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Meeting Summary

Attendees:

Task Force/Steering Committegarb Bowsher, Donna Breitenstein, Jane Brown, Steve
Cline, Tania Connaughton-Espino, Tamera Coyne-BgaSlusan Fisher, Carol Ford,
Lloyd Hackley, Dan Krowchuk, Peter Leone, Bronwyichs, Sharon Mangan, Jim
Martin, Steve North, Marcus Plescia, William Pukckfistin Rager, Joel Rosch, Adam
Searing, Tom Vitaglione, Irene Zipper

Interested Persons and Stdffiura Aitkens, Kimberly Alexander-Bratcher, Alice
Ammerman, Ashley Bell, Angella Bellota, Amy Davempdark Holmes, David Jones,
Jim Martin, Brandy Peaker, Ruth Petersen, Shargm&\Ellen Riegg, Meka Sales,
Carol Sexton, Pam Silberman, Carol Tyson, Andreat\égs, Yvonne Wasilewski,
Berkeley Yorkery, Elizabeth Zurick

REVIEW OF UNINTENTIONAL INJURY RECOMMENDATIONS
Mark Holmes, PhD, Vice President, North Carolinatltute of Medicine

At the 11 July Meeting, we discussed unintentiomalries, focusing on motor vehicle and
athletic injuries. What follows are most of theadehat were suggested, irrespective of relative
strength. Some are not evidence-based. Some maytfide the scope of this Task Force’s
charge. This includes all ideas mentioned. Theofigtotential recommendations will be
narrowed at the November®Zask Force meeting. Comments and questions abeut t
recommendations should be sent to Berkeley Yorldgygrkery@nciom.org).

Potential Recommendation Motor Vehicle Accidentd/@j.1
The North Carolina Department of TransportatioD®{) Governor's Highway Safety Program
(GHSP) should develop a comprehensive young dewaucation curriculum and campaign.
This campaign should include
» Research to determine effective strategies enhguicenquality of driver’'s education
curricula
» Development and evaluation of a research-basedgydtver’'s education curriculum.
The GHSP should work with the Department of Pulslitruction to implement a large-
scale trial of the program through the currentelfiveducation system in public schools.
Rigorous evaluation of the program should be cotedtlbefore implementing the
program in all public schools. Evaluation shouldile collecting data on the driving
records of those exposed to the program and thgsesed to traditional driver’s
education.



» Developing materials to help better educate pammmtde critical components of
teaching their adolescents to drive and involviagepts more in the ongoing education
of young drivers.

Potential Recommendation MVA.2
The North Carolina General Assembly should appeder$X to the North Carolina Department
of Transportation’s Governor’s Highway Safety Paogrto revise the implementation of the
“Booze It & Lose It” DWI checkpoint program to ftvidence-based program guidelines,
including, but not limited to, the following compemts:

* A comprehensive, statewide media campaign.

* Ongoing checkpoints throughout the year.

Potential Recommendation MVA.3
The North Carolina General Assembly should enaetligphone ban for drivers of all ages while
operating a moving motor vehicle.

Potential Recommendation MVA.4
North Carolina should support expansions to thdiptfansportation system.

Potential Recommendation Sports and Recreation{SR)

The North Carolina General Assembly should appede$X to the (UNC Injury Research
Center/Division of Public Health, Injury and Violes Prevention Branch) to hire 6 full time
employeesthis was Steve Marshall’'s recommendgdotconduct outreach with schools and
youth sports clubs across the state. These emayead:

» Train coaches and other youth athletic staff/vaerd in how to implement evidence-
based programs proven to reduce youth sports anelatéon injuries, such as those
developed by staff at the UNC Injury Research Gente

» Develop and distribute materials targeting paremiacrease awareness of the frequency
of sports and recreation injuries and to providerimation on how to prevent the most
common sports and recreation injuries.

Potential Recommendation SR.2

The Injury and Violence Prevention Branch of thetRd&arolina Department of Health and
Human Services should develop a “Safe Sports Sshoaimpaign modeled on the NC Tobacco
Free Schools Campaign. The goal of the campaigunl@tbe to provide information, resources
and assistance to school districts (and commupitiésrested in adopting “Safe Sports” policies
(e.g. mandatory mouthguards for all team sportanghs to the policies and procedures around
use of sports physicals for participation in teguorss, adoption of evidence-based training and
warm-up programs).

Potential Recommendation SR.3
Increase bicycle helmet use through one or motkeofollowing:
* Enact new and enforce existing bicycle helmet meguénts for all bicycle riders.
» Some sort of incentive for helmet purchase
» Engaging civic groups to do helmet giveaways ametg@aampaigns locally.
* A well-designed awareness campaign would likelpéeded to publicize/influence new
social norms around helmet use.



