Responses to questions from Community Leader Input Meeting on 2/13/2013:

I am concerned about the implications of not knowing much about vulnerable populations.
We agree that one of the challenges of this process is that we don’t always have the data we would want when trying to make decisions about which topics to select as priorities. Unfortunately, resources don’t exist to provide that data, so we have to use our experience and expertise to assist with our decision-making. We encourage you to consider both the data we have presented and your own knowledge and experience when offering input. Remember, work will still continue on topics not selected as priorities for focus of this Community Health Improvement Plan, and the process will be repeated in 3-5 years. 
What agencies or entities are included as community health leaders? Who will be contributing via survey?
When preparing the list of stakeholders to invite to the Community Health Leaders Meetings, we were trying to achieve:  1) county-wide geographic representation, 2) representation from each of the major public health/health care organizations in the county, 3) a minimum of one representative from each of 15 topic areas, 4) elected officials and community leaders with whom public health partners (schools, businesses), and 5) three members of the "general community". In order to accommodate all of these criteria with limited space and resources, we generally invited managers or program directors, anticipating that they could represent multiple programs within their organization. We received excellent response to our invitation (of the ~90 we sent, more than 50 accepted).  We plan to ask meeting participants if we can share their names and organizations with other meeting attendees at the meeting on 2/27.  The survey is open to the general public, and we are asking our public health and community partners who are not at the meetings to contribute their input via the survey as well.
Many topics had low capacity – need to explore if bringing groups together would increase that capacity.
We agree that there is more to learn about our community’s capacity to address each of the topic areas. The resources for an extensive capacity assessment were not available for this effort; however, we do expect that the Task Forces for each of the selected priorities will explore community capacity to address them in greater detail.
Both strategic direction and issue areas seemed very narrow. Is it expected if the item is chosen will the issue or strategic direction scopes be broadened?
This comment/question surprised us. The Leadership Team had more discussion around the challenges with the issues and strategic directions seeming broad and sometimes overlapping, although the example evidence-based interventions may appear to be narrowly focused. Regardless, it will be the job of the Task Forces to come up with the strategies our community will implement to address the priorities. As part of this effort, the Task Forces will need to examine additional data related to the issue, define specific target populations, decide which strategies to implement, and set targets. It is conceivable that the Task Forces may choose to broaden or narrow the scope in order to design an improvement plan for our community.
Will this effort take into consideration existing and related “other” efforts in the community?
Yes! From the start, we have tried to consider existing and related community efforts, and we will continue to do so throughout the planning and implementation phases. In fact, we think it would be ideal if an existing group agreed to act as a “task force” for this effort – helping us to respond to requirements of the Public Health Act, while continuing to do the good work they have already begun!
Still confused about the “ranking” of the strategic directions and health issues – seems like they are all in a pool together? What criteria will we be using to rank?
We want to clarify that we will not be asking you to place the topics in rank order. Rather, we will be asking you to give each of the 15 topics a “rating” score from 1 to 5, with”1” representing “should not be a focus at this time” and “5” representing “high priority for focus”. As a result, each of the topic areas will receive a composite score that falls somewhere between 1 and 5, and can be considered in rank order as recommendations to the Leadership Committee.  We will be asking you to consider the following criteria: 
1) Significance to our community’s health:
· Does the issue impact a large number or high percentage of people in our community? Does the issue lead to severely compromised health and/or have lasting impact over the course of a lifetime for those affected? 
· Are sub-populations more affected than the general population?
2) Ability to impact the issue:
· Do strategies exist that will produce the desired outcome if implemented locally?
· Are there barriers to implementation beyond resources (such as, political will)?
3) Capacity to address the issue:
· Is a local organization prepared to take the lead on the issue?
· Are sufficient resources (funding, staff, expertise) available or obtainable? Could jointly focusing resources improve community capacity?

What was the definition for colorectal screening? Occult blood or colonoscopy?
The data for this measure came from the Behavioral Risk Factor Surveillance System (BRFSS) survey. Survey respondents were asked if they were “up-to-date” with colorectal cancer screening. “Up-to-date” was defined as the respondent had a fecal occult blood test (FOBT) during the previous year, a sigmoidoscopy within the previous five years and a FOBT within the previous three years, or a colonoscopy within the previous 10 years.
Are disabilities (among children, adults) being addressed in any data, especially those not caused by injury?
The assessment of disabilities as part of our community’s overall health status is included two of the strategic directions. Specifically, we collected data related to self-reported prevalence of disability among older adults (Promoting Healthy Aging) and enrollment in special education by disability type (Raising Healthy Children). We also examined disability as an estimate of health burden on our community (annual disability adjusted life years, DALY’s).  As for most issues of morbidity (with the exception of those for which a registry exists, such as the Colorado Cancer Registry), data that would help us understand the incidence and prevalence of disability is limited at the county level. That said, we do recognize the importance of including an assessment of disability as part of our community’s health status and expect that the resulting Community Health Improvement Plan will be inclusive of our residents with disabilities.
Can we see all of the compiled data points you collected?
We collected more than 350 data points as part of the Community Health Assessment.  The summary document is in draft form and not ready for public review. However, if you have specific questions or you’d like to know about the data we collected for a topic, please email Christy Bush at cbush@larimer.org. 
How many “issues” can realistically be approached and change affected? Will some issues be put together as a “first this, then that” – domino effect?
We have decided not to predetermine the number of topics that our community can select for priority focus. However, the question seems to imply that our community may want to keep priorities to a small number in order to maximize our combined efforts and we agree. Most other counties that have completed this process have selected 2-3 priorities. We do not anticipate a strategic, ordered selection of topics such as suggested “first this, then that”; however we do anticipate that what we learn from this effort will be incorporated into future iterations (remember, this will be repeated every 3-5 years), which may build upon successes to address related issues.

