans — 221,000 of them West
Virginians — live with chronic lung disease.

Lung disease is the number one
disabler of American workers and one of the
leading causes of restricted activity. Lung
disease costs the American economy about
$31.6hillionin direct health-care expenditures
every year plusindirect costs of more than $60
million, according to 1998-99 data provided
by the American Lung Association.

Asthma

Aghmaisalung disease characterized
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24

RESPIRATORY
DISEASES

by chronic inflammation of the airways,
resulting in reduced airflow that causes
wheezing, cough, chest tightness, and
difficulty in breathing. It is the gxth-ranking
chronic condition in the country and the
leading serious chronicillnessamong children.
It also is the number one cause of school
absences attributed to chronic conditions,
leading to an estimated average 7.3 school
days missed annudly.

An estimated 14.9 million Americans
suffer from asthma -- 4.8 million of them
children. InWest Virginiaan estimated 32,000
children and 69,000 adults suffer from asthma.
Aghma is unquestionably on the rise
increasing in prevalence 82% in the last 15
years. Over 500,000 hospitalizationsayear are
attributed to asthma along with 5,000 deaths.

Most of the problems caused by
asthma are preventable if asthma patients and
their physicians manage the disease according
to established guidelines. Effective
management of asthma includes four major
components. control of exposure to factors
that trigger exacerbations, adequate
pharmacologic management, continual
monitoring of the disease, and patient
education.
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Chronic Obstructive Pulmonary Disease

Chronic  Obdgructive  Pulmonary
Disease(COPD) isatermused for two closely
related respiratory diseases, chronic bronchitis
and emphysema, that are characterized by the
presence of irreversible airflow obstruction.
Between 80% and 90% of COPD is
atributableto cigarette smoking. Aninherited
verson of emphysema caused by a genetic
deficiency accounts for less than 5% of COPD
cases.

COPD is predominately a disease of
older people. It is edtimaed that the
prevalence of COPD in North Americamay be
as high as 10% of the population between the
ages of 55 and 85. In West Virginia an
estimated 118,000 people struggle to breathe
because of COPD.

Despite the high prevalence and
enormous cos to hedth care and society,
COPD has received little atention in
comparison to other respiratory conditions,
probably because COPD is thought of as a
self-inflicted disease that mainly affects the
elderly and has few effective treatments.

Obstructive Sleep Apnea

Apnea means "without breath" and
occurs during deep when the airway to the
lung collapses. Obstructive Seep Apnea
(OSA) is one of the most common sleep
disorders and is estimated to affect 18 million
middle-aged and elderly adults in the United
States.

The potentid consequences of OSA
include hypertension, congestive heart failure,
stroke, cognitive impairment, psychiatric
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problems, sexual dysunction, diminished
quality of life, and injury due to accidents.
OSA also canincrease the seriousness of other
lung diseases that decrease arflow, such as
asthma and COPD. Cardiovascular deaths
alone atributable to OSA are estimated at
38,000 annudly.

A mgor factor in the pervasveness of
obstructive sleep gpneaseffects on hedth and
society has been the failure to educate
Americans and especidly health care
practitionersabout the disorder. A widerange
of behavioral, mechanical, and surgical
treatments are available to manage OSA
symptoms. Y et, a1990 survey of U.S. medical
schools found that approximately one-third
offered no training in sleep medicine and that
another third provided an average of less than
two hours. Absent adequate physician
education, therisk that obstructive sleep apnea
will be misdiagnosed and mismanaged remains
high.

The Objectives

OBJECTIVE 24.1. Reduce the asthma
death rate to no more than 0.8 per 100,000
population 0-64 years of age. (Baseline: 1.0
per 100,000 population aged 0-64 in 1998)

24.1a. Maintain the asthma death
rate of 0.3 among persons aged 0-14.
(Baseline: .3 per 100,000 population aged O-
14 in 1998)

24.1b. Maintain the asthma death
rate of 0.4 among persons aged 15-34.
(Baseline: .4 per 100,000 in 1998)

24.1c. Reduce the asthma death rate
among persons aged 35-64 to 1.35.
(Baseline: 1.71 in 1998)
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24.1d. Reducethe asthma death rate

among persons aged 65+ to 4.8. (Baseline:
6.1 per 100,000 in 1998)

Data Source: West Virginia Bureau for
Public Health (WVBPH), Office of
Epidemiology and Hedth Promotion (OEHP),
Health Statistics Center (HSC)

OBJECTIVE 24.2. Reduce overall asthma
morbidity as measured by a reduction in
asthma hospitalizations to fewer than 350
annually. (Baseline: 465 in 1997)

Data Source: West Virginia Hedth Care
Authority, Uniform Billing (UB-92 data)

OBJECTIVE 24.3. (Developmental)
Reduce asthma morbidity as measured by a
reduction in the annual rate of emergency
department visits by 20%. (Baseline data
available in 2001)

Data Source: Public Employees Insurance
Agency, ambulatory care data; Bureau of
Medical Services, Medicaid data

OBJECTIVE 24.4. Reduce by 10% the
prevalence of West Virginia residents 18

years of age and older with asthma.
(Baseline data available in 2000)

Data Source: WVBPH, OEHP, Hedth
Statigics Center (HSC), Behavioral Risk
Factor Surveillance System (BRFSS)

FLAGSHIP OBJECTIVE
OBJECTIVE 24.5. Reduce the chronic
obstructivepulmonary disease (COPD) death
rate to no more than 50 per 100,000
population. (Baseline: age-adjusted rate of
54.0 in 1998)
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Data Source: WVBPH, OEHP, HSC

Meeting the Objectives

Health Promotion Channels for
Achieving Objectives:
Worksites
Schools
Public Health Programs
Networks
Health Care System
Higher Education

One of thefirst means through

which
we am to meet the asthma objectives is to
obtain more accurate and detailed information
about the prevalence of asthma in West
Virginia Quegions concerning asthma
diagnosis will beadded to the Behavioral Risk
Factor Survey so that we can attempt to
determine if patients are being accuratey
diagnosed, if their physicians are providing an
appropriate asthma management plan, and if
the patient is complying with that plan.
Agthma patients who are effectively managing
their asthma have fewer acute episodes, fewer
hospital visits, and overall reduced morbidity
and mortality.

The COPD objectives are inherently
linked to the state’s tobacco control
objectives. It is imperative to reduce the
prevalenceof smoking among West Virginians
if we hope to affect the state’ s rate of COPD
morbidity and mortality. That can be achieved
by conducting a more comprehensive tobacco
prevention, education, and cessation program
statewide.
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Work Group Members

Sara M. Crickenberger, Work Group
Leader, ExecutiveDirector, American
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Coordinator, Respiratory Care,
Charleston Area Medical Center

John L. Szarek, PhD, Department of
Pharmacology, Marshall University
School of Medicine

Daniel M. Christy, MPA, Director, Hedth
Statistics Center, WVBPH
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Background

Sexudly transmitted diseases (STDs)
refer to the more than 25 infectious organisms
that are primarily trangmitted through sexual
activity. STDs are one of many interrelated
factors that affect the broad continuum of
reproductive health, agreed upon in 1994 by
180 nations at the International Conferenceon
Populationand Development. STD prevention
asanessentid primary care strategy isintegral
to improving reproductive health.

The proposed set of objectivesfor the
year 2010 reflects the extensive problem
andysis and recommendations published in
1997 by the National Academy of Sciences
Institute of Medicine (IOM) in a report
entitted The Hidden Epidemic: Confronting
Sexually Transmitted Diseases. Despite the
burden, costs, and preventable nature of STDs
and their complications, STDs remain an
underrecognized hedth problem. The IOM
report stated that “ STDs are hidden epidemics
of tremendous health and economic
consequences in the United States. They are
hidden from public view because many
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SEXUALLY
TRANSMITTED

DISEASES

Americans are reluctant to address sexual
hedth issues in an open way and because of
the biologicd and social factors associated
with these diseases”

The generdly recognized symptometic
STDsthat may cause only mild initial illnesses
are only part of a very large public hedth
problem. These organisms aso cause many
other harmful, often irreversble, and cosly
complications such as reproductive hedth
problems, fetal and perinatd heath problems,
and cancer. In addition, studies of the HIV
pandemic from dl over the world link other
STDsto acausa chain of eventsin the sexual
transmission of HIV infection.

As West Virginia enters the new
millennium, there is both good and bad news
to report with regardto STDs. Early syphilis
wastheinitial STD for which control measures
were developed and tested in this country.
West Virginia has maintained a significant
public health syphilis management component
since 1918. In the late 1940s, West Virginia
reported one of the highest early syphilis case
rates in the nation. Since that period,
infectious syphilis case ratesin this state have
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congstently been mantained below the
nationad average. The nationd Centers for
Disease Control and Prevention (CDC)
recently initiated afive-year programto totaly
eliminate early syphilis in the United States.
The CDC currently defines syphiliseradication
as an area where there is less than 1 case per
100,000 population of primary and secondary
syphilis. West Virginiacurrently has an early
gyphilis rate of 0.2 cases per 100,000
population, well below the national definition.
West Virginia s successwith early syphilis has
come about because of excdlent surveillance
gystems that have been in place for many
years, aswell asdedicated field staff who have
worked to contain outbreak situations. The
STD Programwill continueto monitor syphilis
through physician and laboratory reporting, as
well as continued cooperation with the 55
county hedth departments that offer STD
services to their communities

Gonorrhea continues to show a
reduction in morbidity; however, there have
beenfluctuationsinratesin recent years. West
Virginia initiated the first statewide effort to
control gonorrheain 1972 in conjunction with
a nationwide undertaking by the federal
government. The STD Program, with the
Family Planning Program, performed routine
screening on al females aged 15 through 45
who received apelvic examination. The first
full year of screening yidded over 350,000
women nationwide who were postive for
gonorrhea; in 85% of the cases the woman
was totally asymptomatic for the disease.
Screening still occurs today in STD clinics as
well as some family planning sites.