Potential Recommendation SR.4

The North Carolina General Assembly should appader$X to the Department of Public
Instruction to fund the hiring of Y Certified Athle Trainers. (58% of schools already have
access to one.)

Potential Recommendation SR.5
Defibrillators should be available in all schools.

REVIEW OF UNINTENTIONAL INJURY RECOMMENDATIONS
OVERVIEW OF CHRONIC | LLNESS
Mark Holmes, PhD, Vice President, North Carolinatltute of Medicine

“Chronic diseases” is one of the six areas of tkaltdy People 2010 Critical Health Objectives
for Adolescents and Young Adults. The indicatorthis area concern reducing tobacco use and
the proportion of children and adolescents whooaerweight, and increasing physical activity.
In addition to looking at tobacco use and overwegtysical activity/nutrition, today’s meeting
will include secondary prevention targeting thosesk for adult cardiovascular disease.

Both tobacco use and obesity are linked to adutticaascular health, as well as other health
concerns in adulthood. While they have negativdigapons for health during adolescence, their
impact is mainly seen in the adult population. Tauzause and obesity during adolescence are
predictors of the same problem during adulthoodhatoo use typically begins during
adolescence; youth who are overweight as adoleseeat4-20 more likely to be overweight as
adults.

Secondary prevention activities are focused ory elisease detection so that early intervention
may help delay or prevent the onset of diseaseaysdiiscussion will focus on early detection
of the precursors to cardiovascular disease and egmabe done to help reduce the risk that
today’s adolescents will have these problems aksadu

OBESITY, NUTRITION, & PHYSICAL ACTIVITY

Alice Ammerman, PhD, Director, UNC Center for HedPromotion and Disease Prevention

Today, 1-in-5 children and youth in North Carolisaverweight. Among youth ages 12-18,
almost 1-in-3 is overweight. Each year in Northdliag, the cost of unhealthy lifestyles (excess
weight, lack of physical activity, type 2 diabetand inadequate fruit and vegetable
consumption) is estimated to cost $24.1 billion.

Many factors contribute to obesity including perdrehaviors, community/environment,

clinical care and public health policies. In ea€these areas there are currently programs and
practices being implemented to improve the hedltiarth Carolinians. Additionally, there are
programs and practices that research indicatesom@&yen more effective at making positive
gains in nutrition and physical activity to helgloee the obesity rates among children and youth.

how people eat. Research shows that intensive;tknng interventions with social support and
problem solving/skill development work to help pkogat better and exercise more. Many
innovative public health programs developed udhig todel are currently being implemented in
North Carolina, such as the Health and WellnesstTrund’s FitKids Initiative. North Carolina
could encourage more programs by helping to digsseievidence-based interventions and
leveraging research funding.



Personal behaviors are heavily impacted by the asmitsnand built environment. Factors such

as access to healthy food, cultural norms arouad &nd eating, and accessibility of safe places
to exercise all positively or negatively affect smmal behaviors around nutrition and physical
activity. A number of strategies, such as commumwitye campaigns, increased access to healthy
foods, and changes in the built environment, haentshown to be effective at changing
community/environment factors. While some workhistarea has already begun, there are many
opportunities to improve community/environment éastincluding: longer term financial support
of community-based projects, changes to WIC to suppcreased fruit and vegetable access for
recipients, using schools after-hours as a safegta physical activity, and partnerships with the
Department of Transportation and other non-traditigoartners to change the built environment.

Access to and quality of clinical care are alsoantgnt. The availability of care, how care can be
billed and the knowledge and comfort level of phigis in dealing with weight management all
contribute to the quality of care patients receix@ind obesity, nutrition and physical activity.
Research shows that clinical care interventiortkigiarea must be intensive and long-term
Currently North Carolina is seeing budding collaimns among very strong primary care
networks, a strong public health system, and intiee&* party payers to help improve clinical
care. These resources must be utilized and stremgthby facilitating more collaboration,
improving reimbursement for obesity-related clihicare, and by engaging the clinical
community in public health efforts to reduce obesites.

All of these components are heavily influenced bliz and health policies such as those around
school nutrition and physical activity. There isreoevidence that school-based and
worksite/organizational interventions, as welllasse that are state or community-wide, have a
positive impact on obesity/nutrition/physical adyvWhile there are a number of programs in
NC working to improve obesity/nutrition/physicalt@dy, such as improving child nutrition
standards, local school wellness policies, andjairement that all children get 30 minutes of
physical activity in grades K-8, implementing amdagcing such policies can be quite difficult
because of the scale of the intervention. Northolta must support current efforts by
supporting child nutrition standards implementatiol supporting school wellness plan
implementation. Additionally, NC should work to ingwe the built environment, improve school
physical activity and physical education requiretagand encourage collaboration among
stakeholders.

