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Presenter
Presentation Notes
Hello. I am Susan Turner.  I am a Family Physician, and I am the Associate Director of the Florida Department of Health in Escambia County.  Thank you so much for your time and attention this morning.


Discussion Goals

e Health more than healthcare
 Favorable conditions

« Unfavorable conditions
 Disease root causes

« Changing the context

Building a healthier community for a healthier economy/! oougrtioyoudr ol Ty,


Presenter
Presentation Notes
I hope to illustrate why health is so much more than healthcare, our communities’ favorable and unfavorable conditions compared to peer counties and the state, why your focus is being narrowed to three main root causes of diseases today, and introduce the concept of “changing the context” of our discussions about solutions, and in the broader sense the context of our daily lives.


There is More to the Story community

HEALTH
_ SUMMIT
Health Is:
e 30%
-Health care
" Lifestyle 51%
-Genetics W smoking
/0% Eg\;/ironment _ Obesity
= \ Stress
— Poverty Nutrition
. Blood pressure
— Education Alcohol
— Race/Ethnicity RIiies

— Personal Choices
— Where we live

Schroeder, Steven A., We Can Do Better -- Improving the Health of the American
People, N Engl J Med 2007 357:1221-1228



Presenter
Presentation Notes
Talking about poor health can be almost overwhelming.  One is tempted to just throw his or her hands in the air and give up, since not every person has easy access to healthcare, and we all have “diseases that run in the family”.  Focusing on those two things makes it seem as if nothing can be done.  However, as can be seen here, healthcare and genetics account for only 30% of health outcomes.  The remaining 70% are related to the factors shown here: Poverty, education, race/ethnicity, personal choices and where we live.  We are going to focus on the last two in our discussions today.






Presenter
Presentation Notes
…sick care, that is taking care of disease that is already present, so that it doesn’t get worse.  This kind of care is obviously still essential, but it plays very little role in actual prevention of disease.  Thus, there is much more to creating health than healthcare.


World Health Organization Lk

“Health is a state of
complete physical, mental
and social well-being and
not merely the absence of
disease or infirmity.”

--Preamble to the Constitution of the World Health Organization,
International Health Conference, New York, 19-22 June, 1946


Presenter
Presentation Notes
Since we are talking about changing conditions to foster health, I thought it important that we define health.  This is the World Health Organization’s definition, that I believe does not only apply to individuals, but may also be applied to our community.


THE m
Most Favorable CoMMUNITY

o Several indicators of healthcare access
— Health screenings
— Numbers of physicians and health facilities

— Hospitalizations for conditions that can be managed on
an outpatient basis

— Kindergarten student immunizations
e Cancer, cancer deaths
e Suicide deaths
e ED visits for heart attack
e Salmonella infection



Presenter
Presentation Notes
I wanted to just touch on our communities’ favorable conditions compared to peer counties and the state.  They include several indicators of healthcare access, suggesting that healthcare access is better in our communities than some others.  The same is true for….[READ]….therefore, these are things that do not require our focus today.




Most Unfavorable E“émgngiiﬁm

o Arthritis disability
e Female breast cancer
e Asthma

e Smoking
e Teen Births
e STDs L

e Poor birth outcomes, especially for
African American babies


Presenter
Presentation Notes
Our unfavorable conditions are listed on the next two slides, and they are not in order of importance.  These issues are listed just as a reminder about what has led us to choose our focus today.  Unfavorable for our communities are [READ]. I would like to draw your attention to the last bullet, which I have colored red. In Escambia County, not only do African American babies have worse birth outcomes, African American babies are 2-3 times more likely to die than Caucasian babies. This makes Escambia County worse than several third world countries--it makes us a third world county when it comes to pregnancy outcomes, and our community just cannot let this stand
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Most Unfavorable (cont.) T

 Major Causes of Death
— Cardiovascular/heart disease
— Stroke
— COPD
— Diabetes

o ED (better managed in doctor’s office)
— Heart disease, heart failure
— Diabetes
— Hypertension
— Behavioral/mental health issues
— Infections