West Virginias STD Program is
attacking the chlamydiaproblemthe sameway
it did gonorrhea by cooperating with the
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Family Planning Programto perform screening
of asymptomatic females. West Virginiais a
part of federa Region Ill. The region
consistsof West Virginia, Virginia, Delaware,
Maryland, Pennsylvania, and Washington,
D.C. with Baltimore and Philadelphia as
separate entities. These eight project areas
have been conducting chlamydia screening
since 1994. Region |11 wasthe second region
in the country, behind Region X, to initiate
chlamydiascreening. Sincethentheremaining
eight regions have used our experiences to
develop their screening initiatives as part asa
nationwideprogram. The entire activity came
about as a result of the Infertility Bill passed
by Congress in 1991. For the first time in
history, money was allocated soldy for the
control of chlamydia, long recognized as the
most prevalent reported sexually transmitted
disease.

Surveillance data show high rates of
STDsfor someracial or ethnic groups(mainly
African American and Hispanic populations)
compared with rates for whites. Race and
ethnicity inthe United States are risk markers
that correlate with other more fundamental
determinants of health status such as poverty,
access to quality hedth care, health care-
seeking behavior, illicit drug use, and living in
communitieswith ahigh prevalence of STDs.
West Virginia currently follows this nationd
trend; African Americans have gonorrhearates
293 times higher than whites and chlamydia
rates 100 times those of whites.

A mgor chdlenge for STD programs
in West Virginia and the U.S. in the 21¥
century will be confronting vira infections,
most notably Herpes Simplex and Human
Papillomavirus, which causesgenita wartsand
has a direct link to possible cancers in both
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women and men. More cdls are received on
the state STD hotline concerning vird
infections than any other disease. These
infections, which cause lesions, increase a
person’ schancesof acquiring HIV by fivefold.
CDC has targeted the viral infections as the
next mgor god nationally after the syphilis
elimination project is complete.

The STD Program continues to work
with the State Department of Education to
ensure the implementation of instructional
gods and objectives as mandated by that
department concerning STD/HIV. Likewise,
the program isworking with the three medical
schools in the gate to offer assistance with
curriculumand/or instruction around STDs, as
well as an overview of the gods and objectives
of public hedth asit relates to the physician’s
responsibility to report certain diseases 0 that
proper epidemiology may be performed. As
public health continues to build relationships
with managed care, the STD Program will
encourage physicianstorecognizeacons stent
guality of care when diagnosing and treating
sexudly transmitted diseases by caling on the
program and its links to the CDC for
consultation.

The Objectives

OBJECTIVE 25.1. Reduce the incidence of
chlamydia trachomatis infections in West
Virginia to 65 cases per 100,000 population.
(Baseline: 134.1 cases per 100,000 in 1998)

Data Source: West VirginiaBureaufor Public
Health (WV BPH), Officeof Epidemiology and
Hedth Promotion (OEHP), Divison of
Surveillance and Disease Control (DSDC),
STD/MIS state data
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In1998, African Americansreported a
rate of chlamydiatrachomatisthat wasnearly
100 times higher than that among whites
(8,206.8 casesper 100,000 populationvs. 87.2
Cases).

OBJECTIVE 25.2. Reduce the incidence of
gonorrhea infections in West Virginia to 15

cases per 100,000 population. (Baseline:
50.2 cases per 100,000 in 1998)

Data Source: WVBPH, OEHP, DSDC,
STD/MIS state data

In 1998, African Americansreported a
rate of gonorrhea that was 293 times higher
thanthat reported by whites (6,661.3 cases per
100,000 vs 22.7 cases). The STD
Program has long been aware of the disparity
in case rates among black and white
populations. Since the HIV epidemic was
recognized in the mid-1980s, increased
education at dl levels has taken place to
emphasize safe sex prevention messages, not
only for HIV exposure but the traditional
sexudly transmitted diseases as wel. As
expected, adrop in rates was seen for atime,
only to begin rising again at a steady increase.
One constant has remained, however. The
black population has continued to have
infection rates much higher than whites with
regard to gonorrheaand chlamydia. Although
the black population only makes up 3% of the
state population, their infection rates are 100
to nearly 300 times those of whites depending
onthedisease. The STD Program hasbeenin
contact with the State Minority Health
Programfor assistanceindeveloping srategies
to address the problem through community
education and involvement.
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OBJECTIVE 25.3. (Developmental) Reduce
the prevalence of Herpes Simplex Virus Type
2 (HSV-2) infection among persons 20-29
years old seen in outpatient departments in
10 major hospitals in West Virginia, which
will become sentinel sites.

Data Source: Data on ICD-9 Herpes codes
054.9,054.10,054.11,054.12,054.13,054.19
will be obtained fromthe Wes VirginiaHedth
Care Authority.

OBJECTIVE 25.4. (Developmental) Reduce
the prevalence of Human Papillomavirus
(HPYV) among persons 15-45 years old seen
in outpatient departments in 10 major
hospitals in West Virginia, which will
become sentinel sites.

Data Source: Data on [ICD-9 Human
Papillomavirus code 079.4 will be obtained
fromtheWes VirginiaHedth Care Authority.

The viruses that cause HSV and HPV
are not curable. Although outbreaks can be
topicaly treated, they eventually will run their
course, although the virus remainsinthe body.
In most cases, recurrences will manifest
themselves. Much is still to be learned about
these diseases, and the CDC has targeted the
viral infections for increased research and
hopefully a curein the future. Until that time,
the state will intensify sentinel reporting to
better understand the scope of the problem.
These infections are generaly recognized as
the most prevalent yet underreported diseases
in the sexudly active community. Safe sex
messages and counseling are il the best
defense to avoid or learn to live with these
infections until acure isrealized.
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OBJECTIVE 25.5. Reduce to 7% the
incidence of HIV infection that is attributed
to heterosexual contact. (Baseline: 15% of
new HIV reportsin 1998)

Data Source: HIV/AIDS Reporting System
(HARS), CDC, Division of HIV/STD/TB
Prevention

Public health is now wel into the
second decade of the war on HIV/AIDS.
While the first wave of infection affected the
homosexual community and 1V drug users
who shared needles, the second wave is
affecting women, young people, and, still, 1V
drug users.  While there has been much
success in the development of drugs to fight
the symptomsof HIV infection, therestillisno
cure. Nonetheless, a false sense of security
has permeated the sexudly active community,
which believes there is in fact a cure for this
infection. As a result, some people are
becoming careless with the practice of safe
sex, both in the homosexud as well as the
heterosexual community. The STD Program
will continue to educate and reinforce the
message that HIV is Hill a life-threatening
iliness, and that dl available precautions
should continueto be practiced.

OBJECTIVE 25.6. (Developmental) Develop
contractual arrangements with medical
schools and private providers (e.g., managed
care organizations) to offer public health
services to STD patients in 50% of the
counties, to include:

25.6a.  Provider referral method
used on STD contacts;

25.6b. Reimbursement to private
providers for counseling around STDs and
reproductive health;
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25.6c¢. Initial discussion on HIV/STD
at first visit with females for reproductive
reasons.

As public health and managed care
organizations (MCOs) continue to partner, it
is essential that both understand each other’s
missons and goals. It is critical that STD
patients be counseled about their infection and
the importance of referring their sexual
contacts for evauation. The STD Program
will explore the possibilities of educating
medical students as well as MCOs about the
benefits of contact tracing and the entire
epidemiol ogic process.

OBJECTIVE 25.7. Increase to 75% the
number of county health departments with at
least one clinician who has attended formal
training atan STD/HIV Prevention Training
Center in either Baltimore or Cincinnati.
(Baseline: 25% of county hedth departments
in1999)

Data Source: WVBPH, OEHP, DSDC, STD
Program

It is critical that clinicians/nurses
continue to be properly trained in the
diagnostics and treatment issues surrounding
sexudly transmitted diseases. The STD
Program arranges to send personnel from
county health departments for training, and
updates when necessary, to ensure that they
are current with the many issues surrounding
these sometimes complex diseases.

OBJECTIVE 25.8. Ensure the
implementation of instructional goals and
objectives as mandated by the State

Department of Education concerning
STD/HIV.
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Hedth education became required by
state legidaion enacted in 1988 to include
age-appropriate  HIV/AIDS and sexudly
transmitted disease education for grades 6
through 12. The Department of Education has
prepared amoded HIV/AIDS health education
curriculafor gradesK through 12. Individual
school systems may utilizethe prepared model
or submt a modd to the Department of
Education for approval. The Department of
Education’s focus with HIV/AIDS education
as well as the other sexualy transmitted
diseasesisto move to a more comprehensive
health education program addressing a
preventative approach.

Meeting the Objectives

Health Promotion Channels for

Achieving Objectives:
Worksites
Schools

Public Health Programs
Networks

Health Care System
Higher Education

The Director of the Divison of
Surveillance and Disease Control, which
houses the West Virginia STD Program, will
be the contact person for policies and
procedures in addressing these objectives. In
order to meet the objectives and confine the
annual incidence of sexualy transmitted
diseases by the year 2010, the following
strategies will be continued, using the hedth
promotion channels liged above:

. Support clinical services for detecting
the existence of STDs.
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. Sugan a daewide comprehensive
surveillance system for STDs.