Discussion
* What is the relationship between fitness and acadpetformance? There is
some association between physical fithess and atagerformance but not a
whole lot of research on the link between nutriteord academic performance.
» Health education is often being reduced as an emiional consequence of
requirements around physical education. Need fodeceducation around
nutrition and health rather than just increasinggital activity. Need a
comprehensive approach to nutrition and physicaliag not just one or the
other.
* Where are the parents in this? Are their intenaggito help parents once their
children get older (seem to be ones for pareny®ohg children)?
o lIsolated programs, but nothing comprehensive.
0 Need parenting skills to help parents deal with imgkhanges to family
diets.



» Often schools will use less healthy food optionestward behaviors/have family
nights and such that promotes unhealthy optionstradicts messages that are
supposed to be being taught in schools.

ToBACCO Use

Marcus Plescia, MD, MPH, Chief, Chronic Disease amdry Section, Division of Public
Health, NC Department of Health and Human Services

Tobacco is the leading cause of preventable deattis year in North Carolina. Reducing
tobacco use is one area where significant gaine hagn made, particularly among
adolescents. Since 1999, middle school tobacchaseecreased from 15% to 5% while
high school use has decreased from 32% to 19%. 4rtemns, black youth are
significantly less likely to smoke than their whgeers while American Indian youth are
significantly more likely to smoke (35% vs. 19%edicing adolescent smoking is
particularly important because 70% of adult smokgasted smoking before they were
17.

Reducing tobacco use is one area where therdgsifiGant evidence-base for what
works in reducing both overall and teen use. Thisne reason that North Carolina has
been so successful in reducing youth smoking rategh Carolina has already
implemented a number of evidence-based programgraatices, including the
Tobacco-Free Schools campaign, the NC Quitline thedHealth and Wellness Trust
Fund’s (HWTF) Tobacco Use and Prevention Cessdtidiative and the TRU
(Tobacco-Reality-Unfiltered) media campaign aimegaath.

While North Carolina has implemented many evidelnased practices shown to reduce
youth smoking, there are others that could be implged. Tobacco taxes have been
shown to be patrticularly effective at curbing yoathoking. Currently North Carolina
has one of the lowest tobacco taxes in the coumtrgrefore, one potential strategy for
this Task Force would be to recommend raising {adexing) the tobacco tax to the
national average. Doing so would save 32,600 damldinat are alive today from later
premature smoking-caused death.

Banning smoking in public places such as restasyavdrkplaces and public sites has
also been shown to both reduce exposure to hasa@dndhand smoke and to reduce
youth smoking. This Task Force should considermenending comprehensive
statewide smoke-free laws to eliminate exposusetondhand smoke in all indoor
workplaces and public places.

Within clinical practice, counseling has been shawhbe effective in treating adolescent
smokers, however tobacco cessation services a@ways available through insurance.
This Task Force should consider recommending thaagers cover and all providers
deliver comprehensive, evidence-based tobaccotw@mssarvices and benefits including
counseling and appropriate medications.



Although North Carolina is doing a good job redgcsmoking rates, currently the state
spends $19 million each year to fund tobacco priwemnd control while the CDC
recommends that North Carolina spend $107 millimpvention and control. Much of
North Carolina’s current funding comes from the HWThe HWTF funding for

tobacco prevention and control is set to be cbihfor SFY 09-10. Because

maintaining funding is crucial to maintaining pregs made in reducing tobacco use, this
Task Force may want to consider recommending tltaDNision of Public Health and

the HWTF annual appropriations be increased tdr#dae CDC recommended level by
2020.

Discussion:

* Where is NC on the tobacco tax? The tobacco taxesamp every year. It is hard
to pass a tax increase during an election yearg lsession coming up could be a
different story. There is great optimism aroundttiteacco bans and taxes in the
upcoming yeatr.

* There is increasing evidence linking smoking anesttly to prematurity and
infant mortality, have there been any campaignaratdhis? HWTF is about to
launch a campaign around pregnant women. Haveattergto point of stressing
this with young women.

» Are there particular strategies for American Indiaistudies of price elasticity
have been done and the results hold true for ed/ethnicity groups. HWTF has
funded tobacco campaigns specifically targeting/etbnic groups. Among
American Indians there may be cultural practices tto promote tobacco use.
Need to be aware of these issues when trying taceedmerican Indian tobacco
use. The local governments in areas that Amerigdians live in also did not
embrace the policy solutions to reduce youth snpkigrly on like some other
areas did.

