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CAHIP –Charter


Project Charter
Cross Agency Health Improvement Project (CAHIP)

(formerly the Tobacco Control Integration Project - TCIP)
This document represents our best understanding of the requirements for the Cross Agency Health Improvement Project (CAHIP), the former Tobacco Control Integration Project.
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	Overview
	The Cross Agency Health Improvement Project mission is to improve health outcomes among people served by OHA and DHS and among the DHS/OHA workforce. The CAHIP mission supports the goals of both agencies.  For OHA, CAHIP is aligned with the goals of reducing cost and improving population health. CAHIP’s mission also supports efforts to reform the health care system, including the formation of CCOs, by improving the health of communities and OHP members.  For DHS, improved health outcomes will reduce the financial burden on clients and their families, helping them to be not only healthier, but more independent. 
DHS and OHA serve approximately one million Oregonians each year.  These Oregonians bear a disproportionate burden of chronic disease, which consumes over 75% of each dollar spent on medical care.  This health disparity corresponds with many factors prevalent among those served by OHA and DHS including lower incomes, lower educational attainment, people with disabilities, and people with mental health or substance abuse issues. Due to the number of clients and the disparity in health outcomes, CAHIP is poised to have a large statewide impact. 

CAHIP will work within OHA and DHS organizational units to change policies and procedures that will reduce the main risk factors contributing to the development of chronic diseases – tobacco use, and, as funding becomes available, poor nutrition and lack of physical activity.
In addition, CAHIP will provide guidance to wellness committees operating within DHS or OHA and to the Joint Policy Steering Committee as the committee develops policies that will improve the work environment to support employee health. The CAHIP steering committee will develop guidance that includes best practices for worksite wellness and will develop internal policies that allow for some limited work time for committee representatives to work on evidence-based wellness efforts. 
The prevalence of tobacco use in Oregon has decreased steadily since the release of the first report by the US Surgeon General linking smoking to lung cancer in 1964. Since the start of Oregon’s Tobacco Prevention and Education Program (TPEP) in 1997, cigarette consumption has been reduced by 48%. In 2009, prevalence among members of the general population was 17.5%.
While this is good news, it is increasingly evident that there is a wide disparity in tobacco use between those with higher and lower incomes and levels of educational attainment. In 2009, tobacco use prevalence among those who did not graduate from high school was 38% while prevalence among those who were college graduates was 7%. Prevalence among those who made less than $15,000 per year was 33% while prevalence among those making $50,000 or more per year was just under 10%. This disparity cuts across all racial, ethnic and cultural groups with all of Oregon’s specific populations over-represented in the lower income brackets. For example, in a 2009 report by the National Center for Children in Poverty, 30% of Oregon’s Hispanic children are living in poor families compared to 16% of Oregon’s white children. (http://www.nccp.org/profiles/OR_profile_7.html) 
Oregonians with fewer financial resources experience disparities in other risk factors as well. For example, the obesity rate in 2005 among those without a high school education was 27%, compared with less than 18% among those who graduated from college. The same differences hold true when comparing income levels. The prevalence of obesity is almost 28% for those making $15,000 or less, but 22% for those making $50,000 or more. 
People with chronic mental illness also experience substantial disparities in health outcomes.  They die on average 25 years before those without chronic mental illness, and much of this disparity is related to high rates of smoking, poor nutrition and low rates of physical activity. For health reform to work, increasing health equity by reducing these risk factors is essential.
The Tobacco Control Integration Project (TCIP) was funded by CDC in 2008 to help DHS and OHA clients and employees reduce their risk of poor health by developing and implementing policies and procedures that reduce tobacco use and exposure to secondhand smoke. TCIP supported public health staff to provide technical assistance to workgroups in each DHS/OHA organizational unit as they identified appropriate goals. CAHIP will continue the work of TCIP and broaden it to include connections to state agency employee wellness efforts such as Wellness@Work.

	TCIP Project successes    to date
	· Awarded $3 million competitive grant from the CDC to implement the TCIP project for two years.
· Homecare Commission policy to distribute cessation materials and resources to homecare workers quarterly.

· Tobacco Freedom policy requiring tobacco-free campuses for all residential treatment facilities for people with addictions or mental health issues as well as robust cessation planning and treatment.