. Assure laboratory STD reporting,
compliance, and testing follow-up.

. Maintain aconfidentid registry of STD
Cases.

. Observe trendsin STD occurrences.

. Increase public avareness about the
risks, symptoms, and treament of
STDs.

. Implement strong early STD case
intervention.

. Provide partner notification services.

. Supply appropriate medical treatment
to local health departments.

. Encourage all hedth care providersto
use CDC-recommended treatment
therapies for dl diagnosed and
suspected patients and their sexual
partners.

. Serve as an educationa/ technical
resource to the medicd community
and the general public.

. Operate a statewide STD hotline.

. Collaborate with health and social
service agencies in providing
educationa materials and condoms to
those at risk for STDs.

. Increase educationd efforts to reach
adolescents, young adults, and African
Americans.

. Maintan a resource base of free

educational materials.

Work Group Members

Greg Moore, Work Group Leader,
Supervisor of Field Operations, West
Virginia STD Program, WV BPH

Billy Wayne Bailey, Wes Virginia State
Senator, Ninth District, Majority Whip
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Ronald Bryant (Retired), Former Director of
the STD/AIDS Program, WV BPH

Cathy Davis, RN, NP, Nurse Practitioner,
Valey Health Systems, Huntington,
wv

Travis Hansbarger, MD, Medicd Resident,
Marshall University Family Practice

Monica Hatfield, Representing the Faith
Community, Charleston, WV

Catherine Hayes, DO, Osteopathic Physician
practicing in Whedling, WV

Shelley Humphreys, RN, NP, Nurse
Practitioner/Clinic Nurse, Kanawha-
Charleston Hedlth Department

BrendaC. Issac, RN, BSN, MA, L ead School
Nurse, Kanawha County Schools

Robert Johnson, Director, WV STD Program,
WVBPH

Pamda Minimah, Char, Weg Virginia
Cadition for Minority Health

Katie Shreve, Student, Marshdl Universty,
Huntington, WV

Kelly Shreve, Public Health Disease
Investigator 1l, Representing West
Virginia STD Program Field Staff

Savolia Spottswood, MS, Director, Minority
Health Program, WVBPH
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For More Information

West VirginiaSTD Program

Office of Epidemiology and Hedth Promotion
350 Capitol Street, Room 125

Charleston, WV 25301-3715

Phone: (304) 558-2950; Fax: (304) 558-6335

Visit the Hedthy People website at:
www.wvdhhr.org/bph/hp2010/
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Background

Substance abuseis apersonal tragedy,
causing untold pain to individuals and their
families. Untreated substance abuse can lead
tolossof jobs, loss of families, and, ultimately,
to loss of life.

In addition to the individual costs,
there is an enormous cog to society. Lost
work force productivity due to substance
abuse cogts the nation a least $14 hillion
annudly in unemployment, imparment,
absenteeism, medical costs, and premature
deaths. Crimerelated to substance abuse costs
the nation an estimated $57 billion per year,
not including the medical cogts of victims and
law officers.

Yet treatment works. A variety of
studies show that treatment reduces use by
50% to 60%. Treatment incresses the
likelihood of employment by 40% or more.
Addicts who undergo treatment are 40% less
likely to be arrested. Addicts who receive
appropriatetreatment whilein prison are 73%
lesslikely to bere-arrested and 44% lesslikdy
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to return to drug use than are untreated
inmates. Every $1 invested in substanceabuse
treatment yields a return of $4 to $7 in
reduced crimeand criminal justice costs. Drug
abusetreatment reducesinjection users risk of
spreading HI'V and other infections by asmuch
as60%, and abstaining addictsdo not generate
expensive emergency room treatment.
Treatment reduces crime; for example, the
number of drug-related murders has hit the
lowest point in more than a decade -- down
from 1,402 in 1980 to 786 in 1997.

In West Virginia, approximady
$18,800,000 is spent annually on substance
abuse treatment and related services. This
includes $6,400,000 in federal funds,
$5,800,000 in state funds, and $6,600,000 in
Medicaid funds. The Division on Alcoholism
and Drug Abuse has been designated by the
legislature as the lead agency for the
prevention and treatment of substance abuse.
The Division has also been designated by the
federal government asthe Single State Agency
for substance abuse. As such, it is the
recipient of the Substance Abuse Prevention
and Treatment Block Grant, which provides
the majority of the federd funds available for
substance abuse treatment and prevention.

During state fiscal year 1998-99, the
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Division provided funding to treat 18,854
persons for subgtance abuse. Almost 79% of
theseweretreated for alcohol abuse/addiction,
and dightly over 21% for other drugs. Of the
latter number, dmost 1,900 were injecting
drug abusers. Outsde of dcohol, the primary
drugs of choice were marijuana, 1,795; crack,
605; non-heroin opiates and synthetics, 553;
other cocaine, 342; and heroin, 138.

Males represented 77% of those
treated and females 23%. One hundred thirty-
gx (136) of the females were pregnant at the
time of admission to treatment. The large
majority (70%) were 25-54 years of age.
Unfortunatdy, 1,500 were under the age of
18. Of those treated, 5,600 received public
inebriate services; 2,070 were treated in a
short-term residentid setting; 1,300 were
treated in a long-term residentid setting; and
the remainder received various outpatient
services.

Adolescentswho usealcohol and other
drugs are much more likely than their non-
using peers to experience other serious
problems. An estimated one in four
adolescentsisat risk of alcohol and other drug
problems, school failure/drop-out, teen
pregnancy, delinquency, and/or suicide.
Research has shown that the earlier a child
uses acohol or other drugs, the more likely
she/he isto come to harm. Y outh under 15
who use drugs are twice as likely to become
dependent on the drugs than are youth 15 and
over.

Just as treatment works, so does
prevention.  According to the National
Household Survey on Drug Abuse, overdl
drug use among youth declined 13% in 1998.
More parents report that they talk to their
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children about drugs, and youth report that
these conversations have helped them reject
substance abuse. A massive media campaign,
the “National Youth Anti-Drug Media
Campaign,” has been launched to counteract
the effects of advertisng and provide honest
information about the impact of drugs. These
messagesarealready changing young people's
attitudes about drugs.

There are scientifically validated risk
factors that predispose a child to substance
abuse or other problems. Similarly, there are
certain resiliency factors that help protect a
child from negative influences. Successful
prevention programsare designed to minimize
risk factors and to srengthen resiliency
factors. It has been estimated that for every
$1 spent on scientifically based prevention
programs $7 are saved in treatment and other
codsto society.

Assessment of Need. Anassessment of need is

integral in determining the demand for
treetment and the need for targeted
prevention. In evauating progress it is

necessary to first determine a basdine.

A federally funded needs assessment
completed in 1997 indicated that there were
gpproximately 40,000 adultsin West Virginia
needing treatment for substance abuse. The
1995 Youth Risk Behavior Survey (YRBYS)
conducted by the Department of Education
indicated that 81% of students surveyed had
used acohol, with 52% having used it in the
previous month. Twenty-eight percent (28%)
reported that they had their first drink at the
age of 13. Similarly, 43% reported smoking
marijuanaat least once, with 26% having used
within the last month. Twenty-five percent
(25%) of the students had first tried marijuana
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at 14 or younger. Although aneeds assessment
hasnot been conducted of youth, extrapol ated
dataindicatethat approximately 25,000 youth
in grades 6 to 12 (16%) may be in need of
treatment for substance abuse.

These studies were conducted on a

statewide basis, with none providing dataon a
regional basis. The Divisondoeshave selected
data on drug and alcohol abuse available by
region, however, shown below for the four
designated Substate Planning Regions (SSP) —
Southern, Northern, Eastern Highlands, and
South-Central.
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To be more accessble to the
population, and to facilitate continuity of care,
the need for treatment programs should be
determinedineach SSP. Prevention programs
should be as locdized as possble, so that
community-based prevention needs can be
addressed, and cultural factors taken into
account.

To determine the need for developing
or modifying programs, a more thorough
assessment must be conducted, using indirect
indicators to determine treatment and
prevention needs. To determine effectiveness
of programs, basdine data must be available,
preferably on acounty level, but at least onthe
SSP level. Some indicators of the need for
treatment are aready collected by other
agencies, and are available on the SSP level.
Some of the available indicators of the need
for treatment for alcohol abuse arethe percent
of the population who binge drink; the percent
who engage in heavier drinking; and the
percent who drink anddrive. Thisinformation
is collected monthly through the Behavioral
Risk Factor Surveillance System (BRFSS)
survey conducted by the Hedth Statidics
Center of the Bureau for Public Health. The
ratesof HIV/AIDS, tuberculoss, andHepatitis
B can be considered indicative of the demand
for drug abuse treatment. Ascan be seen in
the accompanying two charts on the previous
page, it appearsthat theneed for alcohol abuse
treatment is greatest in the Northern and the
South-Central SSPs, and the need for drug
abuse treatment the greatest in the South-
Central SSP.

Although the avalable data give some
information about the reative need for
treatment, they do not address issues such as
numbers of people in need of treatment, types
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of treatment needed, or special populations
needing treatment such as pregnant women or
adolescents. Thisinformation is not available
and is vitaly needed in planning the most
effective distribution of scarce treatment
resour ces.