Building a healthier community for a healthier economy/! oougrtioyoudr ol Ty,


Presenter
Presentation Notes
Our major causes of death are very similar to the picture nationally (note the relationship of these diseases the root causes we are discussing today) and “unnecessary” visits to the ED for conditions that could/should be treated in a doctor’s office.
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Presenter
Presentation Notes
Please join me in looking at this slide from left to right as I try to illustrate that disease consequences are gradually affected younger and younger of us.  The two men on the left have conditions that in previous generations would only have been seen in the very elderly, but these men look to be only in their 50s—an age earlier than these conditions would even have been seen in the past.  The young man in the upper middle picture, who appears to be in his late thirties or early 40s is undergoing kidney dialysis, most likely related to high blood pressure or diabetes.  The young woman in the family at the bottom center of the slide had her first heart attack after the birth of her second child—in her early thirties, most likely due to high blood pressure or her unhealthy weight.  The center pictures show young mothers whose unhealthy lifestyle or undiagnosed medical condition are adversely affecting their babies.  Finally, the lower right picture shows a six year old unable to button his pants, and the upper right illustrates the impact of unhealthy lifestyles on the youngest of our children.  Poor habits leap from generation to generation, dooming the next to the same—or worse—poor health.  Children exposed to poor health in utero do not develop normally, but instead are children starting life with medical problems.  They learn unhealthy habits, and obese children grow into obese young adults, who suffer diabetes, high blood pressure and worse during pregnancy, their babies are not healthy, and then the whole family grows into worse and worse health.  Throw tobacco into the mix, and you have young people in their 20s and 30s dying from strokes and heart attacks, again, complicating their pregnancies, their early family life, and their productivity in the workforce.  Poor health habits are passed on, making the cycle worse over time as we have seen in our community, with no end in sight without making a landmark change that can make a difference.  Healthcare, or sick care, treats diseases once acquired, but it is not capable of addressing the generational cycle of conditions that create chronic diseases.  We must as a concerted effort change the context of the discuss and the context of choices.  We must focus on the determinants of disease before it appears and we must create an environment that makes healthy choices easy, and unhealthy choices very difficult.


The Context of Health <o

Socioeconomic
Status

Income

!

Education

Lifestyle

e Diet

!

Sociodemographic
Factors

* Age

» Gender

* Area of Residence
* Region

* Race

>|* Physical Activity

« Smoking
» Alcohol Consumption

Health
Outcomes

N\

Other Factors

» Access to Health Care

» Health Care Quality

* Environmental Exposure
* Biologic Response

» Social Interaction

» Psychological Impact

Kim S et al. Am. J. Epidemiol. 2004; 159:184-191

Building a healthier community for a healthier economy/! ughttoyou


Presenter
Presentation Notes
Returning to the context of health, leading us into a discussion of ways to end the cycle described on the prior slide, this diagram illustrates the contributions of many factors to health, and can look overwhelming.  However, the causes of the main chronic disease epidemics are well established and well known.  The most important modifiable risk factors, across the world, are: unhealthy diet and excessive energy intake; physical inactivity; tobacco use.  Those are the things we are going to focus on in our discussions.  However, please note the first box.  Income, education, and race are inextricably connected to an individual’s and community’s health.  African Americans experience an unacceptable burden of excess suffering from chronic diseases, and die earlier than white americans from those same diseases.
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Focus: Change the Context

e Reduce obesity: Improve
physical activity and
nutrition

e Reduce tobacco use

 Health management

9’!"‘0w up in QA

. . 5:hno[=e.'—-p ee
— Navigation to resources et

— Self care
— Worksite wellness



Presenter
Presentation Notes
So now as we move into the process of discussing solutions and improvements, we are going to focus in on the three main root causes of disease and illness, because focusing on these things gives us the most chance of success in actually making a difference and improving our collective health. We are going to talk about ways we all can make changes to [READ].




Major Disease Root Causes

e Obesity/unhealthy weight
— >1/3 U.S. adults obese; >17% children
— Increases the risk of almost every chronic
disease and almost every poor health indicator
e Tobacco use

— Causes nearly 1/5 deaths nationwide; for each,
20 more suffer tobacco-related illnesses

— Increases the risk of asthma, many infections,
lung & heart diseases, hypertension and
cancer in smokers and nonsmokers

 Chronic Disease—the Challenge of the
215t Century

— Diabetes leading cause kidney failure,
nontraumatic lower-extremity amputations,
and blindness among adults.