· Development of the tobacco cessation minimum standards for use by organizations providing health benefits to Medicaid clients.

· Distribution of cessation resources to all CAF facilities.

· Implementation of Tobacco-free DHS – revision of policy to include OHA facilities.
· Placement of web button linking to the Oregon Tobacco Quit Line on certain high traffic DHS/OHA websites and information about quitting on the help desk hold line.

· Inclusion of language about tobacco-free campuses and cessation benefits in all PHD RFP’s beginning in 4th quarter of 2011.


	CAHIP Project Objectives

	Short Term:
· By June 30, 2013 complete outstanding TCIP grant objectives, such as a distribution policy for self-sufficiency offices and a communications policy requiring the Quit Line number on all DHS/OHA mailings.
· By June 30, 2013, complete a work plan for 2013/2014.

· By June 30, 2013, complete assessment of DHS/OHA wellness committees and activities.

· By June 30, 2013 develop guidance for DHS/OHA wellness committees on evidence-based activities, committee composition and amount of work time available to committee members. 
Intermediate Term:
· By June 30, 2014, implement at least two additional policies or procedures that will decrease tobacco use or exposure to secondhand smoke among DHA/OHA clients.
· By June 30, 2014, implement at least two policies or procedures that will improve nutrition or increase physical activity among DHA/OHA clients. (Dependent on funding being available to work on obesity prevention)
· By June 30, 2014, propose at least two policies to improve employee health to the Joint Policy Steering Committee. 

Long Term:

· By June 30, 2016, reduce smoking prevalence among Oregonians making less than $15,000 to 25%. (2007 Baseline – 32.8%)
· By June 30, 2016, reduce the percentage of infants on the Oregon Health Plan born to mothers who smoke to 16%. (2007 Baseline – 21%) 
· By June 30, 2016, decrease the rate of obesity among Oregonians making less than $15,000 to 25%. (2005 Baseline – 28%) 


	Roles of Participants

	· JPSC will: 

· Be the project sponsor and provide high level guidance to the project.
· Request that each organizational unit designate a member for the project Steering Committee who has sufficient authority to carry out the tasks described below. Suggested level of participating staff is High Level Executive Leadership.  Organizational units to be represented include: 

· Self Sufficiency
· Child Welfare
· Office of Client and Community Services/Healthy Kids  

· Developmental Disabilities 

· Aging and People with Disabilities
· Vocational Rehabilitation
· Addictions and Mental Health 

· Public Health 
· PEBB/OEBB

· Division of Medical Assistance Programs
· Office of Private Health Partnerships 
· Office of Health Policy and Research 
· OHA Operations
· DHS Operations 

· Shared Services
· Require appropriate participation by all agency organizational units.  
· Steering committee members will:

· Create workgroups in their organizational units to identify specific targets for policy and procedural change. 
· Approve use of staff time and other the resources necessary for workgroup projects within their organizational units.
· Work with other steering committee members to develop an overall CAHIP work plan that is evidence-based and consistent with CAHIP goals.
· Be deputy-director status or the equivalent within their organizational unit.

· Have access to their organization unit’s leadership in order to accurately represent their agency’s point of view and to solve CAHIP workgroup issues within their unit.

· Have the authority within their organizational unit to commit the unit to work plan activities.

· Actively collaborate with CCOs to identify opportunities for partnership and collaboration to identify interventions and maximize impact.

· Ensure that the overall CAHIP work plan is evidence-based.

Public Health will:

· Staff the Steering Committee. 

· Provide support and assistance to each organizational unit and the Steering Committee about evidence-based interventions to address tobacco use, nutrition and physical activity.
· Provide JPSC updates twice each year or as requested.
· Draft workplans. 


	Scope
	Scope of Authority
The Steering Committee has the authority to develop joint work plans and advise agencies on best practices. Agency organizational units are responsible for implementing their individual agency work plans and completing agreed upon objectives.


	Deliverables

	1. Policy and procedural changes implemented within each OHA DHS organizational unit to: 
· Reduce tobacco use and exposure to secondhand smoke among clients and staff.
· Improve nutrition and increase physical activity among clients and staff.
2. 
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