Smilarly, there is insufficient
information available on the presence or
absence of risk and protectivefactorsto dlow
the Division to re-focus prevention
programming on areas of greatest need, either
interms of geographica locationor interms of
specific populations.

The Objectives

FLAGSHIP OBJECTIVE
OBJECTIVE 26.1. (Developmental)
Increase the number of persons who receive
residential and outpatient treatment
according to their needs by 5% for adults 18

and older and by 2% for adolescents.
(Baseline data avail able in 2002)

Data Sources: West VirginiaUB-92 hospital
discharge database for inpatient services; data
source for outpatient services to be developed

OBJECTIVE 26.2. Increase the number of
high-school-aged youth who have never tried
alcohol to 35%. (Baseline: 28.8% in 1997)

Data Source: Wes Virginia Department of
Education (WVDOE), Office of Hedthy
Schools (OHS), Y outh Risk Behavior Survey
(YRBS)

OBJECTIVE 26.3. Increase the number of
high-school-agedyouth who have never tried
cocaine to 94%. (Baseline: 90.5% in 1997)
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Data Source: WVDOE, OHS, YRBS

OBJECTIVE 26.4. Increase the number of
high-school-aged youth who have never tried
marijuana to 60.1%. (Baseline: 52.3% in
1997)

Data Source: WVDOE, OHS, YRBS

OBJECTIVE 26.5. Reduce deaths and
injuries caused by alcohol-related motor
vehicle crashes by 20%. (Baselines: 144 in
1998; 145 in 1999)

Data Source: West Virginia State Police,
Fatal Accident Reporting System (FARS)

OBJECTIVE 26.6. Reduce deaths due to
cirrhosis of the liver to less than 7.5 per
100,000 population. (Baseline: 10.7in1998)

Data Source: Weds Virginia Bureau for
Public Health (WVBPH), Office of
Epidemiology and Health Promotion (OEHP),
Health Statistics Center (HSC)

OBJECTIVE 26.7. Reduce the proportion
of adolescents who report that during the
previous 30 days they had ridden with a
driver who had been drinking alcohol.
(Baseline: 35% in 1997)

Data Source: WVDOE, OHS, YRBS

OBJECTIVE 26.8. Reduce the rate of
adults 18 and older who reported driving
“after having had perhaps too much to

drink” at least once during the past month
by 20%. (Baseline: 0.08% in 1997)

Data Source: WVBPH, OEHP, BRFSS

OBJECTIVE 26.9. Reduce the rate of
heavier drinking reported among adults 18
and older (heavier drinking defined as 60 or
more drinks per month) by 20% . (Baseline:
2.1%in 1997)

Data Source: WVBPH, OEHP, BRFSS

OBJECTIVE 26.10. Reduce the rate of
binge drinking reported among adults 18
and older (binge drinking defined as 5 or
more drinks on any one occasion in the past
month) by 20%. (Baseline: 8.4% in 1997)

Data Source: WVBPH, OEHP, BRFSS

OBJECTIVE 26.11. Extend legal
requirements for maximum blood alcohol
concentration levels to be reduced to 0.08.

(Baseline: 0.10 in 2000)

Data Source: West Virginia State Code,
Motor Vehicles

Meeting the Objectives

Health Promotion Channels for
Achieving Objectives:
Worksites
Schools
Public Health Programs
Networks
Health Care System
Higher Education

Some of the organizationsthat will be
leading the initiatives to reach the objectives
include:
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Office of Behaviord Health Services, Division
on Alcoholism and Drug Abuse,
WVBPH

Fourteen regiond behavioral health centers

West Virginia Division of Criminal Justice
Services

Weg Virginia Department of Education

West VirginiaUniversity Prevention Resource
Center

Governor’s Cabinet on Children and
Families

Drug and alcohol abuse can affect
every facet of our society. Dueto factorssuch
as stigmatism and enabling codependents, this
type of illness can be difficult to detect. For
this and many other reasons, the above
mentioned collaborators will need to
effectively combine their effortsto bring about
postive changes in the current drug and
alcohol abuse statistics.

Work Group Members

Mary Pesetsky, MPH, Work Group Leader,
Substance Abuse Program, Office of
Behavioral Health Services, WVBPH

Helena Lee, Drug-Free Communities
Specidlist

LynnEvans, Prevention Network Coordinator
c/o Divison on Alcoholism and Drug
Abuse, WVBPH

Shawn Cade, Consultant for Adolescent

Services, Divison on Alcoholism and

Drug Abuse, WVBPH

Cunningham, Substance Abuse

Coordinator, United Summit Center

L eslie Reedy, Subgtance Abuse Coordinator
Northwood Health Systems

Terri
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Yvonne Katz, Research Evaluation Specialist
Marshall University Graduate College

Larry Belcher, Executive Director, WV
Mental Health Consumers Association

Amy Carte, Executive Director, Stae Hedth
Education Council
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For More Information

Substance Abuse Program

Office of Behavioral Health Services

350 Capitol Street, Room 350
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Phone: (304) 558-2276; Fax: (304) 558-1008

Visit the Hedthy People website at:
www.wvdhhr.org/bph/hp2010/
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Background

Tobacco

Tobacco use has plagued our society
for hundreds of years and now has reached a
public hedlth crisisas theleading preventable
cause of death and disease in the United States
and inWeg Virginia Oneinfivedeathsin our
stateisdueto smoking, resultinginover 4,200
deathsin Wes Virginia each year and costing
over $650 million annudly. To put it in
perspective, there are more deaths from
smoking than deathsfrom alcohol, illegal drug
use, suicide, homicide, AIDS, car accidents,
and fires combined. Data from the 1998
Behavioral Risk Factor Surveillance System
(BRFSS) survey indicated that West Virginia
has a high rate of smoking (27.9%), ranking
third in the U.S., with rates as high as 41%
among lower-socioeconomic subpopulations.

According to data from the 1999
Y outh Risk Behavior Survey (Y RBS), therate
of samoking among youths in grades 9-12 is
42.2%, fifth in the U.S. It is estimated that
over 38,000 West Virginiakidsnow under the
age of 18 will eventually die prematurely from
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tobacco-caused illness if current trends
continue. About 80% of all smokers began
cigarette use before they were 18. West
Virginiayouth have an average age of onset of
smoking of between 13 and 14 years old.
Cigarette smoking is associated with cancers
of thelung, larynx, mouth, esophagus, bladder,
kidney, pancreas, and cervix. It aso causes
chronic obstructive lung disease, including
emphysema and chronic bronchitis and heart
disease and stroke. Other impacts of smoking
are male impotence, exacerbation of asthma,
increased risk of death from pneumonia and
influenza, and wrinkles.

While the incidence of cigar smoking
increased in our state during the 1990s, those
using cigars and pipesremain relatively few in
number compared to cigarettes and spit
tobacco. Cigar use causes cancer of the
larynx, mouth, esophagus, and lung.

According to vital statistics collected
by the state, 25% of pregnant women smoked
during their pregnancies in 1998, and women
of childbearing age (18-34 years) smoked at a
rate of about 35%. Smoking during pregnancy
can cause spontaneous abortion, low
birthweight, premature birth, stillbirth, and
SIDS and increases the risk of birth defects.
Female smokers also may experience delayed
fertility and earlier menopause .
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Secondhand smoke, or environmental
tobacco smoke (ETS), causes lung cancer,
heart disease, and increased asthma incidents
in otherwise healthy nonsmokers. Children
exposed to ETS may experience respiratory
infections (middle ear infections, bronchitis,
pneumoni@ and ashma. The EPA has now
classfied ETS asa Class A carcinogen.

Smokeless Tobacco Use

West Virginiacontinuesto rank firs in
the United States in the use of smokeless
tobacco, or spit tobacco by adult men, withthe
1998 BRFSS reporting a 17.5% rate of use.
In 1999, about 28.6% of maleyouths used spit
tobacco, a rank of third among Y RBS survey
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states. While economic modelsdo not include
the cost to society of spit tobacco use, we
know that usersrisk cancer of the mouth and
nasal passages and tooth decay and gum
disease.

The Tobacco Industry

While West Virginiawas fortunate to
be included in the National Cancer Ingtitute’'s
ASSIST Project, funding tobacco prevention
from 1992 through1998, we have experienced
very little decrease in the rates of smoking or
spit tobacco use. The factor that most
interferes with our success toward improved
public health isthe tobacco industry. Through
1998, the industry spent about $35 million
each year in marketing its products in WV.
Thisindustry, more responsible than any other
for negative public health, has engineered its
products to contain higher concentrations of
nicotine, influenced or suppressed medical
research on tobacco, designed advertisng
geared toward youth, and legally challenged
federal authority to regulatetobacco asadrug.

The tobacco settlement signed by 46
states including West Virginia in November
1998 is limited in restricting tobacco
marketing. The settlement paymentsto West
Virginia average about $60 million each year,
but do not come close to the estimated $656
million annua cog of treating smoking-
induced disease. In fiscal year 2001, $5.85
million will be spent on tobacco prevention.
The U.S. Centers for Disease Control and
Prevention (CDC) has recommended that
West Virginiaimplement atobacco prevention
program that isfunded at between $14 to $35
million annualy.
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Special Populations

Target populations for tobacco
prevention include pregnant women, youth
(including young adults up to 24 years), blue
collar workers, and lower-socioeconomic
groups. Minorities comprise about 4.3% of
our state’s population, 72% of whom are
African American. We anticipatereaching this
latiter group through the fath community in
selected aties and counties.