* School-based evidence-based programs cannot benwpddimented without a
supportive environment. Now that we have the tobdoee schools policies in
place, school-based programs should be renewe@shte

Bronwyn Lucas, Project YES! was introduced. Information about Project YES! is
available online at http://www.youthempoweredsanus$.org/.

SECONDARY PREVENTION OF CHRONIC | LLNESS
Carol Ford, MD, Adolescent Medicine, Program Dir@GtNC MARCH, University of North
Carolina at Chapel Hill

Secondary prevention activities involve the eadyegdtion of people at risk and work to reduce
their risk. Secondary prevention activities are momre targeted than primary prevention
activities.

Family history, obesity, tobacco use, high blooglsgure, diabetes, and high cholesterol are all
risk factors for adult cardiovascular disease. Mafhese risk factors start to appear during
adolescence and early adulthood. Among North Gaarnis ages 18-24, 1-in-3 is a smoker, 1-in-5
is obese, 1-in-9 has a history of high cholestanol 1-in-20 has a history of high blood pressure.
Although many young North Carolinians clearly havecursors for adult cardiovascular disease,



it is unclear how many are receiving the kind afamtive services that can help identify these
risk factors and develop a plan to delay or preheairt disease.

The American Medical Association recommends thatestents receive well visits annually
from 10-21. Such visits should include a physicara, lab tests if indicated, a HEADSS
interview (Home/health, Education/employment, Activities, @suDepression, Safety,
Sexuality) counseling and management, and a follow-up fbata are not available to show
the percentage of youth receiving thorough weitviannually, but the data that are available
indicate that it is likely thaat least1-in-3 youth are not seeing a health professitorad yearly
well visit.

Given the importance of early detection for preirenthronic iliness, this task force may want to
consider the following:

e Building Culture of “Well Adolescent Visits”: Devep and evaluate promising
approaches to educate healthcare professionaémtpaadolescents, and other key
stakeholders about professional recommendatiorsnional high-quality wellness visits
for children 10-21.

* Updating NC EPSDT: Update NC EPSDT guidelines tieceevidence-based
recommendations for well child care for this ageugrand the intent of Bright Futures.

* Building a Culture Around Transition: Develop andikiate promising approaches to
educate healthcare professionals, parents, adolssesd other key stakeholders about
the importance of older adolescents acquiring:

o Knowledge/skills to manage ongoing health condgion
o Knowledge/skills to manage ongoing healthcare
» Designing and conducting pilot studies to incraageproportion of adolescents that:
0 Receive high quality annual wellness visits
o0 Acquire knowledge/skills to manage chronic illnesgonditions into adulthood

* Insurance Coverage: All public and private insustrsuld pay for annual wellness visits

for North Carolinians 10-21 years of age.

Potential Recommendations

Obesity, Nutrition and Physical Activity
o Recommendations from Alice Ammerman’s presentaisee pages 3 & 4)
0 School nutrition funding ideas:

o Help schools identify other funding streams so thay do not need to
generate revenue from the sale of unhealthy foedsing
machines/lunch options/etc.

0 Need to enforce current vending machine laws.

0 Need to encompass school nutrition into the funuezkage of school
rather than making it a separately funded item hlagtto make money to
fund itself.

o0 State sponsored summer and afterschool progranuddshe required to provide
nutritious snacks/meals if they are funded by thées

o0 Expand current law affecting DPI to include all paly-funded
afterschool and summer school.

o Funding for community demonstration projects aroahdsity.



o Enhanced reimbursement for adequate number o$ ¥@iintensive behavioral
counseling (ex. Nutrition counseling).

o If require increase in physical education or heattbcation, need to develop a

pipeline of qualified teachers.

Targeting safe routes to schools funds to low-vieateas.

o The health component of health education needs taumght by trained health
educators. Within schools, equal attention shoeldilen to the Health
Education component of Healthful Living Standardu@e of Study (focus
seems to be limited to physical activity and thieosd nutrition program (school
lunches, access to vending machines, food as rejvard

The Health Education component of HLE should
1. Meet the objectives in the NC Standard Course ady5t
2. Teach a skills approach to prevention of risks and
3. Be delivered by qualified teachers.

(@)

Tobacco
o Recommendations from Marcus Plescia’s presentésiem pages 5 & 6)
o Include primary prevention. Schools should be imp@ating evidence-based
programs in tobacco prevention (CDCs programswioak/research to classroom
has a list of programs).

Secondary Prevention
o0 Recommendations from Carol Ford’s presentation [fsge 7)
o Do we need to have more PAs and nurse practitidnexgpand the services
available by physicians? (avg. physician visit el@s 7 minutes).
0 Screening before going into middle school or higho®l. TdaP requirement
provides an opportunity to do well child visitsrmddle school.
o0 Require insurance to pay for annual wellness visit®orth Carolinians.