— High blood pressure and heart disease remain
major causes of disability and death



Presenter
Presentation Notes
Again, the reason we have chosen the three focus areas is because they are the most significant underlying causes of disease and illness and thus present the most likely areas where we can make changes and actually make a difference.  [Read last bullet in first two, both bullets in last]


~ Major Disease Root Causes .. b

(cont,) oy
e Top Three Causes of Chronic Disease
— Physical inactivity -
— Poor nutrition WEIG HY
— Smoking _NATIOA
T R

e CDC’'s “Winnable Battles”

— Linkage very important since they provide
« Alignment with national efforts
o State of the art research and interventions that work

 National benchmarks/targets
— Nutrition, physical activity, obesity
— Tobacco
Smoke-frnee

prevents || « Worksite

heart attacks! INnitiative

Learn more



Presenter
Presentation Notes
Underscoring our choice to focus on these areas is CDC’s attention to them. Further, CDC has declared three of them as the most important “winnable battles” for current action.  Our choice to focus on these same areas gives us the advantage that we have tools and materials that we can obtain from CDC and use without recreating the wheel.  Dr. Vinci will talk about some of these tools in just a minute.
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Presenter
Presentation Notes
As we move into Dr. Vinci’s portion of this presentation, let us focus again on changing the context of our discussion so that we work on solutions at multiple levels of our communities as illustrated in this slide, so that the context of our daily lives can change.  The top of the slide shows a blighted community, with few opportunities available for making healthful choices.  While our communities are not blighted, healthful choices are more a rarity than they are the norm.  The lower portion of the slide illustrates how we can change that, again at multiple levels of intervention, so that our communities can be places where healthy nutrition, active lifestyles, smoke free environments and health management are the norm rather than being rare.  If most of us were asked to cite a healthy place to live in the U.S., we would cite Denver or Colorado Springs, as well known places where healthy lifestyles are fostered and lived.  There is absolutely no reason our communities should not be known in the same way, so that when people think of the Emerald Coast, they envision…
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Presenter
Presentation Notes
Arriving here via I-10, and coming upon exit signs like these, where they can visit us to participate in healthy life.   We can start to make that vision a reality today, by making a commitment to change something within each of our spheres of influence.


What is the GUuLF STUDY?

e The GuLF STUDY (Gulf Long Term Follow-Up

Study) Is a health study for individuals who
nelped with the oil spill clean up, took training,
signed up to work, or were sent to the Gulf to
nelp in some way after the Deepwater Horizon
disaster.

 The National Institutes of Health (NIH) Is
sponsoring this study.

 The National Institute of Environmental Health
Sciences (NIEHS) is leading this research with
the support of many local communlty groups.

G'i?LF STUDY

A health study for ol spill clean-up workers and volunteers



http://www.nih.gov/
http://www.niehs.nih.gov/
http://www.niehs.nih.gov/

The GuLF STUDY

* About 33,000 participants joined the study
by completing a telephone interview

* Itis the largest study ever conducted on
the health effects of an oll splll

 Participants include adults ages 21 and
over who helped with the oll spill clean up,
took training, signed up to work, or were
sent to the Gulf to help in some way
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The GuLF STUDY

 More than 11,000 of the participants from
the five Gulf coast states completed home
examinations, which included additional
guestionnaires and collection of biological
and environmental samples
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The GUuLF STUDY wiill;

Examine how different aspects of oil-spill clean-

up m

ay affect current and future health

Examine how stress and job loss because of the
oll spill can affect health, including mental

healt
com

.
nare workers doing specific clean up jobs to

others who did not do those jobs to determine if

healt
than

N problems are occurring at a higher rate
expected among some groups of workers

Influence long-term public health responses in
Gulf communities or responses to other oll spills
In the future . FN




Current Activities

« The GUuLF STUDY is currently tracking the
health of participants by conducting follow-up

telephone interviews that include detailed health
guestionnaires.