The Strategy

The Bureau's Tobacco Prevention
Program, in cooperation with the Coalition for
a Tobacco-Free WV and current local
coditions covering about 27 out of the 55
counties, will coordinate state and local
projects in counter-marketing/media,
communications, education, cessation, policy
initiatives, and survelllance/evduation. Byfar,
policy change can have the greatest impact in
creating and supporting the norm for a
tobacco-free West Virginia.

The Objectives

FLAGSHIP OBJECTIVE

OBJECTIVE 27.1. Reduce the prevalence of
cigarette smoking among youth and adults.

27.1a.  Reduce the prevalence of
cigarette smoking among adults aged 18+ to
20% or lower. (Baseline: 28% in 1998)

27.1b.  Reduce the prevalence of
cigarette smoking among adults aged 18+ in
the lower-socioeconomic level (12 years or
less of education and a household income of
less than $25,000) to 25% or lower.
(Baseline: 36% in 1998)
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27.1c.  Reduce the prevalence of
cigarette smoking among women aged 18-24
(i.e., childbearing ages) to 25% or lower.
(Baseline: 34.3% in 1998)

27.1d.  Reduce the proportion of
youth in grades 6-12 who report smoking in
the previous month to 20% or lower.
(Baseline: 42% in 1999)

Data Sources: West Virginia Bureau for
Public Health (WVBPH), Office of
Epidemiology and Health Promotion (OEHP),
Behavioral Risk Factor Surveillance Sysgem
(BRFSS); Wed Virginia Department of
Education (WVDOE), Office of Hedlthy
Schools (OHS), Y outh Risk Behavior Survey
(YRBS) and/or Y outh Tobacco Survey (YTS)

On average, 12 Wed Virginians die
every day because they smoked cigarettes.
Although their death certificates may list the
cause of death as lung cancer, heart disease,
emphysema, or asthma, “cigarette smoking”
could just as well have been listed. The
individuals who die from smoking-related
diseases come from dl waks of life, Al
professions, al socioeconomic groups, dl
family stuations, dl religions, and all ethnic
backgrounds. The loss of even one of these
lives is immeasurable.

Every West Virginian, including those
who have never smoked, pays $359 each year
for the health care costs of smoking-related
illness. This figure does not include indirect
cods such as forfeited earnings and lost
productivity dueto illnessand death, or hedth
care and/or economic cods attributable to
snuff, chewing tobacco, cigars, pipes, and
secondhand smoke. IN1997-98, approximately
205 million packsof cigaretteswere consumed
in West Virginia.
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Most peoplewho use tobacco begin as
children. Because they start young, they have
more difficulty quitting and are more likely to
devedop a tobacco-related disease. To be
effective, prevention and cessation programs
need to be carefully adapted to the unique
culturd, politica, and economic features of
West Virginia

OBJECTIVE 27.2. Reduce the prevalence
of cigarette smoking among pregnant
women to 12% or lower. (Baseline: 25.4% in
1998)

Data Source: WVBPH, OEHP, Hedth
Statistics Center (HSC)

OBJECTIVE 27.3. Increase smoking
cessation during pregnancy, so that at least
60% of women who are cigarette smokers at
the time they become pregnant quit smoking
early in the pregnancy and maintain
abstinence for the remainder of their
pregnancy, following delivery, and through
postpartum. (Baseline: 14.3% in 1998)

Data Source: WVBPH, Office of Maternal,
Child & Family Health (OMCFH), Pregnancy
Risk Assessment Monitoring System
(PRAMYS)

Approximatey 30% of births in West
Virginia are to mothers with one or more
pregnancy risk factors, such as cigarettes,
dcohol, or other drug use. There is a 66%
greater rate of smoking among pregnant
women in West Virginia than the rest of the
U.S. AccordingtoWes Virginiavital statistics
for 1998, 12.3% of premature births occurred
to mothers who smoked.
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Many studies have shown that babies
who are born to mothers who smoke heavily
during their pregnancy are born smaller than
they would have been had their mothers not
smoked. A recent CDC study found that 1Qs
werelower in the babies born to motherswho
smoked than a comparable group of babies
with non-smoking mothers.

According to a 1996 report prepared
by the Wes Virginia Department of Health
and Human Resources, the proportion of
births with Medicaid coverage in West
Virginia in 1993 was about 42%, a
consderable increase from the 1989
proportion of about 32%. Women with
Medicad coverage were 1.5 to 2 times more
likely to smoke during pregnancy than were
women without Medicaid coverage. Average
annual costs to Medicaid servicesto all West
Virginiawomen who smoke during pregnancy
wereestimated to be $648,978. Theestimated
medical cost (Medicaid and non-Medicaid) of
acomplicated birth for smokers($10,894) was
nearly twice that of nonsmokers ($6,544).

To combat the epidemic of smoking
during and after pregnancy, the Tobacco
Prevention Program should continue its
collaborative efforts with programs that
pecifically address pregnancy to implement
programs reaching this population. Research
studies mugt be magnified to evaluate the use
of pharmacologica cessation aidsfor pregnant
women.

OBJECTIVE 27.4. Increase to atleast 80%
the proportion of health care providers who
routinely advise cessation and provide
assistance and follow-up and document
charts for all their tobacco-using patients
(providers to include physicians, dentists,
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nurses, dental hygienists, mental health
professionals, social workers, psychologists,
pharmacists, medical assistants, physician

assistants, and home health care aides).
(Baseline data avail able in 2000)

Data Sources: WVBPH, OEHP, BRFSS;
WV Chapter of the American Academy of
Family Physicians (WVAAFP), and/or WV
StateMedical Association (WV SMA) surveys

OBJECTIVE 27.5. Increase to 90% the
number of physicians (notably pediatricians)
who advise parents not to smoke in the home
around children. (Baseline data available in
2000)

Data Sources: WVAAFP and/or WVSMA
surveys

In additionto ETS exposure, thereare
severa safety reasons why cigarettes should
not be in the home Also, adult smokers
provide the tobacco role model, making it
twice as likely that these children will become
tobacco usersin adolescence and beyond.

In order to be successful in helping
personsto stop smoking and decrease smoking
around children, Weg Virginia will strive to
increase the availability of cessation
programming, train providers in effective
cessation services, increase the availability of
slf-hdp and educationa materids, and
conduct campaigns to promote smoke-free
homes.

OBJECTIVE 27.6. Increase to 80% the
proportion of health plans that offer
treatment of nicotine addiction (e.g.,
tobacco use cessation counseling by health
care providers, tobacco use cessation



WEST VIRGINIA HEALTHY PEOPLE 2010

programs, prescriptions for nicotine
replacement therapy
(NRT)/pharmaceuticals, and other cessation
services). (Baseline data available in 2000)

Data Source: WVBPH, OEHP, Tobacco
Prevention Program

Statidics indicate that about 50% of
current adult smokers have tried to quit
smoking for at least one day, but weknow that
their attempts may not result in success. For
this population, the provision of cessation and
treatment servicesis critical.

Health-care professionals can play an
important role in cessation; however, fewer
than 25% of physicians report receiving
adequate training to help their patients quit
smoking. Research demonstrates that even
brief advice from health care providersto stop
smoking is effective. More intensive
interventions that provide socia support and
training in problem-solving skills are even
more effective. FDA-approved
pharmacotherapy can also help people quit
smoking, particularly when combined with
counseling and other interventions.

In planning for the future, health care
plans, hedth care providers, and their
consumers must be educated to the bendfits of
cessation services, so that cessation isviewed
as basic care. Wed Virginia s Medicaid
program and Public Employees Insurance
Agency currently provide these services, and
evaluation of the successof and challenges met
by these programs will provide vaduable
information for implementation of cessation
coverage in other health plans.
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OBJECTIVE 27.7. Reduce smokeless
tobacco use among adult men aged 18+ to
13% or lower.” (Baseline: 18% in 1998)

Data Source: WVBPH, OEHP, BRFSS

According to the 1999 YRBS, 28.6%
of mde high school students have used
chewing tobacco or snuff on one or more of
the 30 daysprior to their interview. Smokeless
tobacco is just as addictive as cigarettes.
Thereisnicotineinall smokeless products, but
smokel esstobacco containsmorenicotinethan
cigarettes. For example, holding an average
sizedip or chew in your mouth for 30 minutes
gives you as much nicotine as smoking four
cigarettes.  Smokeless tobacco and the
nicotineinit can cause all the heart and blood
vessel problems that smoking causes -- higher
blood pressure, reduced circulation, and faster
heart rate.

OBJECTIVE 27.8. Reduce the proportion
of young men in grades 9-12 who report
smokeless tobacco use to 16% or lower.
(Baseline: 28.6% in 1999; bascline data
available in 2000 for grades 6-8)

Data Source: WVDOE, OHS, YTS and
YRBS

OBJECTIVE 27.9. Increase state excise
taxes on cigarettes so state excise tax is at
least 30% of retail price.

Data Source: Retal sdesdata, WV Division
of Tax and Revenue

OBJECTIVE 27.10. Increase state excise
taxes on non-cigarette tobacco products so
state excise tax is at least 25% of retail price.
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Data Source: Retall sdes data, WV Division
of Tax and Revenue

The single most effective measure that
can reduce youth consumption of tobacco
products is to increase the price. “Price
eadicity” models for cigarette consumption
and salesindicate that for every 10% increase
in priceconsumption among youth will decline
by up to 14%. Priceincreasescan be achieved
by retailers increasing prices or by excise
taxes, which then generate revenue for sate
government.

OBJECTIVE 27.11. (Developmental)
Increase smoking cessation attempts among
adolescent smokers. (Baseline data available
in 2000)

Data Source: WVDOE, OHS, YTS

Education programs should not just
focus on preventing children from starting to
use tobacco, but should also address quitting
for those who have already begun. Research
in developing the N.O.T. (Not On Tobacco)
cessation program for youth revealed that
most teens who smoke say that they would
like to quit, but that they cannot do it on their
own. About 24% of high school students
indicated that they are daily smokers (possibly
experiencing nicotine dependence) and about
38% of current high school smokershavetried
to quit.

OBJECTIVE 27.12. (Developmental)
Increase the level of compliance and
enforcement with WV Board of Education
policy prohibiting tobacco use by anyone at
any time on public school property to a level
of no more than one incident per week
reported at each school.
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Data Source: WVDOE, Office of Safe and
Drug-Free Schools.

West Virginia isamong the leadersin
states implementing these strong policies that
further emphasizethe*tobacco-free” normand
compliance with state law. Enforcement of
such policies has been the challenge, and we
are investigating a variety of solutions,
including signage, volunteer monitors, student
monitors and detectors/warning systems.

OBJECTIVE 27.13. Enforce state and
federal laws that prohibit tobacco sales to
minors to 10% noncompliance or less.

Data Source: Synar monitoring data; tobacco
retailer ingpection programs.

OBJECTIVE 27.14. Enact state or local
laws requiring licensure of tobacco retailers,
behind-the-counter displays, and restrictions
on advertising, violations that may result in
revocation of license.

In March 2000, the U.S. Supreme
Court declared that the FDA has no authority
to restrict tobacco sales and marketing, and as
a reult the tobacco retaler ingpection
program that began in April 1999 in West
Virginia was immediately dissolved. This
program, plus Synar monitoring data, had
indicated that illegal sales to minors occurred
during about 34% of attempts.

The creation of a comprehensive
inspection program, including retailer
education and subseguent fines and the threat
of license suspenson/revocation, would
increase compliance with the state law and
federal regulations.
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OBJECTIVE 27.15. (Developmental)
Increase to 95% the percentage of 6" grade
students who associate harm with tobacco
use; ensure that comprehensive tobacco

prevention curricula are taught in public
schools. (Baseline data available in 2000)

Data Source: WVDOE, OHS, YTS

INn1999, 33.7% of sudentssurveyed in
the Y RBSreported that they had smoked their
first cigarette before their thirteenth birthday.
The CDC recommends implementing and
incorporating evidence-based curricula, linking
school-based efforts with locad community
coditions and statewide counter-advertising
programs, and implementing CDC's
Guidelines for School Health Programs to
Prevent Tobacco Use and Addiction,including
tobacco-freepolicies, teacher training, parental
involvement, and cessation services.

In1999, theWest VirginiaDepartment
of Educationimplemented L ife Skills Training
(identified by CDC asPrograms That Work) in
sixth grade and will add seventh grade in the
year 2000. Life Skills Training isaresearch
based curriculum that has been shown to
sgnificantly decrease tobacco use ratesamong
participants. The Department of Education
plans to continue the use of this curriculum.

OBJECTIVE 27.16. Increase to 85% the
number of employers having 10 or more
employees who have written and enforced
tobacco restriction policies for the work
Place, designed to protect workers from
exposure to ETS.

Data Source: West VirginiaUniversity, Office
of Health Services Research.
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Both common sense and scientific
research indicate that smoking redriction
policies at the work place result in fewer
opportunities to smoke and more smokers
quitting, but their main purpose is to protect
the nonsmokers from exposure to ETS.
Smokers use Sck leave about 50% more than
nonsmokers, and cost employers up to
$1,300/year.

Most of the clean indoor air
regulations require that businesses implement
policies to protect nonsmokers from this
exposure, but we need to encourageemployers
to expand the polices to create smoke-free
buildings, to include smokelesstobacco usein
restrictions, and to promote cessation.
Baselinedata on current policies and technical
assistance needs will be gathered in FY 2001.
Trained consultants may be available later to
provide technical assstance to businesses.

OBJECTIVE 27.17. Increase the number
of counties covered by Clean Indoor Air
(CIA) regulations; increase the level of
protection from ETS for existing CIA
regulations; defeat CIA preemption
measures in state legislature.

Data Source: WVBPH/OEHP, Tobacco
Prevention Program

By far, one policy area in which West
Virginia has received critical acclam is the
adoption of CIA regulations through local
boards of hedth. West Virginia received the
1997 CleanIndoor Air Awardfrom Americans
for Nonsmokers Rights for being the sateto
enact the most regulations in that year.

Of the current local CIA regulations,
there is great variability in their coverage
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Restaurant coverage variesfrom 25%-+ seating
for nonsmoking sectionsto 100% smoke-free.
Business coverageisfairly consistent, priority
consideration given to protecting the
nonsmoker from ETS exposure. Publicplaces
(government buildings, sports and
entertainment facilities, malls, etc.) vary from
designated smoking areas to 100% smoke-
free, and someregulations include exemptions
for certain facilities. To date, CIA regulations
have been adopted by 43 of the 55 counties.

Our god moving toward 2010 is to
increase the number of counties covered by
CIA regulations and to increase the grength
and breadth for those with existing regul ations.

OBJECTIVE 27.18. Establish a statewide
evidence-based comprehensive tobacco
prevention and control program for West
Virginia, funded by state funds to at least
CDC-recommended minimum levels ($14
million per year) with sustained funding for
at least five consecutive years.

Data Source: WVBPH, OEHP, Tobacco
Prevention Program

Meeting the Objectives

Health Promotion Channels for
Achieving Objectives:
Worksites
Schools
Public Health Programs
Networks
Health Care System
Higher Education
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The Tobacco Prevention Program was
started in West Virginiain 1991 and funded
through 1998 by the ASSIST Project of NCI,
with national partnership from the American
Cancer Society. Since1998, funding hascome
from the CDC’'s Nationd Tobacco Control
Program. Both federd programs provided
funding between $800,000 to $1,100,000
annudly and during those years, no state funds
were ever allocated to this issue.

With the November 1998 signing of
the tobacco settlement, West Virginia stands
to receive about $60 million average per year.
InaccordancewithWV Code 84-11A, passed
in 1999, half of the funds received must go
into atrust fund (which cannot be spent). The
other half can be spent in several ways (PEIA
programs, Medicaid, hedth programs and
facilities). It isthe goal of the WV BPH to see
that CDC-recommended funding levels of $14
million to $35 million are alocated to the
Tobacco Prevention Program and that
decision-makers commit these funds for many
consecutive yearsto addressthis public hedth
crisis.

Some of the organizations that will be
leading the initiatives to reach the objectives
include:

West Virginia Tobacco Prevention Program,
Health Promotion Division, WV BPH

Health  Statistics Center, Office of
Epidemiology and Health Promotion,
WVBPH

WV Office of Maternal, Child & Family
Health, WV BPH

Coalition for a Tobacco-Free WV (CTFWV)

WV Youth Tobacco Prevention Campaign,
Healthcare Education Foundation of
wv
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Office of Healthy Schools, DOE

Division on Safe and Drug-free Schools, DOE

WV Divison on Alcoholismand Drug Abuse,
OBHS

The following is a partial list of
member agencies represented by the CTFWV:
Americen Cancer Society, Mid-Atlantic

Division
American Heart Association, Ohio Valey

Affiliate
American Lung Association of West Virginia
Weg Virginia State Medica Association
American Academy of Family Physicians, WV

Chapter
American Association of Retired Persons

WV Hospital Association
WV U School of Dentigtry
WV Caoalition for Minority Health
WV U Prevention Research Center
March of Dimes Birth Defects Foundation,

WV State Chapter
Weéllness Council of WV

Work Group Members

Kathi Elkins, Work Group Leader, Policy
and Planning Specialig, WV Tobacco
Prevention Program, WVBPH

Chrigina Mullins, Associate Program
Director, WV Tobacco Prevention
Program, WVBPH

Amy Thomas, Program Coordinator, WV
Tobacco Prevention Program,
WVBHP

Cinny Kittle, Project Director, WV Youth
Tobacco Prevention Campaign

Debra Southerland, former coordinator,
Caalition for a Tobacco-Free WV
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Chantal Centofanti-Fields, Director, Programs
and Services, American Lung
Association of WV

Hersha Arnold, Cancer Control Manager,
American Cancer Society

J. Dean Lee, Coordinator, Office of Hedthy

Schools, WVDOE

H. Anderson, PhD, Prevention

Research Center, WVU

Norm Streenstra, Executive Director,
Citizens Action Group

Madrith Chambers, WV Minority Health

Robert

Cadition

Stanley Mills, Sanitarian, Cabell County
Health Department

Sandria Glasscock, Grant County Health
Department

Gus Nelson, former Tobacco Education
Coordinator, Mid-Ohio Valley Health
Department

JII Rosenthal, former Program Manager,
Center for Rura Health Development

Susan Anderson, WV Hedth Promotion
Specidig, Region VI

Daniel Foster, MD, former Chair, 1998-2000
Caalition for a Tobacco-Free WV

Jacquelynn Copenhaver, Rivers and Bridges
Consortium

Sidney A. Rosenbluth, PhD, MS, BS,

Department of Pharmaceutical
Sysems & Policy
Anna Reno, RHEP Site Coordinator,

Little Kanawha Area Consortium
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For More Information

Tobacco Prevention Program
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Background

West Virginians must seek and
receive basic vision and eye care
services that include not only hedth
and visual performance evaluations

but also include occupational eye
safety and injury prevention. Good
vison becomes more important each
day as the nation continues to
develop a large segment of the
economy around high technology
industries.