« Some participants will also be invited to take part
In clinical examinations to explore the long-term
effects of the spill.

 Longitudinal cohort study could last up to 10
years.




GuLF STUDY Enrollment by State

ENROLLMENT
Total AL FL

Telephone Questionnaire
N 32,786 5939 7,036
% 100.0 18.1 21.5

Home Visit

N 11,208 2950 3,219
% 100.0 26.3 28.7

Preliminary interim data.

LA

7,935
24.2

2,754
24.6

MS

4,322
13.2

1,944

17.3

X

1,843
5.6

341
3.0

Other

5,711
17.4

N/A
N/A

Current as of 05/17/2013



Characteristics of GULF STUDY Participants —

DEMOGRAPHICS
Number

GENDER

Male 26,461

Female 6,287
AGE (years)

< 30 6,268

30-45 12,027

> 45 14,184
RACE

White 20,242

Black 7,414

Asian 1,312

Other 3,634

Preliminary interim data.

Reported at Enroliment

Percentage

80.8

19.2

19.3
37.0

43.7

62.1
22.7
4.0

11.1

Current as of 05/17/2013



Characteristics of GULF STUDY Participants —

Reported at Enrollment

DEMOGRAPHICS (CONT.)
Number

ETHNICITY

Hispanic 2,076

Non-Hispanic 29,555
Marital Status

Divorced/Separated/Widowed 6,167

Married/Living as Married 18,436

Never Married 7,876
Education

< High School 5,132

High School Diploma or GED 9,481

> High School 17,008

Preliminary interim data.

Percentage

6.6
93.4

19.0
56.8
24.2

16.2
30.0

53.8

Current as of 05/17/2013



Characteristics of GULF STUDY Participants —
Reported at Enrollment

DEMOGRAPHICS (CONT.)

Number Percentage

Income
0 - $20,000 8,516 26.0
$20,001 - $50,000 9,250 28.2
> $50,000 11,597 35.4
Don’'t Know / Refused 3,423 10.4

The Ns for individual characteristics may be slightly less than the total N due to a small percentage of don’t
know and refusal responses.

For race, “other” include: American Indians or Alaskan Native, Native Hawaiian or Pacific Island, other, and
person reporting more than one race.

Vietnamese-speaking participants who took a short version of the enrollment questionnaire are not
included in data on ethnicity and education.

Preliminary interim data. Current as of 05/17/2013



Employment History of GUuLF STUDY Participants —

Reported at Enroliment

Current Employment Status
Employed

Unemployed

Other

Military Service History
Served, Active Duty
Served, Veteran

Reserves/National Guard Training
Only

Never Served

Preliminary interim data.

20,819
6,478
4,280

2,564
5,137
273

23,666

%

65.9
20.5
13.6

8.1
16.2
0.9

74.8

Current as of 05/17/2013



Employment History of GULF STUDY Participants —
Reported at Enroliment (cont.)

N %
Served in Combat
Yes 1,616 21.3
No 5,971 78.7

The Ns for individual characteristics may be slightly less than the total N due to a small percentage of don’t
know and refusal responses.

For race, “other” include: American Indians or Alaskan Native, Native Hawaiian or Pacific Island, other, and
person reporting more than one race.

Vietnamese-speaking participants who took a short version of the enrollment questionnaire are not
included in data on ethnicity and education.

Preliminary interim data. Current as of 05/17/2013



Oil Spill Work Sites —

Reported at Enrollment

Land 74.0 %
Boats 43.2 %
Barges 3.2%
Rigs 2.5%
Other 2.3%

Task location from oil spill workers as reported in telephone questionnaire.

The percentages sum to greater than 100% because some people report working at multiple
work sites.

Vietnamese-speaking participants who took a short version of the enrollment questionnaire
were not queried about work on barges and thus, are not included in the percentage for barges.