Many of the dsa€'s infants and
young children are a high risk for
vision problems because of
hereditary, prenatal, or perinatal
factors.  These individuals need to be
identified and tested early and
periodically to assure their visual
system is functioning maximaly and
not impeding normal learning. The
state’s children need comprehensive
vision evaluations before beginning
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school to insure ther visua wellness

and readinessfor learning.

In addition, vison and eye care
are important issues in West Virginia

because of its status as the oldest
state in the nation.
28

VISION AND HEARING
The leading causes of visual
impairment are diabetic retinopathy,
cataracts, glaucoma, and age-related
macular degeneration. Vision and

eye care services are critically
important to maintaining
independence and qudity of life in
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the later years. Access to basic
vison and eye hedth services aong
with specidty care in the aeas of
vision rehabilitative services and
assistive living techniques, devices,
and knowledge must be available for
seniors and others with limited vision
to maintain independent living.

West Virginia is one of the
states with the highet prevdence of
diabetes mellitus. This is partialy
attributable to a larger aging
population, attenuated by a
population with a predominately
sedentary lifestyle, inadequate
nutrition, common genetic heritage,
lower socioeconomic factors, and
lack of access to proper medica and
hedth care.  Obedty also is a known
risk factor for diabetes, as well as
other common health conditions
including heart disease and dgrokes,
which themselves can result in visual
complications. West Virginians with
diabetes have an increased risk of
blindness, kidney disorders, and
amputations. Diabetic retinopathy is
the leading cause of blindness in
individuals 29 to 74 years of age
Periodic eye examinations and
treatment have been shown to be
effective against preventing the
ocular complications of many of
these cases of diabetes. Both
personal and societal costs of
didbetes can be prevented or reduced
with access to timedy vision and eye
care.

West Virginia is a beautiful
state to see.  This is appreciated by
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no one more than the sportsman,
hunter, or naturalist who explores,
examines, and enjoys the abundant
natural wildlife and natural resources
of the Mountain State. Recreationa
safety programs could help prevent
many of the annua cases of vision
loss due to sporting activities,

firecrackers, ATV accidents, and

other preventable eye injuries around
the home.
All of these factors, in addition

to West Virginia's ruraity and status
as one of the poorest daes in the

nation, add additional challenges to
the state’s already limited public
health resources. The issue of

ruraity goes to the heart of access to

health and wellness in this rugged
mountainous state. West Virginia, a
state with many narrow two-lane

roads for its residents to trave, only
began building a four-lane interstate
system of highways within recent
decades .

Additionally, Wes Virginia is
one of the few staes that has not
benefited proportionately from the
recent national economic period of
prosperity. Research repeatedly
demonstrates that the number one
indicator of health status is
socioeconomic status. This is readily
apparent within the state of West
Virginia.

There are many challenges
ahead in achieving the vision and
eye hedth objectives set forth here.
By working to achieve these
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objectives the lives of all West
Virginians can be enhanced through
state and local initiatives, public-
private partnerships, professional and
civic organizations, and faith-based
organizations.

By improving vison and eye

hedth status over the next 10 vyears
through the obectives sa forth here,
West Virginians will be able to enjoy
their state’s unique beauty and
actively participatein life.

The Objectives

FLAGSHIP OBJECTIVE
OBJECTIVE 28.1. (Developmental)
Increase the proportion of persons 18 and
over who have a dilated eye examination at
appropriate intervals. (Basdine data
available in 2003)

Data Source: West Virginia Bureau for
Public Health, Office of
Epidemiology and Health Promotion,
Behavioral Risk Factor Surveillance
System

Many eye diseases and
disorders have no symptoms or early
warning signs. Dilated eye exams
should be performed at appropriate
intervals to detect changes in the
retina or optic nerve or both. Eye
care professonals can view the back
of the eye for subtle changes and, if
necessary, Iinitiate treatment at the
right time Meeting this objective is
perhaps the single best means to
meet the other objectives set.
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OBJECTIVE 28.2. (Developmental)
Increase the proportion of preschool
children aged 3 to 5 who receive a vision
screening.  (Baseline data available in
2003)

Data Sources: Wes Virginia Preschool
Vision Screening Program, West
Virginia University (WVU) Eye
Institute; Prevent Blindness America
of Wes Virginia

Many vision problems begin
well before children reach school.
Every effort mug be made to ensure
that, before they reach age 5 vyears,
children receive a screening exam
from their bhealth care provider. Ealy
recognition of disease results in more
effective treatment that can be gght-
saving or in some cases even life-
saving.

OBJECTIVE 28.3. (Developmental) Reduce
visual impairment due to glaucoma.
(Baseline data available in 2003)

Data Source: West Virgina Medica
Institute (WVMI),
Medicare/Medicad data

OBJECTIVE 28.4. (Developmental) Reduce
visual impairment due to cataract.
(Baseline data avail able in 2003)

Data Source: WV MI,

M edicare/Medicaid data

OBJECTIVE 28.5. Reduce occupational eye
injury. (Baseline: 567 per 100,000
workersfor FY 1998)
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Data Source: Wes Virginia Bureau of

Employment Programs, Research,
Information & Analysis Division,
West Virginia Workers

Compensation Annual Report
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Meeting the Objectives

Health Promotion Channels for
Achieving Objectives:
Worksites
Schools
Public Health Programs
Networks
Hedlth Care System
Higher Education

The Vision Work Group
agreed that one essentid element in
the long-term success of the Vision
goals is the development of a
codition to promote vision health
within West Virginia. Only the
coordinated efforts of such a
codition can effectively marshal the
scarce resources of a small, rurd
state.  The codition would consist of
dl interested groups and should mest
on a regula quarterly or semi-annual
basis. The exact membership will be
determined by interest and
commitment. To promote such a
codition, the WVU Eye Institute has
agreed to sponsor a Healthy Vision
West Virginia web site that will
highlight the vision-related goals of
Healthy People 2010 and will link to
involved organizations.

Further actions that ae likdy
to positively impact the future
developments of vision-related goals
are the beginning of preschool
screening programs by Prevent
Blindness America of West Virginia
and the WVU Eye Ingtitute. Both of
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these groups have committed
themselves to developing other
screening programs as  well. They
have also agreed to share their
information on their screening
activities with the Heathy People
program.

The success of these programs
as wel as programs initatied by the
state and other organizations can
have a major impact on the success
of the goals.

Work Group Members

Norma Bowyer, OD, MS, MPH,
FAAO, Work Group Co-Leader,
Public Health Optometric
Consultant

J. Vernon Odom, PhD, Work Group
Co-Leader, Department of
Ophthalmology, WV U

Thomas Griffith, OD, Optometrist

Anne Harmon, RN, WVU Cente on

Aging
Joseph Locascio, M D,
Ophthalmologist, President,

West Virginia Academy of
Ophthalmology

Bill Davis, President, West Virginia

AARP

Thekla Lund, school nurse,
Kanawha County Schools

Annette Carey, WV  Department of
Education

Bobbi Zaunbrecher, Executive
Director, Prevent Blindness

America of Wes Virginia
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Geoffrey Bradford, MD, Pediatric
Ophthalmology, Department
of Ophthalmology, WV U
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Phone: (304) 525-9988; Fax: (304)
525-4443
www.PreventBlindness.org

West Virginia Optometric
Association

815 Quarrier Street, Suite 345

Charleston, WV 25301-2616

Phone: (304) 345-4710; Fax: (304)
346-6416

West Virginia Academy of
Ophthalmology

Suite 220

2110 Kanawha Blvd., East

Charleston, WV 25330

Phone: (304) 343-5842

Visit the Hedthy People website at:
www.wvdhhr.org/bph/hp2010/
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Background

Health care services are inclusve
across a continuum of care from pre-birth to
natural death. Theconsderationof end-of-life
care is animportant, but often neglected, part
of this continuum. I mproving end-of-life care
is consstent with the purposes of Healthy
People 2010. The goals of Hedthy People
2010 areto (1) improve the qudity of lifeand
yearsof healthy living and (2) eliminate headth
disparities. All people areentitled to enhanced
quality of life until the very moment of their
death. Headlthy dying is a naurd part of
hedlthy living. Also, the life and hedth of
every Wed Virginian is affected by the death
of aclosefriend or loved one. Adequate end-
of-life care not only focuses on the needs of
the patients, but dso on the needs of family
and friends. The literature documents the
negative health effects of death and dying on
survivors. Wes Virginia is one of the most
rural saes in the country, and a majority of
West Virginianslive at aconsiderable distance
from health care services, including end-of-life
care. Improving access to
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29
WV-Specific Focus:
END OF LIFE

end-of-lifeservicesfor West Virginiansinrural
areas addresses the second goal of eiminating
health disparities

West Virginians have recently
identified adissatisfaction with, and adesreto
improve, the current provison of end-of-life
care. A seies of community dialogue
meetingswere held acrossthe state in 1999 as
part of theWes VirginiaInitiative to Improve
End of Life Care funded by the Robert Wood
Johnson Foundation. West Virginiaisamong
only 17 statesto receive such funding. During
these community didogue meetings, West
Virginians identified the need for greater
attention to advanced care planning, including
where death occurs, greater access to
paliative care and hospice services, and
greater attention to pain management at the
end of life. The Initiativeto Improve End of
Life Care also surveyed pharmacists,
physicians, nurses, and social workers across
thestate. Mog hedth care professonalsrated
end-of-life care in West Virginia as only fair.