Preliminary interim data. Current as of 05/17/2013



Self-Reported Non-Oil Spill Occupational Exposures of
GulLF STUDY Participants (1)

N %

Paints, varnishes, stains, or strippers 12,483 39.6
Degreasers or chemicals used to clean 12,288 39.0
metal parts

Diesel engine exhaust 12,322 39.0
Gasoline engine exhaust 12,097 38.3
Metal dust from grinding or other tasks 11,063 35.1
Insulation 10,015 31.8
Wood dust 9,532 30.2
Welding fumes 9,300 29.4
Corrosive materials, such as acids 8,179 26.0

Based on responses to a series of questions about on the job (except Gulf oil spill) exposures to materials at least 30
minutes per week.

The total N is 31,729. N's in the table are for the number of persons reporting exposure to each substance.

Report does not include Vietnamese-speaking participants who took a short version of the enrollment questionnaire.
Preliminary interim data. Current as of 05/17/2013



Self-Reported Non-Oil Spill Occupational Exposures of
GulLF STUDY Participants (2)

N %
Metal machining oils 8,018 25.5
Asphalt, tar or other tar-like materials 5,932 18.8
Asbestos 5,489 17.8
Pesticides, insecticides or herbicides 5,259 16.7
Brake shoes 4,777 15.2
Lead 4,613 14.8
Coal or stone dust 3,652 11.6
Radioactive Materials 2,978 9.5

Based on responses to a series of questions about on the job (except Gulf oil spill) exposures to materials at least 30
minutes per week.

The total N is 31,729. N's in the table are for the number of persons reporting exposure to each substance.

Report does not include Vietnamese-speaking participants who took a short version of the enrollment questionnaire.

Preliminary interim data. Current as of 05/17/2013



Health and Lifestyle Characteristic
of GULF STUDY Participants —

Reported at Enrollment

Overall Overall Overall
(N=31,786) Male Female
(N=25,595) (N=6,119)

Body Mass Index (BMI)

Underweight 0.8 0.5 1.9
Normal 26.2 23.5 37.4
Overweight 40.9 43.3 30.9
Obese 32.1 32.7 29.8

Preliminary interim data. Current as of 05/17/2013



Health and Lifestyle Characteristic

of GuLF STUDY Participants —
Reported at Enroliment (cont.)

Overall Overall Overall
(N=31,786) Male Female
(N=25,595) (N=6,119)

Alcohol Use
Drinking Status

Never Drinker 6.3 5.9 8.2
Past Drinker 17.9 17.2 20.7
Current 75.8 76.9 71.2
Drinking Per Week, Current
Drinkers
<3 52.5 49.0 67.7
3-6 22.1 22.9 18.9
14+ 12.1 13.8 4.7

Preliminary interim data. Current as of 05/17/2013



Health and Lifestyle Characteristic

of GuLF STUDY Participants —
Reported at Enroliment (cont.)

Overall Overall Overall
(N=31,786) Male Female
(N=25,595) (N=6,119)

Tobacco Use
Cigarette Smoking Status

Never 48.3 46.8 54.5
Past 21.6 22.2 19.3
Current 30.1 31.0 26.3
Amount Smoked, Current
Smokers
<1 pack per day 65.5 64.0 72.8
1 + packs per day 34.5 36.0 27.2

Preliminary interim data. Current as of 05/17/2013



Health and Lifestyle Characteristic

of GuLF STUDY Participants —
Reported at Enroliment (cont.)

Overall Overall
(N=31,786) Male
(N=25,595)
Ever Use of Other Tobacco
Products
Pipe 4.5 5.5
Cigar 11.8 14.0
Chewing Tobacco 10.1 12.4
Snuff 14.5 17.8

Overall
Female
(N=6,119)

0.7
2.7
0.7

1.0

The Ns for individual characteristics may be slightly less than the total N due to a small percentage of don’t

know and refusal responses.

For race, “other” include: American Indians or Alaskan Native, Native Hawaiian or Pacific Island, other, and

person reporting more than one race.

Vietnamese-speaking participants who took a short version of the enrollment questionnaire are not

included in data on ethnicity and education.

Preliminary interim data. Current as of 05/17/2013



Contact Information

John J. Lanza, MD, PhD, MPH, FAAP
Florida Department of Health in

Escambia County
850/595-6557

lohn_lanza@doh.state.fl.us

www.EscambiaHealth.com
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