Severa challenges to improving end-
of-life care are pronounced in West Virginia.
They include a large proportion of dderly
living inrural areas and a higher percentage of
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deaths from chronic disease than in other
states.

West Virginia has the highest median
ageof dl statesat 37.7 yearsand ranksfifthin
thenationin thepercent of the population over
the age of 65. The date is experiencing
unprecedented growth initsaging population.
According to the 1990 U.S. Census, the aging
population represented 15% (268,897) of the
tota population. By the year 2020, this
number is expected to reach 345,000, a 28%
increase. Of the 55 countiesin West Virginia,
only nine counties have an elderly population
below the national average of 12%.

West Virginiaisthe second most rural
state in the country, behind Vermont, with
63% of West Virginians living in rural aress.
Most of the state’ selderly resideinrural areas,
even though the ratio of urbanto rurd elderly
in West Virginiadoes increase with age. For
the 65+ age group theratio is.78; for the 75+
group theratio is .82; and for the 85+ group
theratio is.91. Referrdsto hospice arelow,
and the reimbursement to hospices for care of
patients in rural areasis well beow the costs.
The reality is that barriersto accessing headth
care services and resources such as hospitals,
hospices, and nursng homes confront many
older adults.

The percentage of deathsfrom chronic
diseases in West Virginia is congderably
higher thanthenational average. Wes Virginia
currently ranks first in the United States in
mortdity rate from heart disease and humber
three for mortaity rates for cancer and
diabetes.

National data have indicated that
people prefer to die in the comfort of their
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own homes, surrounded by loved ones In
West Virginia, in 1997, out of a tota of
20,872 deaths, 10,243 people died in a
hospital and 4,917 died a home. The percent
of individuals dying in their homes with
hospice services, 11.3%, remains 35% beow
the national average of 17%. Only 2% of
nursing home resdents received hospice care
in1997. Moreover, most West Virginiansdie
in a hospital or nursing home, without
choosing their place of death.

Inconclusion, theHealthy People2010
project isan important mechanismfor meeting
West Virginians' desiresand needsconcerning
end-of-lifecare. Thefollowingfour objectives
have been formulated to help improve end-of-
life care in West Virginiaby the year 2010.

The Objectives

FLAGSHIP OBJECTIVE
OBJECTIVE 29.1. Increase the percentage

of dying persons receiving hospice care to
25%. (Baseline: 13% in 1997)

Data Source: West Virginia Hedth Cae
Authority (WVHCA) Annual Survey

OBJECTIVE 29.2. Increase the percentage
of persons dying in their homes to 35%.
(Baseline: 24% in 1997)

Data Source: West VirginiaBureau for Public
Health (WV BPH), Officeof Epidemiology and
Health Promotion (OEHP), Health Statidics
Center (HSC)
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OBJECTIVE 29.3 Increase the percentage
of persons receiving hospice care while dying
in a nursing home to 10%. (Baseline: 2%
in1997)

Data Source: WVHCA

OBJECTIVE 29.4. Increase the percentage
of persons who have talked with their
families and doctors about their preference
for end-of-life care to 75% and increase the
percentage of persons who have completed
written advance directivesto 50%. (Baseline:
in 1999/2000, 60% reported taking with their
family or close friend about the medical
treatment they would/ would not want at life's
end; 34% had completed written advance
directives (12% reported having aliving will;
3% reported having a medica power of
attorney; 19% had both)

Data Sources: Baseline data collected by a
1999/2000 Ryan, McGinn, Samples research
survey; future progress to be tracked by four
guestions on the Behavioral Risk Factor
Surveillance Sysem survey in 2004 and 2008.

The following questionswill beincludedinthe
BRFSS survey to address end-of-life issues:

1. Have you ever discussed with your family
how you would want to be treated if your
were dying?

2. Have you ever discussed with your doctor
how you would warnt to betreated if you were
dying?

3. Have you completed a written advance
directivesuch asalivingwill or medical power
of atorney that says who you would warnt to

make medical decisions for you if you could
not make them for yourself?
Living will only;
Medical power of attorney only;
Both aliving will and a medica
power of attorney;
Neither; or,
Never heard of either

4. How would you respond to the following
statement? It is important to tak with my
family and doctor about how | want to be
treated at the end of life:

Strongly agree

Agree;

Neutrd;

Disagree; or,

Strongly disagree

Meeting the Objectives

Health Promotion Channels for Achieving
Objectives:

Worksites
Schools
Public Health Programs
Networks
Health Care System
Higher Education

The following ae the two
organizationsthat will beleading theinitiatives
to reach the 2010 objectives:

Center for Health Ethics and Law, Robert C.
Byrd Health Sciences Center, West
Virginia University (WVU)
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Center for Hedth Services and Outcomes
Research, Camcare Hedth Education
and Research I nstitute

The Center for Health Ethicsand Law
has been the lead organization for the West
Virginia Initiative to Improve End-of-Life
Care funded by the Robert Wood Johnson
Foundation, the West Virginia Humanities
Council, the Claude Worthington Benedum
Foundation, and the Project on Death in
America through July 2002. The Center for
Health Servicesand Outcomes Resear ch of the
Camcare Hedlth Education and Research
Institute has been the lead data collection and
analysis entity for the Initiative.

The Initiative is a statewide,
multidisciplinary, comprehensve, and public
participatory effort to improve al aspects of
end-of-life care for the citizens of West
Virginia. The Initiative consists of a 20-
member organizationd coditionthat includes:
the Bureau of Senior Services, Wes Virginia
Department of Health and Human Resources,
Guardianship Commission; WV Boards of
Medicine and Pharmacy, WV State Medical
Association; WV State Bar; Hospice Council
of WV; WV Health Care Association; WV
Hospital Association; WV Council of Home
Hedth Agencies; WV Network of Ethics
Committees, WV Cancer Pain Initiative; WV
Humanities Council; WV Rural Health
Education Partnership; WV Chapter of
NASW; Center for Headth Ethics and Law;
WVU Schools of Medicine, Nursing, and
Pharmeacy; WV School of Osteopathic
Medicine; Marshdl Universty School of
Medicine; Camcare Health Education and
Research Ingitutee WVUH Center for Pain
Management; Professional Anesthesia
Services, Inc.; Northern Wes Virginia Pain
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Management Center; Catholic Diocese of
Whedling-Charleston; the Synod of the WV-
Western Maryland Evangeical Lutheran
Churchin America; WV Council of Churches;
WV U Departments of Public Administration
and Social Work; AARP; Lega Aid Society
Long-term Care Ombudsman Program; and
the South Central WV AIDS Network.

The Wega Virginia Initiative to
Improve End-of-Life Care has utilized seven
task forces to egablish the mechanisms to
meet the four 2010 objectives. The seven task
forces include Funding and Finance,
Professonal Education, Palliative Care
Delivery Systems, Culturd and Spiritual,
Policy, Community Visioning, and Survey and
Needs Assessment. Various programs have
aready beenput in place that will contributeto
meeting the 2010 objectives. Action steps
include:

Education: variousprogramsto educatehedth
careprofessonalsand thepublic about end-of-
life care including a media campaign.

Financing: establish more complete and
efficient financial coveragefor end-of-lifecare.
Change the Medicad disincentive to bringing
hospice care into long-term care facilities and
develop amodel hospice benefit for managed
care.

Palliative Care Delivery Systems: facilitatethe
development of padliaive care teams in
hospitals, long-term care facilities, and
communities

Policy: educae the sate legislature about
pertinent policy issues related to end-of-life
care, including end-of-life care decision-
making and pain management.
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Public Discussion: foster astatewidedialogue
around the issues of death and dying and
increase the comfort of citizens in addressing
end-of-life issues.

Statewide Resources: develop a toll-free
information number (1-877-209-8086) and
website (Www.wvinitiative.org) that serves as
a resource for patients, families, and hedth
careprofessionals; monitor and sharethelatest
developments in end-of-life care.

The Initiative s codition members are
dedicated to the continued improvement of
end-of-life care in West Virginia, and the
Healthy People 2010 objectiveswill serveasa
target for that effort. The WV Center for
Health Ethicsand Law and the WV Initiative
have proposed to the WV Legislature that a
WYV Center for Pdliative Care and Hospice be
established asa statewide resource to meet the
end-of -life objectives of Healthy People 2010
and the 2000-2002 State Health Plan. This
Center will help ensure along-range approach
to meeting the objectives and serving the
health care professionals and citizens of West
Virginia.

Work Group Members

Jacqueline J. Glover, PhD, Work Group Co-
Leader, Associate Director, Center for
Hedlth Ethicsand Law, WVU

Mary Emmett, PhD, CHE, Work Group Co-
Leader, Director and Senior Policy
Analyst, Center for Health Services
and Outcomes Research, Camcare
Health Education and Research
I nstitute

Amy Bloom, BS, MPH student at WVU
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Stephen C. Hines, PhD, formerly of the
Department of Communication
Studies, WVU

James Keresztury, MSW, MBA, Project
Manager, WV Initiative to Improve
End-of-Life Care, Center for Hedth
Ethicsand Law, WVU

Alvin H. Moss, MD, Director, WV Initiative
to Improve End-of-Life Care, Center
for Health Ethics and Law, WVU

Sue Warren, MD, Kanawha Hospice Care,
Inc. and Marshall University School of
Medicine
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